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U-100  Iletin  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy. 

It  is  available  in  six  formulations. 

Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Leadership  in 
Diabetes  Research  for 
Half  a Century 
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Angiography  and  the 
Gastrointestinal  Bleeder: 

A Review 


Gastrointestinal  bleeding  continues  to  bedevil 
the  internist,  radiologist  and  surgeon  despite  the 
numerous  and  important  technological  advances 
of  the  past  20  years.  Recent  advances  with 
regard  to  endoscopes  have  been  phenomenal 
what  with  fibrooptics,  the  duodenoscope  and  the 
colonoscope.  Image  intensification  has  been 
most  helpful  to  the  fluoroscopist  and  has  be- 
come reasonably  ubiquitous  in  use  over  the 
past  10  years. 

Perhaps  the  most  exciting  and  potentially  re- 
warding addition  to  our  armentarium  in  the 
fight  against  gastrointestinal  bleeding,  however, 
has  been  selective  visceral  angiography.  Baum 
and  Nusbaum  began  to  experiment  with  this 
modality  as  a tool  in  locating  gastrointestinal 
bleeders  in  1963  and  by  1965  had  put  it  to 
practical  use  in  diagnosing  the  site  of  bleeding 
in  two  patients.  By  1967  they  had  studied 
100  patients  with  gastrointestinal  bleeding  by 
selective  visceral  angiography  and  had  discov- 
ered the  site  of  bleeding  in  72  of  these.  Not 
being  satisfied  with  simply  diagnosing  the  sites 
of  bleeding,  they  decided  to  try  and  stop  the 
bleeding  with  the  use  of  vasopressors  (pitressin 
and  its  derivatives),  and  reported  quite  prom- 
ising results  with  this  technique  in  1968,  1969 
and"  1971. 1 

Rosch,  Dotter  and  colleagues  got  into  the 
act  and  began  treating  gastrointestinal  bleeders 
with  epinephrine,  packed  platelets  and  autono- 
mous blood  clots,  and  in  several  papers  from 

From  the  Department  of  Radiology,  University  of 
Tennessee  Medical  School  and  the  John  Gaston  Hos- 
pital. Memphis,  Tenn. 


STEPHEN  L.  GAMMILL,  M.D. 

1970-19722  reported  good  success  without 
complications.  The  work  of  these  intrepid  in- 
vestigators has  marked  the  dawning  of  a new 
age  in  the  handling  of  gastrointestinal  bleeders. 
With  the  added  dimension  of  safe  non-operative 
treatment  with  intra-arterial  vasopressors  of  the 
gastrointestinal  bleeder  to  an  accurate,  safe  and 
reliable  diagnostic  tool  (angiography),  we  should 
indeed  be  able  to  look  forward  with  optimism 
to  diagnosing  and  stopping  many  of  the  ever 
troublesome  gastrointestinal  bleeders  heretofore 
undiagnosed  and  unstopped  by  other  means.  The 
question  arises  as  to  how  to  apply  these  new 
tools  toward  the  diagnosis  and  treatment  of 
gastrointestinal  bleeding  now,  in  the  near  future, 
and  in  the  distant  future. 

The  first  philosophical  change  concerning  the 
application  of  angiography  to  gastrointestinal 
bleeding  was  made  before  its  treatment  with 
intra-arterial  vasopressors  came  to  the  fore.  This 
was  first  to  work  up  patients  with  their  first 
gastrointestinal  bleed  by  endoscopy  and  barium 
studies.  If  we  did  not  find  the  source  of  bleed- 
ing, and  if  the  patient  ceased  bleeding  and  either 
re-bled  in  the  hospital  or  returned  to  the  hos- 
pital with  a second  bleeding  episode,  we  omitted 
the  barium  studies  and  went  directly  to  en- 
doscopy and  arteriography. 

With  the  added  dimension  of  intra-arterial 
therapy  with  vasopressors,  however,  it  seems 
reasonable  at  this  time  to  consider  and  discuss 
other  philosophical  changes.  For  these  consid- 
erations and  this  discussion,  I am  arbitrarily 
dividing  gastrointestinal  bleeders  into  four  cate- 
gories: (1)  esophageal  varices,  (2)  peptic 
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ulcers,  (3)  upper  gastrointestinal  bleeding  from 
diseases  other  than  peptic  ulcer,  and  (4) 
“lower”  gastrointestinal  bleeding  (i.e.,  small 
bowel  and  colon). 

ESOPHAGEAL  VARICES 

From  30%  to  50%  of  esophageal  varices  are 
demonstrable  with  the  esophagram.3  This  per- 
centage is  probably  much  higher  with  the  use 
of  the  esophagoscope,  so  that  the  diagnostic 
accuracy  of  this  malady  is  probably  in  the  range 
of  90%  or  higher  with  the  usual  diagnostic 
tools  exclusive  of  angiography.  Once  varices 
are  found  by  either  of  these  two  methods, 
though,  can  one  always  be  sure  that  they  are 
the  source  of  bleeding,  and  if  they  are,  what 
does  one  do  about  them?  Emergency  shunts 
are  out!  The  various  tubes  have  been  dis- 
appointing at  best. 

Of  the  28  patients  with  varices  that  Nusbaum 
and  Baum  have  treated  by  perfusion  of  the 
superior  mesenteric  artery  with  pitressin,  27 
were  completely  controlled1;  of  the  four  pa- 
tients similarly  treated  by  Rosch  and  Dotter, 
three  were  completely  and  one  partially  con- 
trolled2; and  we  have  similarly  treated  19  pa- 
tients, with  complete  control  in  15. 

It  seems  reasonable  then  to  esophagoscope 
the  alcoholic  with  cirrhosis  and  probable  varices, 
perform  visceral  angiography  to  be  sure  no  other 
site  of  bleeding  is  present,  and  place  a catheter 
in  the  superior  mesenteric  artery  for  perfusion 
with  pitressin. 

PEPTIC  ULCER  DISEASE 

Ninety  per  cent  seems  to  be  the  figure  to 
remember  regarding  peptic  ulcers:  90%  of  fatal 
gastrointestinal  hemorrhages  originate  from  the 
upper  G.I.  tract,  90%  are  due  to  peptic  ulcer 
and  90%  of  peptic  ulcers  are  diagnosable  by 
barium  studies.3  So  far  the  treatment  of  peptic 
ulcers  with  vasopressors  has  been  disappointing. 
Rosch  and  Dotter  failed  to  achieve  complete 
control  of  bleeding  in  11  of  13  cases  they 
treated.2  The  bleeding  here  is  usually  due  to 
erosion  of  an  artery  by  an  ulcer  on  the  lesser 
curvature  of  the  stomach  or  posterior  wall  of 
the  duodenum.3  It  may  be  feasible  in  the  future 
to  stop  these  bleeders  with  the  injections  of 
autonomous  clots  to  thrombose  these  arteries2; 
this  remains  in  the  future,  however.  For  the 
present,  two  approaches  may  be  considered: 
(a)  Endoscopy  followed  by  the  standard  barium 
studies  followed  by  surgical  or  other  appropriate 
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therapy,  (b)  Angiography  for  diagnostic  pur- 
poses in  lieu  of  barium  studies,  for  even  if  an 
ulcer  is  found  with  barium  studies,  one  cannot 
always  be  sure  this  is  the  site  of  bleeding. 

UPPER  GASTROINTESTINAL  BLEEDING 
FROM  SOURCES  OTHER  THAN 
PEPTIC  ULCERS 

Of  22  patients  treated  in  this  category  by 
Baum  and  Nusbaum1  and  Rosch  and  Dotter2 

19  have  been  completely  controlled  (4  of  4 
with  Mallory  Weiss,  9 of  1 1 with  gastritis,  6 
of  7 with  stress  ulcers),  and  we  have  controlled 
the  bleeding  in  one  uremic  patient  with  bleeding 
gastritis.  With  a success  rate  such  as  this,  after 
endoscopy,  an  attempt  at  angiographic  diagnosis 
and  therapy  seems  indicated  as  the  initial  step 
in  handling  these  patients.  Of  course  the  success 
in  treatment  of  the  cases  in  this  category  is  more 
dependent  on  one’s  capabilities  in  and  experi- 
ences with  selective  and  superselective  angiogra- 
phy (left  gastric  and  gastroduodenal  arteries) 
than  in  the  other  categories,  as  the  superselec- 
tive placement  of  a catheter  into  one  of  these 
vessels  is  often  required  for  successful  therapy. 

LOWER  GASTROINTESTINAL 
BLEEDING 

Of  100  patients  with  melena  reported  by 
Petzloff  which  were  undiagnosed  by  conven- 
tional methods,4  the  site  of  bleeding  remained 
a mystery  in  70  even  after  celiotomy.  In  82 
such  patients  reported  by  Stone5  all  studies,  in- 
cluding 6 celiotomies  in  some,  were  negative 
in  30  cases  and  the  diagnosis  was  in  doubt  in 

20  more.  The  odds  of  finding  the  site  of 
bleeding  in  patients  with  unexplained  melena 
or  “lower”  gastrointestinal  bleeding  then  are 
poor  at  best;  60-70%  go  undiagnosed  by  all 
means,  exclusive  of  angiography,  including 
celiotomy.  These  figures  are  distressing  and 
the  approach  to  the  patient  with  melena  or 
“lower”  gastrointestinal  bleeding  indeed  needs 
reconsideration.  Also,  Atek7  reported  296  pa- 
tients, 50  of  whom  were  operated  on,  with  a 
25%  mortality  rate;  the  remainder  were  not 
operated  on,  and  suffered  a 43%  mortality 
rate.  Even  though  it  is  often  written  that  it 
is  easier  to  find  the  site  of  massive  gastro- 
intestinal bleeding  than  that  of  moderate  bleed- 
ing with  barium  studies,  20%  of  these  296 
patients  were  undiagnosed  with  barium  studies. 

It  is  fairly  easy  even  for  the  angiographer 
of  minimal  experience  to  place  a catheter  into 
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the  superior  mesenteric  artery.  Of  60  active 
gastrointestinal  bleeders  from  all  sights  in  Nus- 
baum  and  Baum’s  series,6  the  site  of  bleeding 
in  45  was  found  with  a selective  superior  mes- 
enteric arteriogram  alone.  Rosch  and  Dotter2 
completely  controlled  the  bleeding  in  7 of  8 
patients  with  “lower”  gastrointestinal  bleeding 
and  partially  controlled  the  bleeding  in  the  other 
patient.  We  have  seen  2 patients  completely 
controlled  with  vasopressors  (Epinephrine)  who 
were  bleeding  from  colonic  diverticula. 

With  the  poor  odds  (30%)  of  obtaining  a 
diagnosis  in  the  patients  in  this  category  by 
barium  studies  and  celiotomy,  the  relative  ease 
with  which  one  can  place  a catheter  into  the 
superior  mesenteric  artery,  the  good  chance  of 
finding  the  bleeding  site,  the  excellent  success 
rate  in  treating  these  patients  with  vasopressors, 
and  the  high  mortality  rate  reported  in  past 
reports  prior  to  angiographic  diagnosis  and 
therapy,  it  seems  reasonable  to  start  with  en- 
doscopy followed  by  selective  superior  mes- 
enteric in  these  patients,  with  the  idea  of  treat- 
ing the  bleeder  if  you  can  find  it.  If  you  cannot 
find  and  treat  the  bleeding  site,  then  the  inferior 
mesenteric  artery  would  need  to  be  catheter- 
ized,  and  it  is  also  fairly  easy  to  enter. 

SUMMARY 

I have  reviewed  the  literature  concerning 

Medical  Profession 
Self  Discipline  Urged 

CHICAGO — The  medical  profession  must 
discipline  itself  if  doctors  are  to  avoid  passage 
of  harsh  laws  to  curb  unethical  conduct,  says 
an  editorial  in  the  current  (Oct.  29)  issue  of 
the  Journal  of  the  American  Medical  Associa- 
tion. 

“Medical  societies  appear  to  have  been 
reluctant  to  tackle  tough  problems  relating  to 
questionable  actions  by  their  members.  It  is 
amazing  how  many  excuses  can  be  found  for 
not  conducting  an  investigation  or  for  not  taking 
action,”  says  the  editorial. 

“The  profession  must  not  rely  on  excuses. 
If  discipline  is  necessary,  it  should  be  adminis- 
tered. 

“In  the  legal  profession,  there  is  a saying  that 
hard  cases  make  bad  law.  This  hip-pocket 
maxim  can  be  applied  to  medicine.  When  cases 
of  alleged  unethical  conduct  are  not  handled 


gastrointestinal  bleeding  and  have  discussed  past 
diagnostic  and  therapeutic  approaches  to  this 
problem  and  how  they  have  been  and  are  being 
modified  with  the  increasing  use  of  angiography 
as  a diagnostic  and  therapeutic  tool. 

REFERENCES 

1.  Baum.  S and  Nusbaum,  M:  Control  of  Gastro- 
intestinal Hemorrhage  by  Selective  Mesenteric  Arterial 
Infusion  of  Vasopressin.  Radiology,  1971,  98,  498-505. 

2.  Rosch,  J,  Dotter,  CT,  Antonovic,  R:  Selective 
Vasoconstrictor  Infusion  in  the  Management  of  Arterio- 
Capillary  Gastrointestinal  Hemorrhage.  Am  J Ro- 
entgenol Rad  Therapy  & Nuclear  Med,  1972,  116, 
279-288. 

3.  Cooley,  RN:  The  Diagnostic  Accuracy  of  Upper 
Gastrointestinal  Radiologic  Studies.  Am  J Med  Sci, 
1961,  242,  628-648. 

4.  Petzloff.  JA,  Haagedon,  AB  and  Bartholomew, 
LG:  Abdominal  Exploration  of  Gastrointestinal  Bleed- 
ing of  Obscure  Origin.  JAMA,  1961,  177,  104-114. 

5.  Stone,  HB:  Large  Melena  of  Obscure  Origin. 
Ann  Surg,  1944,  120,  584-594. 

6.  Nusbaum,  M.  Baum,  S,  Blakemore,  WS:  Clinical 
Experience  with  Diagnosis  and  Management  of  Gastro- 
intestinal Hemorrhage  by  selective  Mesenteric  Cath- 
eterization. Ann  Surg,  1969,  170,  506-514. 

7.  Atik,  M and  Simeone,  FA:  Massive  Gastro- 
intestinal Bleeding:  Study  of  296  Patients  at  City 
Hospital  of  Cleveland.  AM  A Arch  Surg,  1954,  69, 
355-65. 

within  the  profession  and  are  ‘exposed’  to  the 
public  as  not  handled,  the  ends  of  justice  are 
overshadowed  by  the  dictates  of  expediency  and 
pragmatism.  Hard  law  results.  Reaction,  over- 
reaction, backlash — bad  law  is  inevitable. 

“To  the  extent  that  medical  society  discipline 
is  observed  (and  demonstrated  to  the  public  as 
being  viable),  restrictive  judicial  and  statutory 
regulations  will  be  avoided.  With  each  example, 
feeling  builds  up,  and  it  may  manifest  itself  un- 
expectedly as  the  result  of  some  trivial  episode. 

“Medical  societies  alone  and  medical  so- 
cieties in  concert  with  boards  of  medical  exami- 
ners have  two  responsibilities  today  in  medical 
discipline:  (1)  they  must  impose  discipline 

when  it  is  reasonably  called  for,  and  (2)  they 
must  publicize  their  actions  so  the  faith  of  the 
public  may  be  restored.” 

The  editorial  is  by  Edwin  J.  Holman,  LLB, 
of  the  Office  of  the  General  Counsel  of  the 
American  Medical  Association.  Mr.  Holman  is 
secretary  to  the  AMA’s  Judicial  Council. 
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The  Tennessee  Radiological  Society  — 

A Historical  Review 


THE  BEGINNINGS  OF  RADIOLOGY 
IN  TENNESSEE 

Activity  in  the  use  of  x-ray  began  in  Tennes- 
see rather  soon  after  Roentgen’s  discovery. 
Tennessee  newspapers  carried  the  story  of  the 
mysterious  new  ray’s  discovery  during  January 
of  1896. 

Dr.  John  Daniel,  a physicist  at  Vanderbilt, 
promptly  began  experiments  and  soon  became 
the  first  to  describe  the  depilatory  effect  of  x-ray. 
He  noted  how  the  hair  on  the  side  of  the  head 
next  to  the  x-ray  tube  fell  out  on  a man  on 
whom  he  had  taken  a skull  radiograph,  using  a 
one  hour  exposure  time.  This  work  was  pub- 
lished in  Science,  April,  1896. 

Dr.  Max  Goltman,  a Memphis  surgeon,  was 
Tennessee’s  foremost  early  proponent  of  medical 
diagnosis  in  using  x-ray,  publishing  a paper 
entitled  “The  Medical  and  Surgical  Application 
of  the  Roentgen  Ray”  in  the  Memphis  Medical 
Monthly  in  February,  1897,  and  giving  dem- 
onstrations of  radiographic  procedures  through- 
out the  state. 

A colleague  of  Goltman  and  noted  pathologist, 
Dr.  William  Kraus,  soon  adapted  Goltman’s 
x-ray  work  to  the  therapy  of  disease,  both 
benign  and  malignant.  He  was  later  to  lose  his 
life  from  skin  malignancy  related  to  his  early 
experiments  and  became  known  as  one  of  x-ray’s 
early  martyrs. 

Throughout  the  early  decades  of  this  century 
radiology  was  practiced  as  a sideline  by  many 
physicians,  photographers,  and  physicists.  Per- 
haps the  first  man  to  limit  his  work  to  radiology, 
and  hence  to  be  called  a radiologist,  was  Dr. 
Walter  Lawrence,  who  began  his  practice  of 
electro-therapy  and  radiology  in  Memphis  in 
1905  and  became  the  first  chairman  of  the 
UT  Department  of  Radiology,  a post  he  held 
for  25  years. 

In  Nashville,  Dr.  G.  P.  Edwards,  and  in  East 
Tennessee  Drs.  G.  W.  Drake  and  John  Hankins 
led  the  way  during  the  early  decades  in  their 
areas. 


*From  the  Department  of  Radiology,  Le  Bonheur 
Children's  Hospital,  Memphis,  Tenn.  38103 


WEBSTER  RIGGS,  JR.,  M.D. 

THE  FOUNDING  OF  THE  SOCIETY 
In  1934,  Drs.  Frank  Bogart  and  Horace  Gray 
discussed  the  formation  of  a state  radiological 
society.  Local  radiology  groups  had  already 
been  formed  in  the  state’s  larger  cities.  Dr. 
Bogart  was  then  quite  prominent  in  the  TMA 
and  therefore  encouraged  the  organization  of 
radiology  on  a state  level. 

The  first  and  organizing  meeting  was  held 
at  the  Hotel  Patten  in  Chattanooga,  April  11, 
1934.  The  seven  founding  members  decided 
to  name  the  organization  the  Tennessee  Radi- 
ological Society,  with  its  membership  limited  to 
those  practicing  radiology  as  a specialty.  The 
annual  meetings  were  held  in  conjunction  with 
the  Tennessee  State  Medical  Association. 
Members  present  at  first  meeting: 

R.  P.  Ball  C.  M.  Hamilton 

F.  B.  Bogart  H.  G.  Reaves 

J.  M.  Frere  H.  S.  Shoulders 

H.  D.  Gray 

The  members  were  assessed  $1.00  each  for 
incidental  expenses.  The  following  officers 
were  elected: 

President — C.  M.  Hamilton 
Vice-president — C.  H.  Heacock 
Secretary-Treasurer — F.  B.  Bogart 
Dr.  Bogart  acted  as  secretary  of  the  TRS 
during  its  first  ten  years  and  was  elected  presi- 
dent in  1947. 

A special  called  meeting  on  December  6, 
1934,  took  place  in  Memphis  at  the  Peabody 
Hotel  where  the  Radiological  Society  of  North 
America  was  being  held.  Dr.  B.  R.  Kirklin  was 
the  guest  speaker  and  outlined  the  purpose  of 
the  newly  formed  American  Board  of  Radi- 
ology. 

The  Constitution  and  By-Laws  of  the  Ten- 
nessee Radiological  Society  were  presented  at 
this  meeting.  It  was  decided  that  candidates 
for  membership  should  have  practiced  for  at 
least  three  years.  All  ballots  for  membership 
should  be  secret,  and  a % majority  should  be 
required  to  elect  members. 

THE  EARLY  YEARS  THROUGH  WW  II 
By  1940  the  group  had  grown  to  19  mem- 
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bers.  During  the  first  decade  of  the  organiza- 
tion, through  WWII,  the  meetings  were 
predominantly  of  social  and  scientific  nature, 
often  involving  radiation  therapy.  There  was 
little  discussion  of  socio-economic  problems. 
Invited  guest  speakers  were  usually  from  out 
of  state.  Some  of  the  speakers  included  Drs. 
B.  R.  Kirklin,  Fred  Coe,  Vincent  Archer,  etc., 
and  many  of  these  were  elected  honorary  mem- 
bers. About  10  to  20  members  usually  attended; 
a high  percentage  of  state  members.  Meetings 
were  not  held  in  1943  and  1945  due  to  the 
war.  An  unofficial  meeting  (organized  by  Dr. 
Horace  Gray)  was  held  at  a Fisherman’s  Warf 
restaurant  in  San  Francisco  in  1945. 

In  1948  the  first  councilor  to  the  American 
College  of  Radiology  was  elected — Dr.  Frank 
Bogart. 

THE  FIFTIES— THE  INTEREST  IN 
SOCIOECONOMIC  AFFAIRS 

By  1950  the  roll  of  members  numbered  39. 
At  the  1950  meeting  the  Society  voted  to  go 
on  record  as  deploring  the  uncontrolled  use  of 
x-ray  fluoroscopic  fitting  of  shoes.  This  was 
released  to  the  press  in  Memphis,  and  through 
subsequent  efforts  of  the  Society,  led  by  Drs. 
Walter  Robinson  and  Carl  Nurnberger,  legis- 
lation was  passed  in  Tennessee  to  abolish  this 
practice. 

During  the  1950’s  socioeconomic  issues  be- 
came more  prominent  at  the  meetings.  Discus- 
sions of  hospitalization  insurance  and  methods 
of  financial  remuneration  for  radiologists  be- 
came of  vital  interest. 

At  the  1952  meeting  Dr.  Walter  Scribner  was 
elected  councilor  to  the  American  College  of 
Radiology,  a position  he  held  until  1956,  at 
which  time  Dr.  Herbert  Francis  was  elected. 

In  1956  a statement  from  the  ethics  com- 
mittee of  the  College  was  presented  urging 
state  and  local  societies  to  try  to  remove  radi- 
ology from  hospital  insurance  programs  and  to 
place  it  under  professional  insurance  programs 
where  it  should  have  been  all  along. 

In  1958  a revision  of  the  Constitution  and 
By-Laws  was  accepted.  The  work  had  been 
accomplished  by  Drs.  Scribner,  King,  White- 
leather,  Francis  and  Henshall.  It  established 
three  categories  of  membership:  active,  hon- 

orary, and  associate.  It  also  formed  an  execu- 
tive committee  consisting  of  the  President, 
President-elect,  Vice-president,  Secretary- 


Treasurer,  and  two  members  at  large.  The  new 
Constitution  now  stated  that  the  ethical  prin- 
ciples of  the  Society  should  conform  to  those  of 
the  AMA  and  ACR. 

THE  SIXTIES— SEPARATE 
BILLING  STARTED 

In  1960  the  membership  role  had  grown  to 

68. 

In  the  early  60’s  more  of  the  annual  meetings 
were  concerned  with  reports  from  the  councilor 
to  the  ACR.  Discussions  of  problems  with  in- 
surance carriers  also  attracted  considerable  at- 
tention. In  1961  Dr.  Hankins  reported  that 
the  College  recommended  that  all  local  radi- 
ological societies  become  chapters  of  the  ACR 
and  that  each  elect  a delegate  (councilor)  and 
alternate  to  serve  a term  of  three  years.  At 
the  1962  meeting  Dr.  Scribner  explained  the 
method  and  advantages  of  this  formation.  After 
a lengthy  discussion  Dr.  George  Henshall  moved 
that  the  Society  become  the  Tennessee  Chapter 
of  the  ACR.  This  was  passed. 

During  1962  members  were  saddened  by  the 
death  of  three  of  its  past  presidents:  Drs. 

Heacock,  Francis,  and  Bogart. 

At  the  1964  meeting.  Dr.  Scribner  reported 
that  at  the  ACR  councilor's  meeting  a program 
of  separation  of  radiologists’  professional  fee 
from  the  non-professional  costs  was  being  en- 
couraged. This  was  led  by  Dr.  David  Carroll 
who  was  then  Chairman  of  the  Board  of  Chan- 
cellors of  the  ACR.  Dr.  Sam  Hay  read  a report 
of  the  TMA  Council  suggesting  similar  changes. 

In  1965  the  Constitution  and  By-Laws  for  a 
chapter  of  the  ACR  superseded  and  replaced  the 
former  ones  of  the  Society. 

At  the  1965  meeting  Drs.  Hay,  Whiteleather 
and  King  proposed  that  an  interim  scientific  and 
business  meeting  be  held  in  Nashville  each  fall. 
This  was  adopted. 

Dr.  Hay  reported  that  the  TMA  now  regarded 
existing  contracts  between  radiologists  and  hos- 
pitals illegal  and  unethical. 

During  1965  there  were  two  called  meetings 
to  discuss  the  problems  of  separate  billing  for 
radiologists.  At  the  called  meeting  in  July,  Dr. 
Cash  King  moved  that  the  Society  comply  with 
the  wishes  of  the  TMA — that  radiologists  di- 
vorce themselves  from  their  financial  hospital 
ties  and  bill  their  patients  independently.  This 
was  passed. 

During  1965  separate  billing  began  in  actual 
practice.  The  East  Tennessee  Radiological  So- 
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ciety,  formed  by  Drs.  Kent  Carter  and  J.  J. 
Range,  led  the  way.  The  radiologists  in  East 
Tennessee,  after  expressing  some  initial  reluc- 
tance to  separate  billing,  soon  became  its  major 
advocates,  with  hospitals  in  Knoxville,  Mary- 
ville, and  Chattanooga  being  the  first  to  under- 
take the  change. 

Activity  during  the  late  60’s  predominantly 
concerned  implementing  the  actual  change  to 
separate  billing  by  most  of  the  members.  There 
were  problems  with  insurance  carriers,  and 
communications  with  the  TMA  were  needed  to 
deal  with  these.  Dr.  David  Taylor  made  notable 
contributions  towards  solving  problems  in  these 
areas. 

In  October,  1969,  the  Society  officially  be- 
came incorporated. 

THE  SEVENTIES 

By  1970  the  membership  roll  had  grown  to 
117.  The  members  that  year  approved  securing 
insurance  against  public  liability  and  personal 
injury. 

In  1971  President  Hollis  Halford  led  the 
discussions  on  impending  state  legislation  con- 
cerning required  radiation  dose  measurements 
and  technologist  licensure. 

During  the  early  70’s  the  ACR  began  to 
assert  an  increasingly  greater  influence  in  the 
affairs  of  its  Tennessee  chapter.  A large  por- 
tion of  the  meetings  was  concerned  with  the 
report  of  the  ACR  councilors.  Since  1970  these 
councilors  throughout  the  country  have  func- 
tioned as  the  democratic  policymakers  for  the 
ACR. 

Presently  much  of  the  business  of  the  annual 
meeting  is  planned  by  an  active  executive  com- 
mittee that  meets  several  times  each  year  to 
expedite  the  business. 

Much  of  the  furor  over  independent  billing 
has  subsided  with  a distinct  and  increasing  ma- 
jority of  radiologists  throughout  the  state  now 
successfully  billing  the  patient  directly.  Con- 
fronted with  the  rapidly  changing  socio- 
economic scene  in  today’s  medical  world  (with 
HMO’s  and  peer  review)  the  TRS  from  its  past 
record  can  derive  confidence  that  it  is  capable 
of  meeting  any  problems  presented. 

MEETING  LOCATIONS  AND 
SCIENTIFIC  PROGRAMS 

1934.  April — Chattanooga — Round  Table  Discussion 
1934.  December — Memphis — Dr.  B.  R.  Kirklin.  “Out- 
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line  and  Plans  of  the  American  Board  of 
Radiology” 

1935 —  Nashville — Dr.  Kennon  Dunham,  Discussion 

on  Chest  Pathology 

1936 —  Memphis — Dr.  R.  P.  Ball.  Roentgen  Pelvi- 

cephalography;  Dr.  W.  W.  Robinson,  Gall 
Bladder  Pathology  and  Technique 

1937 —  Knoxville — Dr.  Vincent  Archer,  Roentgen  Ray 

Treatment  of  Malignancies  of  the  Head  and 
Neck 

1938 —  Nashville — Dr.  Arthur  W.  Erskin,  Carcinoma 

of  the  Breast 

1939 —  Jackson — Dr.  Leon  J.  Menville,  Radiation 

Therapy  and  Carcinoma  of  the  Cervix  and 
Carcinoma  of  the  Body  of  the  Uterus 

1940 —  Chattanooga — Dr.  Charles  L.  Martin,  Radiation 

Treatment  of  Metastatic  Carcinoma  of  the 
Cervical  Glands 

1941 —  Nashville — The  program  given  by  General 

Electric,  Motion  picture  “Exploring  With 
X-rays” 

1942 —  Memphis — Dr.  Robert  J.  Reaves,  X-ray  Therapy 

and  Superficial  Infections 

1943 —  No  meeting 

1944 —  Nashville — Major  Archie  Fine,  Experience  with 

PhotoRoentgen  Methods  of  Chest  Survey; 
Captain  Joseph  Ivie,  Case  Reports  in  an 
Army  General  Hospital 

1 945—  Unofficial  session  by  several  members  in  the 

Armed  Forces  who  met  in  San  Francisco  in 
Fisherman’s  Warf. 

1946 —  Knoxville — Dr.  Robert  A.  Arens,  Pneumoperi- 

toneum 

1947 —  Memphis — Dr.  U.  V.  Portmann,  Roentgen 

Therapy  for  some  Superficial  Lesions 

1948 —  Nashville — Dr.  B.  R.  Kirklin,  Cholecystography 

and  Some  Newer  Developments 

1949 —  Chattanooga — Dr.  Lawrence  Reynolds,  Ad- 

vances in  Medical  Application  of  Atomic 
Energy 

1950 —  Memphis — Dr.  William  B.  Seaman,  Roentgeno- 

logical Diagnosis  of  Gastric  Lesions 

1951 —  Nashville — Dr.  Fred  Coe,  GI  Hemorrhage 

from  Posterior  Wall  Duodenal  Ulcers  and 
also  The  Roentgen  Diagnosis  of  Polyps  of 
the  Colon 

1952 —  Knoxville — Dr.  Robert  C.  Pendergrass,  Tumors 

of  the  Colon 

1953 —  Memphis — Dr.  Cesare  Gianturco,  High  Voltage 

Radiography  in  the  Diagnosis  of  Colonic 
Polypi;  Dr.  Milton  Adams,  Late  Radiation 
Sequellae 

1954 —  Nashville — Dr.  C.  A.  Good,  Fungus  Diseases 

of  the  Chest 

1955 —  Chattanooga — Dr.  Manuel  Garcia,  Carcinoma 

of  the  Cervix 

1956 —  Memphis — Dr.  Ted  Leigh,  Mediastinal  Masses 

1957 —  Nashville — Dr.  George  Cooper.  Collagen  Dis- 

eases 
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1958 —  Gatlinburg — Mr.  William  Stronach.  Present 

Social  Trends  Affecting  the  Practice  of 
Radiology 

1959 —  Memphis — Dr.  Robert  Moreton.  Lumbar  Spine 

and  Industry 

1960 —  Nashville — Dr.  Charles  L.  Martin.  Treatment 

of  Cancer  of  the  Head  and  Neck  with 
Radiation 

1961 —  Chattanooga — Dr.  Robert  Pendergrass,  Tumors 

of  the  Colon 

1962 —  Memphis — Dr.  John  E.  Reeves,  Super  Voltage, 

X-ray,  and  the  Cobalt  Bomb 

1963 —  Knoxville — Dr.  Eugene  T.  Klatte,  Clinical 

Application  of  Cine  Radiography;  Dr.  T.  J. 
Wachowski.  Topics  of  Current  Interest  in 
the  American  College  of  Radiology 

1964 —  Memphis — Dr.  John  Dennis,  Lymphangiography 

1965 —  Chattanooga — Dr.  John  Beveridge,  The  Ten- 

nessee Medical  Association  organization  and 
Function;  Dr.  Colin  Holman,  Special  Pro- 
cedures and  Examination  of  the  Posterior 
Cranial  Fossa 

1966 —  Gatlinburg — Dr.  Eugene  Klatte,  Varied  sci- 

entific program 

1967 —  Memphis — Varied  program  given  by  Drs. 

Edward  Buonocore,  V.  A.  Vix.  E.  L.  Cald- 
well, W.  E.  Long,  J.  W.  Grise,  and  W.  W. 
Riggs 

1968 —  Chattanooga — Dr.  Don  C.  Weir,  Cervical  Spine 

Injuries,  Roentgen  Evaluation 

1969 —  No  scientific  meeting 

1970 —  Memphis — Dr.  Frank  Tomas.  Preoperative 

Radiotherapy  and  Total  Body  Radiation: 
Dr.  Henry  Burko  and  Dr.  John  Foster. 
Diagnosis  and  Management  of  Renovascular 
Hypertension 

1971 —  Chattanooga — Dr.  Richard  Marshak.  Inflam- 

matory Diseases  of  the  Colon 

1972 —  Gatlinburg — Dr.  I.  R.  Collmann.  Dr.  James 

Lewis,  Dr.  Jack  Williams,  and  Dr.  Edward 
Buonocore,  Clinical  Approach  to  Obstructive 
Jaundice 

1973 —  Memphis — Dr.  Ben  Greenberg,  Radiology  of 

the  Spinal  Cord  Injury  Patient:  Dr.  Joseph 


Lougheed,  The  Role  of  Surgery  and  Radi- 
ology in  the  Management  of  Thoroco-Lumbar 
Injury 

PRESIDENTS  OF  THE 
TENNESSEE  RADIOLOGICAL  SOCIETY 

1934  Dr.  Charles  Hamilton-First  Meeting 

1935  Dr.  Charles  Heacock 

1936  Dr.  John  L.  Hankins 

1937  Dr.  H.  S.  Shoulders 

1938  Dr.  S.  S.  Marshbanks 

1939  Dr.  Steve  Coley 

1940  Dr.  Eugene  Abercrombie 

1941  Dr.  Christopher  C.  McClure 

1942  Dr.  Horace  D.  Gray 

1943  None 

1944  Dr.  Paul  Dietrich 

1945  None 

1946  Dr.  Leon  M.  Lanier 

1947  Dr.  J.  Cash  King 

1948  Dr.  Franklin  B.  Bogart 

1949  Dr.  Herbert  Francis 

1950  Dr.  W.  W.  Robinson 

1951  Dr.  Walter  D.  Hankins 

1952  Dr.  J.  E.  Whiteleather 

1953  Dr.  J.  McKinney  Ivie 

1954  Dr.  J.  Marsh  Frere 

1955  Dr.  John  M.  Wilson 

1956  Dr.  Ben  R.  Mayes 

1957  Dr.  W.  E.  Scribner 

1958  Dr.  David  S.  Carroll 

1959  Dr.  Granville  Hudson 

1960  Dr.  George  Henshall 

1961  Dr.  Ed  H.  Mabry 

1962  Dr.  M.  D.  Ingram 

1963  Dr.  James  J.  Range 

1964  Dr.  Sam  Hay 

1965  Dr.  William  R.  Mitchum 

1966  Dr.  Boyer  M.  Brady 

1967  Dr.  J.  Marsh  Frere,  Jr. 

1968  Dr.  John  Beveridge 

1969  Dr.  Kent  Carter 

1970  Dr.  Hollis  Halford 

1971  Dr.  Marion  Spurgeon 

1972  Dr.  Claude  Williams 

1973  Dr.  Lawrence  Nickell 


Medical  Briefs 

Gonorrhea,  already  an  epidemic  in  the  United 
States,  may  prove  even  more  serious  when  1973 
statistics  are  compiled,  says  Dr.  J.  D.  Millar 
of  the  Center  for  Disease  Control.  Last  year, 


there  were  at  least  2.5  million  cases  and  indica- 
tions are  that  there  could  be  almost  2.8  million 
in  1973,  he  said.  There  were  fewer  than 
250,000  reported  cases  in  1957,  then  a steady 
climb  upward  began. 
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Clinical  Evaluation  of  a New  Dosage  Form  of 
Ampicillin  and  Probenecid  in  the  Treatment  of 

Uncomplicated  Gonorrhea 

FRANK  L.  ROBERTS,  M.D. 
Venereal  Disease  Division,  Memphis  and  Shelby  County  Health  Department, 

Memphis,  Tennessee 


INTRODUCTION 

The  ubiquitous  and  humble  gonococcus  has 
never  been,  until  very  recent  times,  treated  with 
any  respect  at  all.  As  Pelouze  stated  40  odd 
years  ago,  the  disease  was  a vertiable  nobody’s 
child  and  was  a medical  outcast.  This  organism 
has  never  devastated  cities,  it  has  never  caused 
the  death  of  millions,  it  has  never  created  panic 
in  the  breasts  of  the  righteous.  As  a matter  of 
fact,  it  does  not  arouse  panic  in  the  minds  of 
the  non-righteous  and  is  even  referred  to  con- 
temptuously as  “Cupid’s  catarrah”  and  as  being 
no  worse  than  a bad  cold.  However,  this  simple 
organism  has  infected  and  made  miserable  mil- 
lions upon  millions  of  people,  it  has  blinded 
many  thousands  of  persons  and  crippled  other 
thousands.  It  is  not  to  be  taken  lightly.  It  is 
no  respecter  of  persons — kings,  popes,  bishops, 
earls,  queens,  brick-layers,  hod-carriers, 
preachers  and  physicians  are  numbered  among 
its  victims.  It  is  almost  as  adaptable  as  the 
cockroach.  Before  the  sulfa  drugs,  there  was 
no  effective  treatment  at  all.  It  took  just  a 
few  years  for  the  gonococcus  to  conquer  the 
sulfa  drugs,  and  in  the  last  25  years  has  forced 
penicillin  to  augment  its  forces  by  at  least  800 
percent.  It  is  a truly  formidable  opponent  to 
the  acologists.* 

The  current  recommended  treatment  for  un- 
complicated gonorrhea  for  both  men  and  women 
is  4.8  million  units  of  aqueous  procaine  penicil- 
lin G given  intramuscularly  with  1 gram  of  oral 
probenecid,  or  ampicillin  3.5  grams  and 
probenecid  1 gram  given  simultaneously  by  the 
oral  route.1  A liquid  oral  suspension  containing 
3.5  grams  of  ampicillin  trihydrate  and  1 gram 
of  probenecid**  is  now  available.  In  this  study, 
the  new  preparation  was  evaluated  to  determine 
the  cure  rate  in  the  treatment  of  uncomplicated 
gonorrhea  and  also  the  incidence  of  side  effects. 

*One  versed  in  therapy  and  is  from  the  Greek 
akos  + logos  (therapy  + word) 

**PolyciIlin  ®PRB,  Bristol  Laboratories,  Syracuse, 
New  York 


MATERIALS  AND  METHODS 

Patient  Selection : All  patients  who  were  sus- 
pected of  having  gonorrhea  were  considered  for 
entry  into  this  study. 

In  males,  the  diagnosis  was  confirmed  by  a 
Gram  stained  smear  and  urethral  culture.  With 
the  use  of  a sterile  inoculating  loop,  urethral 
specimens  were  plated  onto  Thayer-Martin 
medium2  A positive  smear,  or  a positive  smear 
and  culture  was  considered  to  be  confirmation 
of  the  diagnosis. 

In  females,  the  diagnosis  was  confirmed  by 
cultures  of  the  cervix  and  rectum,  also  with 
the  use  of  Thayer-Martin  medium.  A positive 
culture  of  either  or  both  sites  was  considered 
to  be  confirmation  of  the  diagnosis.3  Patients 
were  excluded  from  the  study  for  any  of  the 
following  reasons:  history  of  allergy  to  any 

penicillin,  diagnosis  of  non-gonococcal  ure- 
thritis, or  a failure  to  return  to  the  clinic  for 
the  follow-up  visit  within  8 days  after  treatment. 

Treatment:  For  each  patient,  one  package  of 
the  liquid  oral  suspension,  containing  3.5  grams 
of  ampicillin  trihydrate  and  1 gram  of 
probenecid,  was  reconstituted  with  30  ml.  of 
water  and  the  patient  consumed  the  entire 
contents. 

Follow-Up:  Patients  returned  to  the  clinic 
between  the  third  and  eighth  post-therapy  day. 
At  this  visit,  the  cultures  were  repeated.  Each 
patient  was  questioned  regarding  additional 
sexual  activity  and  possible  reinfection  follow- 
ing the  initial  treatment.  Also  at  this  visit,  any 
adverse  reactions  to  drug  administration  were 
recorded. 

RESULTS 

In  both  the  male  and  female  groups,  there 
was  a wide  variation  in  weight.  For  males,  the 
weight  ranged  from  95-375  lbs.  with  an  average 
of  162  lbs.;  for  females  the  weight  ranged  from 
90-273  lbs.  with  an  average  weight  of  134  lbs. 
(Table  1). 

One  hundred  eighty-nine  (189)  males  and 
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TABLE  1 

AGE 

AND  WEIGHT 

Males 

Females 

Average  age  in  years 

25 

20 

Age  range  in  years 

13-61 

14-31 

Average  weight  in  lbs. 

162 

134 

Weight  range  in  lbs. 

95-375 

90-273 

TABLE  2 


PATIENT  POPULATION 


Total  patients  treated 

Males  Females 
189  157 

Lost  to  follow  up 

78 

49 

Re-infection 

2 

0 

Overgrowth  with  fecal  flora 
on  post-therapy  culture 

0 

4 

total  not  evaluated 

80 

53 

Total  patients  evaluated 

109 

104 

one  hundred  fifty-seven  (157)  females  were 
entered  into  the  study  (Table  2).  Seventy-eight 
males  and  49  females  did  not  return  to  the 
clinic  for  the  follow-up  visit,  and  could  not  be 
located.  Two  male  patients  returned  for  the 
follow-up  visit  13  days  after  treatment,  and 
both  had  been  re-infected.  For  4 female 
patients,  the  rectal  cultures  on  the  post-therapy 
visit  were  overgrown  with  fecal  flora  and  could 
not  be  read. 

Of  the  total  of  109  males  who  were  eval- 
uated, 21  had  a positive  Gram  stained  smear 
and  negative  culture  and  in  the  remaining  88 
cases,  both  smear  and  culture  were  positive. 

Of  the  104  females  who  were  evaluated,  17 
had  positive  cultures  of  both  cervix  and  rectum, 
and  the  remaining  87  had  positive  cultures  of 
the  cervix  only. 

There  were  6 failures  in  the  male  group  for  a 
cure  rate  of  94.5%.  In  the  female  group,  there 
were  4 failures  for  a cure  rate  of  96.1%.  (Table 
3).  Of  the  4 failures  in  the  female  group,  one 
was  a known  prostitute  who  may  have  been 
re-infected. 


TABLE  3 

RESULTS  OF  THERAPY 


Males 

Females 

Total  patients  evaluated 

109 

104 

Total  cures 

103 

100 

Total  failures 

6 

4 

Cure  rate  (%) 

94.5 

96.1 

There  was  a total  of  2 side  effects  reported 
in  the  213  patients  for  a rate  of  1%  (Table  4). 
The  two  side  effects  reported  were  both  mild 
diarrhea  during  the  night  following  treatment. 
Both  cases  were  self-limiting  and  minor. 


TABLE  4 
SIDE  EFFECTS 

Males  Females 

Total  patients  evaluated  109  104 

Side  effects  reported  0 2 

Side  effect  rate  (%)  0 2 

DISCUSSION 

Oral  therapy  is  preferable  to  parenteral  ther- 
apy because  severe  allergic  reactions  are  less 
frequent.  The  nursing  personnel  who  adminis- 
tered the  formulation  were  impressed  with  the 
convenience  and  patient-acceptance  of  the 
medication. 

An  interesting  observation  is  that  in  no  case 
in  females  was  a rectal  culture  positive  and 
cervical  culture  negative.  This  result  differs 
from  the  generally  accepted  viewpoint  that  addi- 
tional cases  of  gonorrhea  will  be  detected  by 
doing  rectal  cultures. 

CONCLUSION 

Polycillin  PRB  has  been  shown  to  be  an 
effective  treatment  of  acute  gonorrhea  with  a 
cure  rate  of  approximately  95%  in  both  males 
and  females.  This  compares  favorably  with  the 
cure  rate  using  standard  intramuscular  penicillin 
treatment.4  The  medication  was  well-tolerated, 
and  convenient  to  administer.  Side  effects  were 
confined  to  2 cases  of  mild  diarrhea  in  the 
entire  series. 
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Reach-  To-Recovery 

MARY  BROOKSHIRE  (MRS.  PAUL  F.,  JR.)* 


“Good  Morning,  Mrs.  Smith,  I'm  Mary 
Brookshire,  a volunteer  with  the  Reach-To- 
Recovery  Program.  Your  doctor  suggested  that 
I come  to  see  you,  because  I’ve  had  surgery 
similar  to  yours,  and  he  thought  we  could  talk. 
I’ve  also  brought  you  some  gifts.” 

The  above  statement,  uttered  by  every  Reach- 
To-Recovery  volunteer,  attired  in  a form  fitting 
outfit,  as  a greeting  to  a new  mastectomy 
patient,  has  already  answered  a number  of  ques- 
tions for  the  patient,  and  has  also  dispelled  many 
thoughts  without  conversation. 

There,  at  her  bedside,  is  an  individual  who 
had  undergone  a similar  experience,  and  could 
understand  her  thoughts,  emotions,  and  prob- 
lems. Because  of  the  volunteers  attire,  she  will 
know  that  she  can  look  as  she  did  before. 

Reach-To-Recovery  is  a service  and  rehabili- 
tation program  of  the  American  Cancer  Society, 
designed  for  the  woman  who  has  had  breast 
surgery,  to  meet  her  physical,  cosmetic,  and 
psychological  needs.  Actually,  the  patient’s 
physical  needs  are  met  by  her  surgeon,  but, 
these  are  supplemented,  at  his  request,  with 
several  safe  muscle  strengthening  exercises,  to 
aid  in  arm  function  and  co-ordination. 

Cosmetically,  the  volunteer  will  give  the 
patient  a temporary  prosthesis  (in  her  own 
size),  that  she  can  start  wearing  almost  im- 
mediately, in  the  hospital,  and,  at  home,  during 
her  entire  recuperative  period.  This  really  does 
boost  the  patient’s  morale.  She  need  not  cringe 
when  family,  friends,  neighbors,  and  curious 
busy-bodies  come  to  visit.  In  some  areas  a 
lounge  bra  is  also  given  to  the  patient.  Clothes 
and  wardrobe  adjustments  are  discussed,  if 
necessary. 

The  volunteer  also  tells  the  patient  that  she 
can  show  her  samples  of  permanent  protheses 
available  in  her  locale,  and  even  go  shopping 
with  her,  when  her  doctor  tells  her  that  she  is 
ready  to  be  fitted  with  her  first  permanent 
prosthesis. 

Something  that  most  patients  aren’t  aware  of 
is  that  some  insurance  policies  have  a clause 
stating  that  they  will  cover  the  cost  of  a per- 

*  Division  Volunteer  Co-ordinator,  Reach-To-Re- 
covery Program.  American  Cancer  Society,  Tennessee 
Division. 


manent  prothesis  and  surgical  bras  during  the 
first  year  after  surgery.  Thereafter,  they  are 
tax-deductible. 

Psychologically,  we  hope  to  meet  the  patient’s 
needs.  Each  one  of  the  volunteers  knows  what 
her  experiences  were  following  her  own  surgery, 
but  we  are  all  individuals  with  different  back- 
grounds and  varying  sources  of  support  so  that 
even  though  there  is  a general  format  for  a visit, 
it  has  to  be  geared  to  meet  each  individual 
patient’s  needs.  A husband  volunteer  program 
is  also  available  for  husbands  who  find  under- 
standing difficult. 

It  is  very  important  that  a woman  be  made 
to  feel  that  she  is  the  same  woman  after  this 
surgery,  as  she  was  before.  This  program  is  a 
realistic  attempt  to  bring  knowledge  and  under- 
standing to  mastectomy  patients  by  enabling  the 
surgeon  to  provide  these  patients  with 
specialized  assistance  without  cost  or  without 
interfering  with  the  doctor-patient  relationship. 
The  physician  is  not  only  important  but  abso- 
lutely necessary  in  this  program,  for  it  is  he 
who  recommends  a woman  as  a volunteer,  and 
also  must  sign  a request  before  a visit  to  a 
patient  can  be  made. 

A woman  who  wishes  to  become  a Reach-To- 
Recovery  volunteer  must  have  had  a mastec- 
tomy, have  made  a successful  adjustment  to  her 
surgery,  be  emotionally  stable  and  well 
groomed  (this  does  not  mean  expensively),  be 
able  to  communicate  compassion  and  under- 
standing and  be  willing  to  give  of  her  time. 
This  program  is  a service  to  aid  in  the  re- 
habilitation of  others,  and  is  not  therapy  for 
the  volunteer.  The  American  Cancer  Society 
is  very  careful  with  the  screening,  appearance, 
and  the  training  of  the  volunteers. 

After  the  request  for  a visit  has  been  signed 
by  the  surgeon,  the  volunteer  will  visit  the 
patient  about  five  days  post-operatively,  armed 
with  a kit  which  includes  very  informative 
literature,  exercise  equipment  (a  ball  and  a 
short  length  of  rope),  temporary  prosthesis,  and 
a positive  but  low  keyed  approach.  These  visits 
are  made  about  five  days  after  surgery,  because 
by  then  the  patient  is  usually  over  the  effects 
of  the  anaesthetic  and  is  really  becoming  con- 
sciously aware  of  what  happened  to  her. 
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A Kingsport  psychiatrist  said,  “Most  women 
who  have  mastectomies  need  help  with  their 
psychological  rehabilitation.  This  seems  to  have 
been  a neglected  area.  It  appears  that  with 
this  great  psychological  conflict,  most  women 
suffer  this  out  in  silent  desperation.  There  is  a 
tremendous  need  in  this  area.” 

Terese  Lasser,  who  had  a mastectomy  twenty 
years  ago,  recognized  this  and  had  the  courage 
to  accept  the  challenge  to  meet  this  need.  She 
originated  the  Reach-To-Recovery  Program 
with  funds  supplied  by  her  late  husband,  J.  K. 
Lasser.  Then,  in  1969,  the  American  Cancer 
Society  took  over  sponsorship  of  the  program, 
with  Mrs.  Lasser  as  national  consultant  and  co- 
ordinator, a position  which  she  still  holds. 

Even  though  this  program  has  grown  con- 
siderably, throughout  the  U.S.,  and  63  foreign 
countries,  there  are  far  too  many  areas  in  Ten- 
nessee still  not  providing  this  very  worthwhile 
service.  A local  surgeon  said,  “Even  though  I 
really  do  try  to  help,  you  volunteers  can  get 
closer  to  some  of  these  women  than  most  doc- 
tors can.  It  seems  that  the  patient  won’t  talk 
as  freely  to  a doctor  as  she  will  to  another 
woman.” 

Mrs.  Lasser’s  thoughts  during  her  own 
recuperation  were  that  if  she  could  only  talk  to 
someone  who  had  undergone  a similar  experi- 
ence, she  could  be  counseled  and  reassured. 
This  the  volunteer  does  in  a confidential  visit. 
She  also  leaves  her  name  and  telephone  number, 
so  that  the  patient  knows  that  help  is  always 
available  should  the  need  arise. 

Another  doctor  said,  “Doctors  didn’t  know 
enough  about  the  program  to  recommend  it. 
Now  I tell  my  patients  that  there  are  women 
available  who  can  help  them.  The  patient  has 
fears  and  needs  someone  who  can  be  positive 
with  her.  She  can  live  a life  of  quality,  and  be 
emotionally  better.  I know  that  you  are  avail- 
able when  I do  need  you.  You  know,  more 
people  need  to  know  about  this  program.” 

This  doctor  knows  that  a request  for  a visit 
should  be  treated  as  any  order  or  prescription 
that  a doctor  would  write  for  his  patient.  The 
patient  should  not  be  asked  if  she  wants  to  have 
a visit.  She  is  unable  to  make  a decision,  since 
she  doesn't  know  what  we  do.  The  Reach-To- 


Recovery  volunteer  should  be  ordered  in,  as 
everything  else,  for  the  patient’s  welfare. 

Another  surgeon  said,  “This  is  a wonderful 
program,  and  it  really  helps  a lot.  My  patients 
have  been  most  appreciative,  and  I can  tell  a 
marked  difference  in  their  attitude  after  a visit 
has  been  made.  The  patients  stop  keeping  this 
to  themselves,  and  do  talk  about  it.  This  is  a 
healthy  attitude.” 

The  volunteer  tries  to  get  the  patient  to 
accept  the  realities  of  her  situation,  and  this 
acceptance  is  the  first  positive  step  towards  re- 
newed good  health. 

In  the  training  session,  the  volunteer  learns 
not  only  what  to  say,  but  what  not  to  say.  She 
never  gives  any  medical  advice,  but  always 
refers  these  questions  to  the  patient’s  surgeon. 
She  is  willing  to  do  this  type  of  work  because 
she  knows  this  is  a crisis  for  any  woman.  She 
is  behind  the  American  Cancer  Society  motto, 
“Please  Call  Us.” 

This  visit  can  be  the  beginning  of  a new 
more  positive  life.  The  confidence  generated  by 
the  volunteer  can  have  significant  healing  qual- 
ities. Her  former  routine  was  interrupted  by 
surgery,  but  life  goes  on.  The  success  of  the 
program  is  marked  when  the  patient  returns  to 
her  everyday  life,  and  puts  her  surgery  behind 
her.  But,  while  she  needs  us,  we  are  there. 

This  program  is  now  being  accepted  by  most 
doctors  as  part  of  the  rehabilitation  team  for 
post-mastectomies.  Every  hospital  in  Tennessee 
where  mastectomies  are  performed  should  have 
this  service  available,  so  that  everything  that  can 
be  done  for  the  total  welfare  of  the  patient  will 
be  done.  It  accomplishes  little  to  have  success- 
ful surgery  if  a psychological  cripple  remains. 

The  American  Cancer  Society  in  every  locale 
will  give  full  co-operation  to  set  up  a training 
session  to  carefully  train  new  volunteers,  to 
start  a Reach-To-Recovery  program.  With 
Reach-To-Recovery  available  for  every  woman 
who  has  breast  surgery,  and  with  what  seems 
like  an  insurmountable  problem,  no  one  need 
suffer  this  out  in  silent  desperation.  Can  we 
meet  this  need  in  Tennessee?  Please  call  us. 

1239  Linville  Street 
Kingsport.  Tennessee  37660 
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POTT’S  PARAPLEGIA 

DR.  WILLIAM  I.  PARK:  The  first  patient  is  a 42- 
year-old  black  female  who  was  admitted  to  the  Med- 
ical Service  at  the  City  of  Memphis  Hospital  in  May 
of  1972  with  a four  week  history  of  pain  in  the 
thoracic  spine  region.  There  was  no  history  of  fever, 
cough,  chills,  numbness,  weakness,  bowel  or  bladder 
symptoms.  Pertinent  physical  findings  at  that  time 
revealed  an  angular  gibbous  at  the  T-6  level.  Her 
lungs  were  clear  to  auscultation  and  percussion.  Neu- 
rologic examination  revealed  hyperreflexia  in  the  lower 
extremities.  There  was  no  clonus.  Sensory  examina- 
tion was  normal  except  for  inconstant  decreased 
sensation  in  the  T-12  dermatome  bilaterally.  Roent- 
genograms of  the  thoracic  spine,  including  lamino- 
grams,  revealed  a lesion  in  the  T-6  vertebra  with 
wedging  which  was  felt  to  be  most  consistent  with  the 
diagnosis  of  Pott's  disease.  There  was  no  associated 
cold  abscess  present  at  that  time.  Chest  film  revealed 
some  old  granulomatous  changes  in  the  hilar  region 
but  no  evidence  of  active  pulmonary  disease.  Sputum 
and  urine  studies  for  acid  fast  bacilli  were  all  negative. 
The  patient  signed  out  of  the  hospital  against  medical 
advice  before  orthopedics  and  neurosurgery  could  see 
her  for  evaluation.  She  refused  to  return  for  follow- 
up and  was  never  started  on  anti-tuberculous  medica- 
tions. 

The  patient  returned  to  the  hospital  in  February, 
1973  with  a history  of  having  fallen  one  week  previ- 
ously. Since  that  time  she  had  noticed  numbness  and 
weakness  of  the  lower  extremities.  The  patient’s  family 
had  noted  that  she  had  difficulty  in  walking  after  the 
fall  but  there  had  been  no  problem  with  bowel  or 
bladder  control.  They  brought  her  to  the  Emergency 
Room  on  2-27-72  by  which  time  she  had  developed 
almost  complete  paraplegia  at  the  T-6  level.  She  had 
complete  loss  of  bowel  and  bladder  control,  had  no 
motor  function  except  slight  extension  of  the  left  great 
toe  and  had  only  slight  perianal  sensation.  Complete 
medical  evaluation  revealed  no  evidence  of  active  pul- 
monary, genito-urinary  or  gastrointestinal  tuberculosis. 
A neurosurgical  consultant  felt  that  the  patient  might 
be  a candidate  for  a costotransversectomy  and  drain- 
age of  the  previously  described  abscess.  Orthopedic 
consultants  evaluated  the  patient  and  confirmed  the 
diagnosis  of  Pott's  paraplegia  at  T-6.  Laminograms  of 
the  thoracic  spine  showed  a gibbous  at  T-6  and  a 
paravertebral  abscess  with  destruction  of  the  body  of 
T-6.  It  was  felt  that  her  recent  trauma  had  con- 
tributed significantly  to  her  neurologic  deterioration. 
Therefore,  it  was  elected  to  treat  her  conservatively 
for  three  weeks  with  anti-tuberculous  drugs,  strict 
bedrest  and  careful  observation  for  neurologic  im- 
provement. The  gibbous  and  boney  prominences  were 
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carefully  padded  to  prevent  any  pressure  sores.  She 
was  placed  on  a Cir-O-Electric  bed  and  turned  every 
four  hours.  She  was  started  on  isoniazid  100  mg  t.i.d., 
streptomycin  500  mg  intramuscularly  b.i.d.  and 
Ethambutol  400  mg  b.i.d.  Within  24  hours  she  was 
able  to  flex  and  extend  her  toes  bilaterally.  Bladder 
and  bowel  function  returned.  Over  the  next  three 
weeks  she  gained  no  further  neurologic  return. 

On  3-19-73  she  was  taken  to  surgery.  Through  a 
right  thoracotomy,  an  anterior  debridement  with  re- 
moval of  the  caseous  paravertebral  abscess,  removal  of 
the  body  of  T-6  posteriorly  to  the  posterior  longitu- 
dinal ligament,  and  anterior  fusion  were  carried  out. 
A full-thickness  piece  of  anterior  iliac  crest  was  used 
as  a strut  graft,  wedged  carefully  into  the  vertebral 
column.  She  was  placed  in  a body  jacket  which  had 
been  prepared  and  bivalved  preoperatively. 

Within  24  hours  she  was  able  to  flex  and  extend 
her  toes  and  continued  to  improve  rapidly  over  the 
first  week.  Within  the  first  week  the  toe  flexors,  toe 
extensors,  hamstrings,  quadriceps,  anterior  tibial  and 
peroneal  muscles  all  regained  function.  She  was 
turned  every  four  hours  on  a Cir-O-Electric  bed.  At 
the  end  of  six  weeks  she  had  recovered  almost  all  of 
her  neurologic  function  and  was  discharged  home  in 
her  cast.  After  three  months  she  became  ambulatory 
in  a brace.  The  bone  graft  demonstrated  amalgama- 
tion and  healing  to  the  bodies  of  T-5  and  T-7.  Her 
drugs  will  be  continued  for  at  least  two  years. 

DR.  LEWIS  D.  ANDERSON:  We  thought 
this  case  was  particularly  interesting  for  several 
reasons.  First,  bone  and  joint  tuberculosis  has 
become  quite  rare  in  our  country  and  we  see 
only  one  or  two  new  cases  a year.  Secondly,  it 
demonstrates  how  paraplegia  is  frequently  pre- 
cipitated by  a flexion  injury  of  the  spine  when 
there  is  a gibbous  present,  as  in  this  patient  at 
the  level  of  T-6.  Finally,  it  demonstrates  the 
modern  approach  to  tuberculosis  of  the  spine, 
with  a complete  debridement  of  the  involved 
tissues  and  anterior  fusion  using  a strut  graft. 
This  patient  made  a remarkable  recovery  and 
has  almost  returned  to  normal  activity.  We 
think  it  is  important  that  she  continue  her  anti- 
tuberculous medication  for  at  least  two  years  to 
minimize  the  possibility  of  a recurrence. 

DR.  HAROLD  B.  BOYD:  As  Dr.  Anderson 
has  pointed  out,  bone  and  joint  tuberculosis  is 
rare  in  this  country  but  it  is  still  quite  prevalent 
in  many  of  the  undeveloped  countries  of  the 
world.  It  is  still  one  of  the  most  common 
orthopedic  diseases  in  Africa  and  the  Far  East. 
We  owe  a great  deal  to  Dr.  Hodgson  of  Hong 
Kong  who  is  really  the  father  of  modern  surgical 
treatment  for  spinal  tuberculosis.  Hodgson 
pointed  out  the  importance  of  removing  the 
infected  bone  and  caseous  material  and  of 
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carrying  out  the  spinal  fusion  anteriorly.  Not 
only  does  this  get  rid  of  the  diseased  tissues, 
but  it  also  allows  decompression  of  the  cord 
and  enables  the  antibiotics  to  penetrate  the 
involved  area. 

Dr.  Hodgson  also  pointed  out  that  with  the 
patient  on  proper  anti-tuberculous  medication 
it  is  possible  to  operate  through  the  pleural 
cavity  without  danger  of  spreading  the  infection 
to  the  pleural  space.  In  earlier  times  this  patient 
would  have  been  treated  either  by  costotransver- 
sectomy  and  incomplete  drainage  or  by  a pos- 
terior spine  fusion  without  drainage  of  the 
abscess  and  the  results  almost  certainly  would 
not  have  been  as  good. 

Renal  Cell  Carcinoma  with 
Metastasis  to  the  Left  Femur 

DR.  PARK:  This  next  patient  is  a 69-year-old  black 
female  who  was  admitted  to  the  City  of  Memphis 
Hospital  on  1-11-73  with  a six  week  history  of  pain 
in  the  left  thigh  and  a 15  pound  weight  loss.  Her 
review  of  systems  was  completely  unremarkable.  The 
only  pertinent  physical  findings  revealed  an  elderly 
lady  with  evidence  of  chronic  disease.  She  had  tender- 
ness over  the  middle  third  of  the  left  thigh  and  femur. 
There  was  no  erythema  and  no  increased  heat  or 
swelling  locally.  After  her  admission  a skeletal  survey 
revealed  a lytic  lesion  in  the  proximal  third  of  the  left 
femur  without  a pathologic  fracture.  An  intravenous 
pyelogram  and  femoral  arteriogram  were  obtained, 
which  revealed  a left  renal  mass,  thought  to  be  renal 
cell  carcinoma.  The  arteriogram  also  showed  exten- 
sive vascularity  in  the  area  of  the  metastatic  lesion  in 
the  isthmus  of  the  left  femur. 

It  was  believed  the  patient  had  an  impending  path- 
ologic fracture,  and  to  alleviate  potential  morbidity 
from  a fracture,  she  was  kept  non-weight  bearing  and 
in  a Hodgen's  splint  for  one  week  until  her  workup 
was  complete.  On  1-21-73  she  had  an  intramedullary 
Kuntscher  nail  inserted  into  the  left  femur  through  a 
Gibson  approach  under  radiographic  control.  The  area 
of  the  lesion  was  not  exposed.  Tissues  curetted  through 
the  proximal  portion  of  the  femur  confirmed  the 
diagnosis  of  renal  cell  carcinoma.  There  was  a mod- 
erate amount  of  bleeding  post-operatively.  She  was 
again  placed  in  a Hodgen’s  splint.  Immediate  quad- 
riceps sitting  and  four-count  exercises  were  started. 

On  1-29-73  a left  radical  nephrectomy  and  splenec- 
tomy was  carried  out  for  palliation.  Both  incisions 
healed  uneventfully.  Fourteen  days  after  her  intra- 
medullary nailing  radiation  therapy  was  started  over 
the  metastatic  lesion  of  the  left  femur,  consisting  of 
3000  R.  over  a period  of  three  weeks.  Three  weeks 
after  her  intramedullary  nailing  she  was  started  on 
progressive  weight  bearing  on  the  parallel  bars  and 
with  a walker.  She  had  no  difficulty  until  one  week 
later,  when  she  developed  a spontaneous  fracture 
through  the  lytic  lesion.  The  alignment  and  position 
of  the  intramedullary  nail  and  fracture  remained 


satisfactory  despite  the  fracture.  She  had  almost  no 
pain  even  though  she  had  sustained  the  fracture. 

She  gained  eight  pounds  post-operatively  in  the 
four  weeks  she  was  in  the  hospital.  She  was  able 
to  go  up  a flight  of  12  steps  at  home  when  last  seen 
two  months  after  her  surgical  procedures.  The  prophy- 
lactic nailing  prior  to  any  fracture  saved  this  patient 
a great  deal  of  morbidity  and  blood  loss  as  would 
have  occurred  had  the  nailing  been  done  after  the 
fracture  occurred. 

DR.  ANDERSON:  We  thought  this  patient 
was  interesting  in  that  her  lytic  lesion  in  the 
femur  was  discovered  before  a pathologic  frac- 
ture had  taken  place.  We  believed  that  a frac- 
ture was  very  imminent  and  so  we  decided  to 
carry  out  a retrograde  medullary  nailing  from 
the  region  of  the  greater  trochanter  under  X-ray 
control  and  without  exposing  the  lesion.  Dr. 
Park  carried  this  out  quite  successfully  and  even 
though  the  patient  did  fracture  the  femur  three 
or  four  weeks  later  she  had  almost  no  pain  and 
was  able  to  continue  walking.  Incidentally,  re- 
cent X-rays  have  shown  healing  of  the  fracture 
with  exuberant  callus.  The  lytic  lesion  appears 
to  be  getting  smaller  following  her  X-ray 
therapy. 

DR.  ALVIN  J.  INGRAM:  I certainly  think 
that  whenever  possible  a medullary  nail  is  the 
best  type  of  immobilization  for  a pathologic 
fracture  of  this  sort.  Sometimes  it  is  not  pos- 
sible to  use  one  because  of  the  location  of  the 
fracture  but  in  this  case  medullary  nailing 
proved  to  be  ideal. 

DR.  PETER  G.  CARNESALE:  Dr.  Park, 
why  were  the  kidney  and  spleen  removed  when 
there  was  a metastatic  disease  to  bone? 

DR.  PARK:  The  urologists  explored  this 

patient  with  the  idea  that  if  they  could  remove 
the  tumor  there  would  be  less  likelihood  of 
complete  blockage  of  both  of  her  ureters.  As 
you  will  note  from  the  history,  a splenectomy 
was  carried  out  at  the  same  time  because  there 
was  some  spread  of  tumor  to  the  spleen.  The 
surgeons  certainly  did  not  think  that  they  had 
cured  the  patient  but  carried  this  out  merely  as 
a palliative  procedure. 

Monarticular  Rheumatoid 
Arthritis  of  the  Left  Knee 

DR.  PARK:  The  third  patient  is  a 56-year-old  black 
female  who  was  admitted  on  1-11-73  to  the  Orthopedic 
Service  with  a two  year  history  of  chronic  pain  and 
effusion  in  the  left  knee.  There  was  no  history  of 
tuberculosis,  rheumatoid  arthritis  or  gout.  Though  she 
had  been  followed  for  hyperurecemia  thought  to  be 
secondary  to  thiazide  diuretics  for  hypertension.  There 
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was  no  complaint  of  other  joint  involvement.  She  had 
been  followed  by  the  Rheumatology  Clinic  and  had 
had  complete  evaluations  18  months  prior  to  this 
admission.  The  rheumatoid  studies  on  synovial  fluid 
and  serum  were  negative.  The  sed  rate  was  elevated 
to  60  mm  per  hour.  Joint  aspirations  have  been 
negative  for  uric  acid  and  acid  fast  bacilli.  She  had 
been  treated  with  salicylates  and  indomethacin  with  a 
fair  response  initially.  From  August  of  1972  through 
January  of  1973  the  patient  developed  severe  pain, 
increased  heat,  and  a persistent  eflfusion  in  the  left 
knee.  Because  this  had  become  intolerable,  she  sought 
further  consultation,  and  was  admitted  to  the  Ortho- 
pedic Service  for  diagnostic  studies,  evaluation  and 
treatment. 

The  joint  was  aspirated  and  the  fluid  was  negative 
for  uric  acid  crystals,  white  cells,  calcium  pyrophos- 
phate crystals  and  acid  fast  bacilli.  Her  serum  uric 
acid  was  normal.  Her  sed  rate  was  47  and  52  mm 
on  two  determinations.  Repeat  X-rays  showed  a lytic 
area  in  the  subchondral  area  of  the  medial  condyle 
which  had  not  been  present  on  X-rays  made  six 
months  prior  to  this  visit.  Her  first  strength  PPD 
reaction  measured  17  mm.  AP  and  lateral  chest  films 
revealed  no  evidence  of  active  tuberculosis. 

The  differential  diagnosis  included  monarticular 
rheumatoid  arthritis  and  tuberculosis.  She  was  main- 
tained on  isoniazid,  para-aminosalicylic  acid  and  strep- 
tomycin for  three  weeks,  following  which  an 
arthrotomy  was  performed.  The  lytic  area  in  the 
medial  femoral  condyle  was  found  to  be  a large 
subchondral  rheumatoid  cyst.  Frozen  sections  con- 
firmed the  diagnosis  of  rheumatoid  arthritis  and  there 
was  no  evidence  of  granulomatous  disease.  A Charnley 
knee  fusion  was  performed.  The  clamps  were  left 
in  place  for  a period  of  six  weeks,  following  which 
she  was  then  placed  in  a long  leg  walking  cast.  When 
last  seen  two  months  post-operatively  early  fusion  was 
present. 

DR.  ANDERSON:  The  diagnosis  in  this 

patient  was  very  obscure  prior  to  surgery.  I 
actually  thought  she  probably  had  tuberculosis 
of  the  knee,  judging  from  her  X-ray  appearance. 
It  is  also  rather  interesting  that  her  test  for 
rheumatoid  factor  was  negative  in  the  blood  and 
also  in  the  joint  fluid  of  the  involved  knee. 
Another  red  herring  was  her  positive  PPD.  The 
sedimentation  rate  was  elevated,  but  this  was 
consistent  with  either  tuberculosis  or  rheumatoid 
arthritis.  We  decided  to  put  her  on  anti- 
tuberculous medication  prior  to  surgery  in  the 
event  tuberculosis  should  be  present  so  she 
would  not  get  miliary  spread  following  opera- 
tion. 

DR.  INGRAM:  She  certainly  had  a rather 
rapid  progression  of  the  lytic  area  over  the  six 
month  period  from  August  1972  through  Janu- 
ary 1973.  I think  it  is  unusual  to  see  this  much 
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progression  secondary  to  rheumatoid  arthritis 
over  a short  period  of  time. 

DR.  HUGH  SMITH:  Did  you  say  she  had 
no  involvement  in  any  other  joint? 

DR.  PARK:  Yes,  Dr.  Smith,  that  was  the 
case.  She  had  absolutely  no  involvement  in 
the  small  joints  of  her  hands  or  any  other 
joints. 

DR.  ROBERT  TOOMS:  Had  you  known 
in  advance  the  diagnosis  to  be  rheumatoid 
arthritis,  would  you  have  considered  a total 
knee  replacement  rather  than  an  arthrodesis? 

DR.  ANDERSON:  In  this  particular  case 

we  thought  arthrodesis  was  best  because  of  her 
occupation.  She  works  as  a short  order  cook 
and  is  on  her  feet  for  at  least  eight  hours  a 
day.  We  doubted  whether  a total  knee  could 
stand  up  under  this  kind  of  treatment.  Also,  we 
were  not  at  all  sure  of  the  diagnosis  and 
thought  that  it  would  be  contraindicated  to 
insert  a total  knee  prosthesis  in  the  face  of 
infection. 

DR.  TOOMS:  I certainly  agree  with  that. 

I think  whether  one  does  a total  knee  or  an 
arthrodesis  must  be  carefully  individualized  ac- 
cording to  the  patient’s  age,  activities  and  other 
joint  involvement. 

DR.  T.  L.  WARING:  We  sometimes  forget 
that  rheumatoid  arthritis  can  occasionally  begin 
in  one  of  the  major  joints  instead  of  the  usual 
initial  involvement  in  either  the  hands  or  the 
feet.  Do  we  know  what  the  chances  are  of  a 
patient  having  rheumatoid  arthritis  when  he 
presents  with  a single  monarticular  synovitis  of 
a knee? 

DR.  PARK:  One  of  the  residents,  Dr.  Ken 
Moore,  studied  this  problem  a few  months  ago. 
In  reviewing  the  experience  with  monarticular 
arthritis  at  the  Campbell  Clinic  and  City  of 
Memphis  Hospital,  he  found  that  approximately 
half  of  the  patients  recovered  spontaneously  and 
had  no  further  trouble  in  that  joint  or  elsewhere, 
about  one-quarter  of  the  patients  who  were  fol- 
lowed over  a period  of  several  years  ultimately 
proved  to  have  generalized  rheumatoid  arthritis 
involving  many  joints.  The  final  one-quarter  of 
the  group  that  was  followed  continued  to  have 
chronic  synovitis  of  the  one  presenting  joint  but 
developed  no  symptoms  in  other  joints.  We 
have  not  followed  this  particular  patient  long 
enough  to  know  whether  she  will  ultimately 
prove  to  have  generalized  rheumatoid  arthritis 
or  whether  it  will  be  confined  to  this  one  knee. 
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THE  LABORATORY 
DIAGNOSIS  OF  CANCER 

Recently  at  the  annual  meeting  of  the  Asso- 
ciation of  Clinical  Scientists  three  full  days  were 
devoted  to  the  subject  of  the  laboratory  diag- 
nosis of  cancer.  Because  of  the  relevance  of 
this  subject  to  the  practice  of  both  clinical  and 
laboratory  medicine,  it  seemed  worthwhile  to 
mention  here  some  of  the  aspects  of  this  vast 
field  of  investigation  that  were  discussed. 
Though  obviously  brief  and  inadequate,  hope- 
fully this  overview  may  provide  some  informa- 
tion as  to  the  type  of  research  being  persued, 
in  some  cases  only  on  a very  limited  scale,  in 
the  attempt  to  provide  techniques  and  methods 
of  more  practical  future  clinical  diagnostic 
value. 

The  generalization  that  there  is  no  “test  for 
cancer”  today  continues  to  hold  true.  The  prob- 
lem is  predominantly  one  of  specificity  rather 
than  sensitivity — certain  tests  have  been  shown 
occasionally  to  be  positive  long  before  clinical 
signs  of  malignancy  appear  (e.g.,  carcinoembry- 
onic  antigen,  or  CEA,  in  colon  cancer),  but 
such  abnormal  results  may  also  occur  in  patients 
who  have  non-malignant  disease  (for  example, 
alcoholic  cirrhosis)  and  who  never  develop 
intestinal  cancer.  An  additional  problem  is  that 
while  the  most  valuable  such  tests  are  ones  that 
would  detect  the  common  forms  of  cancer 
(breast,  lung,  colon),  those  that  are  currently 
most  helpful  apply  largely  to  uncommon  neo- 
plasms, such  as  urinary  catecholamine  metabo- 
lites in  pheochromocytoma  and  monoclonal 
serum  proteins  in  lymphoplasmacytic  malig- 
nancies. Nationwide  coordination  of  individual 
research  projects  by  the  National  Cancer  Insti- 
tute and  other  laboratories  should  result  in  con- 
tinued progress  along  these  lines. 

The  potential  value  of  CEA  and  alpha- 
fetoprotein  in  cancer  diagnosis,  while  having 
diminished  somewhat  following  initial  studies, 
remains  considerable,  but  problems  with  non- 
specificity as  well  as  lack  of  sensitivity  have 
become  apparent.  (This  subject  will  be  covered 
in  greater  depth  in  a future  column.) 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital. Memphis,  Term. 


Other  studies  of  the  immunological  aspects  of 
cancer  have  yielded  a vast  amount  of  informa- 
tion of  value  in  the  understanding  of  etiology 
and  pathogenesis,  if  not  the  diagnosis,  of  cancer. 
Cellular  immune  mechanisms  seem  consistently 
to  be  abnormal  in  patients  with  solid  epithelial 
tumors,  whole  humoral  immune  factors  may  be 
of  greater  importance  in  the  lymphoreticular 
malignancies.  Virological  studies  also  have  not 
proven  to  be  of  great  assistance  in  cancer  diag- 
nosis, though  such  possible  future  implications 
in  this  research  area  may  appear,  such  as,  for 
example,  testing  for  specific  viral  antibody  in 
persons  with  suspected  lymphoma  (analogous 
to  E-B  virus  antibody  in  Burkitt’s  lymphoma). 

In  the  field  of  biochemistry,  enzymes  have 
been  extensively  evaluated  in  tumor  patients. 
Hepatic  metastases  may  be  detected  by  several 
non-specific  enzymes,  all  of  which  are  relatively 
sensitive  indicators  of  infiltrative  disease  in  the 
liver.  Elevated  total  LDH  and  “slow  fraction” 
isoenzymes  (3,  4,  and  5)  often  suggests  the 
presence  of  malignant  disease.  Specialized  elec- 
trophoretic techniques  have  revealed  several  in- 
triguing serum  protein  abnormalities  that  so 
far  have  been  seen  exclusively  in  patients  with 
cancer  or  leukemia.  Polypeptide  hormones, 
such  as  ACTH,  HCG,  and  parathyroid  hor- 
mone, have  been  found  to  be  produced  by  many 
tumors  of  non-endocrine  organs,  notably  the 
lung,  and  thus  may  in  these  cases  serve  as  con- 
venient tumor  “markers.”  A vast  array  of 
biologically  active  substances  have  now  been 
identified  as  secretory  products  of  the  enigmatic 
carcinoid  tumor,  leading  to  increased  under- 
standing of  the  dispersed  neuroendocrine  sys- 
tem and  its  neoplasms.  Also  present  in  elevated 
quantities  apparently  only  in  patients  with  neo- 
plasms are  urinary  “polyamines,”  a finding  of 
great  potential  diagnostic  significance. 

Chromosome  abnormalities  in  leukemic  cell 
populations  have  proven  helpful  in  diagnosis  and 
prognosis;  this  unfortunately  is  not  true  for  solid 
tumors.  Refinements  in  technique  have  furthered 
the  value  of  exfoliative  cytology,  though  some 
organ  systems,  such  as  the  gastrointestinal  tract, 
still  do  not  lend  themselves  readily  to  large 

continued  on  page  32 
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CHRONIC  SUBDURAL  HEMATOMA 

Since  the  symptoms  of  chronic  subdural 
hematoma  are  usually  not  localizing  and  since 
they  usually  develop  insidiously,  this  pathologic 
condition  is  difficult  to  diagnose.  Because  of  the 
difficulty  in  diagnosis  and  because  the  condi- 
tion occurs  most  often  in  elderly  males  who 
may  be  poor  candidates  for  invasive  studies, 
non-invasive  techniques  such  as  the  brain  scan, 
isotope  flow  study,  and  echoencephalography 
assume  particular  importance. 

This  elderly  white  male  had  a history  of  non- 
parkinsonian familial  tremor  plus  long  standing 
paraparesis  with  a sensory  motor  level  deficit 
below  the  umbilicus  secondary  to  myelography 
or  spinal  anesthesia.  Symptoms  included  some 
residual  spastic  paralysis  plus  urinary  incon- 
tinence. Over  the  last  few  months,  the  patient 
developed  a poor  attention  span,  poor  memory, 
and  some  difficulty  remembering  words.  His 


Fig.  1 


From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 
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wife  worried  that  he  was  “developing  mental 
problems.” 

The  brain  scan  was  within  normal  limits 
(Figure  1).  The  isotope  flow  study  from  the 
anterior  view  (Figure  2)  showed  a large  per- 
fusion defect  along  the  left  hemisphere  and  a 
small  perfusion  defect  along  the  right  hemi- 
sphere. These  defects  were  present  in  the 
arterial  and  venous  phases  of  circulation.  The 
echoencephalogram  showed  an  abnormal  echo 
close  to  the  left  lateral  skull  (Figure  3)  plus  a 
seven  millimeter  shift  of  the  midline  to  the  right 
at  the  level  of  the  third  ventricle  (Figure  4). 
Subsequent  cerebral  angiography  (Figure  5) 
revealed  a subdural  hematoma  with  a shift  from 
the  midline  at  the  internal  cerebral  vein.  Sub- 


Fig.  3 
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Fig.  4 


sequent  removal  of  the  bilateral  hematomas 
led  to  significant  improvement  in  the  patient’s 
more  recently  acquired  symptoms. 

In  patients  with  chronic  subdural  hematoma, 
the  most  common  abnormality  on  an  isotope 
study  is  a unilateral  accumulation  of  isotope 
along  one  side  of  the  skull  (Figure  6).  It  is 
seen  on  the  anterior  and  posterior  projections 
and  corresponds  to  a unilateral  chronic  subdural 
hematoma.  However,  when  the  subdurals  are 
bilateral,  as  in  this  case,  then  the  symmetrical 
increase  in  isotope  accumulation  on  both  sides 
is  difficult  or  even  impossible  to  appreciate. 
Fortunately,  the  vast  majority  of  subdural 
hematomas  are  unilateral.  On  rare  occasions 


Fig.  6 

the  pattern  of  isotope  accumulation  along  the 
skull  may  show  a central  area  of  decreased 
radioactivity.  The  decreased  perfusion  noted 
in  the  isotope  flow  study  is  frequently  easier  to 
detect  than  the  abnormality  on  the  scan  (as  in 
this  case)  and  is  a critical  companion  study  to 
the  scan. 

The  echoencephalogram  will  often  show  an 
abnormal  echo  close  to  the  skull  at  the  inter- 
face of  the  membrane  around  the  hematoma. 
A midline  shift  may  occur  at  the  level  of  the 
third  ventricle,  or,  when  the  effusion  is  larger,  it 
may  be  seen  at  the  level  of  the  septum  pellu- 
cidum.  Bilateral  subdural  hematomas  usually 
cause  less  shift  than  unilateral  subdural  hema- 
tomas. Since  the  symptoms  are  usually  non- 
localizing and  non-specific,  these  non-invasive 
studies  are  of  great  assistance  in  selecting  those 
patients  on  whom  carotid  angiography  will  be 
performed. 

Robert  L.  Bell,  M.D.,  Director 
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HISTORY 

The  patient  is  a 25-year-old  housewife  and  social 
worker  who  had  the  onset  of  marked  fatigue  three 
months  prior  to  admission.  One  month  prior  to  ad- 
mission she  developed  severe,  right  upper  quadrant 
abdominal  pain  and  low  grade  fever.  A cholecystogram 
failed  to  show  visualization  of  the  gall  bladder.  A 
laparotomy  was  performed  and  the  gall  bladder  was 
found  to  be  normal.  The  liver  was  noted  to  be 
markedly  congested  and  a biopsy  was  taken  which 


showed  hepatic  venous  congestion.  Following  surgery 
she  was  noted  to  have  a prominent  jugular  venous 
pulse  with  very  rapid  X and  Y descents.  There  was 
a loud  S3  gallop.  She  was  transferred  to  St.  Thomas 
Hospital  for  further  evaluation.  There  had  been  no 
history  of  chest  trauma.  She  at  no  time  had  chest 
pain,  and  no  notable  shortness  of  breath.  There  was 
nothing  to  suggest  collagen  vascular  disease  in  the 
history  or  physical  examination.  Her  skin  test  for 
tuberculosis  had  been  positive  for  the  preceding  three 
years.  Her  skin  test  at  the  time  of  admission  was 
negative.  Bilateral  pleural  effusions  were  present,  and 
thoracentesis  revealed  700  cc  of  straw  colored  fluid 
with  a specific  gravity  of  1.016  an  a protein  concen- 
tration of  1.7  gms%.  Histology  and  cultures  on  the 
pleural  fluid  showed  no  abnormalities.  The  following 
electrocardiogram  was  taken.  (Fig.  1) 


Fig.  1 


The  electrocardiogram  shows  a rate  of  75 
per  minute  and  is  quite  regular.  The  PR  in- 
terval is  normal  at  0.18  seconds.  The  QRS 
forces  are  notably  rightward  causing  an  S wave 
in  standard  lead  1.  There  is  a small  Q wave 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37203 

30 


in  standard  lead  3.  In  addition  to  this  there  is 
a rather  prominent  R wave  in  Vi  without  QRS 
waves  in  this  lead.  The  T waves  are  inverted 
in  leads  2,  3,  AVF  and  throughout  the  pre- 
cordial leads.  There  is  slight  ST  segment  eleva- 
tion in  leads  2 and  AVF. 

continued  on  page  32 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Radiographic  Evaluation  for 
Renovascular  Hypertension 

Rapid  infusion  intravenous  urography  is 
widely  utilized  as  a screening  radiographic 
examination.  The  method  of  rapid  intravenous 
infusion  of  aqueous  iodinated  contrast  material 
with  film  sequencing  at  1,  2,  3,  4,  5,  15,  and 
30  minutes  is  utilized  to  ascertain  the  following 
characteristics,  which  are  indicative  of  renovas- 
cular hypertension: 

1.  Calyceal  appearance  time — A difference 
in  calyceal  appearance  time  is  the  most 
reliable  and  significant  radiographic  find- 
ing, demonstrating  a significant  difference 
in  glomerular  filtration  rate  resulting  from 
arterial  stenosis. 

2.  Difference  in  volume  and  concentration  of 
opacified  urine  in  the  collecting  structures 
— indicates  a reduction  in  filtration  rate 
and  an  increase  in  sodium  and  water  re- 
absorption affecting  the  appearance  of 
contrast  material  which  is  an  osmotic 
diuretic  and  a fixed  solute. 

3.  Difference  in  measured  length  of  the 
kidney  greater  than  1.5  cm.  implies 
atrophy  of  renal  parenchyma  as  a result  of 
chronic  ischemia  secondary  to  renal  artery 
stenosis. 

4.  Contour  irregularity  of  the  opacified  renal 
pelvis  or  ureter  indicates  the  presence  of 
large,  tortuous  collateral  vessels  causing 
extrinsic  pressure  deformities  on  the  col- 
lecting system,  distal  to  an  area  of  renal 
artery  stenosis. 

5.  Irregularity  of  the  renal  outline  in  a 
patient  with  hypertension  suggests  the  pos- 
sibility of  parenchymal  loss  secondary  to  a 
segmental  infarction. 

The  reliability  of  rapid  infusion  intravenous 
urography  as  a screening  test  is  dependent  on 
the  meticulous  performance  of  the  examination 
and  a critical  interpretive  evaluation.  Under  the 
control  of  the  most  experienced  observers,  the 
accuracy  rate  is  approximately  80%,  with  20% 


From  the  Hypertension  Center  and  the  Department 
of  Radiology,  Vanderbilt  Hospital,  Nashville,  Tenn. 
37232. 


false  positives  and  false  negatives. 

Renal  isotope  scan  is  used  as  a screening 
procedure  in  many  medical  centers.  Standard- 
ization of  the  technique  is  difficult;  the  reliability 
of  the  method  can  achieve  a 90%  accuracy  but 
in  these  instances  involves  a false  positive  rate 
approaching  40  to  50%. 

Renal  arteriography  is  the  most  reliable 
radiographic  means  for  screening  renovascular 
hypertension.  In  addition,  this  examination 
serves  to  detail  vascular  anatomic  characteris- 
tics: demonstrating  the  site,  severity,  number, 
and  types  of  vascular  lesions.  Atheromatous 
lesions  may  indicate  functional  significance  by 
their  degree  of  narrowing  and  enable  the  ob- 
server to  prognosticate  the  likelihood  of  cure 
or  improvement  by  surgical  procedures.  In 
addition,  arteriography  provides  the  possibility 
of  radiographic  assessment  of  arteriolar  nephro- 
sclerosis and  the  renal  cortex,  and  demonstrates 
the  presence  of  other  lesions  in  patients  who 
present  with  symptoms  and  signs  of  hyperten- 
sion. For  instance,  hypernephromas,  adrenal 
cortical  and  medullary  tumors,  arteriovenous 
malformations,  and  polycystic  kidneys  may  be 
detected  initially  by  the  utilization  of  renal 
arteriography  as  a screening  radiographic  proce- 
dure. 

The  initial  flush  aortogram  in  the  supine  posi- 
tion is  supplemented  by  additional  injections  in 
appropriate  projections  for  purposes  of  demon- 
strating most  accurately  the  configuration  of 
origins  of  the  renal  artery  from  the  aorta. 

Routine  selective  renal  arteriography  is  neces- 
sary for  the  following: 

1.  Multiple  renal  arteries  which  are  unsus- 
pected or  undetectable  on  flush  aortog- 
raphy can  be  identified. 

2.  Multiple  injections  in  varying  projections 
may  be  necessary  in  order  to  demonstrate 
in  profile  and  in  optimal  detail  the  exact 
site,  degree  of  narrowing,  and  extent  of 
peripheral  vascular  lesions. 

3.  Characteristics  of  the  renal  cortex  are 
more  clearly  defined. 

The  results  of  selective  renal  arteriography 
indicate  a 28%  increased  yield  in  patients  who 
initially  demonstrated  an  abnormal  mid-stream 
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aortogram,  and  a 6%  additional  yield  in  The  advantages  of  selective  renal  arteriography 

patients  who  initially  demonstrated  a normal  far  outweigh  the  increased  time,  expense  and 

mid-stream  aortogram.  However,  in  many  in-  complication  rate  attendant  to  the  procedure, 

stances,  a significant  lesion  was  identified  only  Henry  Burko,  M.D. 

after  the  performance  of  a selective  injection.  Dept,  of  Radiology 
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Laboratory  Medicine 

continued  from  page  27 

scale  screening  methods.  Finally,  the  addition 
of  electron  microscopy  to  the  use  of  the  simple 


light  microscope  has  enhanced  the  capabilities 
of  the  tumor  morphologist  in  the  diagnosis  of 
a wide  variety  of  puzzling  neoplasms. 

Dean  G.  Taylor,  M.D. 


* * * 
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Fig.  2.  Intracardiac  pressure  curve  showing  diastolic 
“dip''  and  plateau  of  right  ventricular  pressure  (on 
left ) and  marked  X and  Y descent  of  right  atrial 
pressure  (on  right). 


The  S3  Q1  pattern  noted  in  this  tracing  is 


markedly  suggestive  of  increased  pulmonary 
arterial  pressures.  The  rightward  and  anterior 
forces  are  diagnostic  of  right  ventricular  enlarge- 
ment. The  very  widespread  ST-T  segment 
changes  are  compatible  with  pericarditis.  The 
possibility  of  myocarditis  as  etiology  for  these 
ST-T  wave  changes  cannot  be  excluded.  Cardiac 
catheterization  was  carried  out  and  the  patient 
was  noted  to  have  very  prominent  A and  V 
waves  in  the  right  atrium.  (See  Fig.  2)  There 
was  also  a marked  diastolic  dip  and  plateau  in 
the  right  ventricle.  The  PA  pressures  were  38 
mm  Hg.  The  end  diastolic  pressures  in  the  right 
and  left  ventricle  were  in  the  range  of  22  mm 
Hg.  These  findings  are  very  suggestive  of  a 
constrictive  pericarditis  or  restrictive  cardiomy- 
opathy. Surgical  exploration  was  carried  out. 

Final  diagnosis:  SI  Q3  pattern  with  right- 
ward  and  anterior  terminal  forces  of  right 
ventricular  enlargement.  Widespread  T inver- 
sion with  ST  coving  suggestive  of  chronic 
pericarditis  and/or  myocarditis.  Constrictive 
thickened  pericardium  was  removed  surgically. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 


^ ^ ^ 
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American  Medical 
Association  — Education 
and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


FAMILY  PHYSICIANS,  INTERNISTS,  GEN- 
ERAL PRACTITIONERS,  ORTHOPEDIC 
SURGEONS,  and  OB-GYN  needed  for 
various  communities  throughout  Tennessee. 
Aii  opportunities  are  located  in  towns  with 
a modern,  fully-equipped,  JCAH  approved 
hospital.  Contact:  E.  J.  Ryan,  Jr.,  Director- 
Medical  Relations,  Hospital  Corporation 
of  America,  P.O.  Box  550,  Nashville,  Ten- 
nessee 37203. 
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Fig.  2 

5%  of  these.  This  patient’s  anemia  was  prob- 
ably a combination  of  iron  deficiency  and  of 
low  grade  chronic  blood  loss  because  of  very 
slow  bleeding  from  the  polyps.  He  was  not 
achlorhydric. 

The  2 most  common  complications  associated 
with  gastric  polyps  are  bleeding  and  ulceration. 
As  a result  of  the  bleeding,  many  of  these 
patients  suffer  with  a hypochronic  anemia.  Be- 
cause of  the  acholorhydria,  they  occasionally 
are  under  the  harrow  of  pernicious  anemia. 

These  polyps  are  usually  removed  surgically, 
but  Marshak  has  followed  31  patients  with  gas- 
tric polyps  for  up  to  12  years  with  serial  upper 
gastrointestinal  studies  and  has  demonstrated 
no  growth  of  any  of  the  polyps  thus  averting 
operations  in  these  patients.1  The  diagnosis  in 
the  patient  presented  here  was  obtained  by 
gastroscopy  and  biopsy  through  the  gastroscope. 
The  pathological  report  failed  to  show  malig- 
nancy, so  the  patient  was  discharged  on  oral 
Iron  sulphate  to  return  to  the  hospital  if  further 
complications  developed.  The  bleeding  was  not 
felt  to  have  been  rapid  enough  to  warrant  an 
operation  in  such  an  elderly  patient. 

Diagnosis:  Multiple  gastric  adenomatous 

polyps. 

Stephen  Gammill,  M.D. 

Jerry  Phillips,  M.D. 

REFERENCE 


Clinical  Presentation:  82-year-old  black  male  with 

weakness,  dizziness,  melena  and  anemia. 

Please  examine  the  upper  gastrointestinal  study, 
Figures  1 and  2 and  pick  one  diagnosis: 

(1)  Carcinoma 

(2)  Food  particles 

(3)  Bezoar 

(4)  Multiple  adenomatous  polyps 


Fig.  1 

ELUCIDATION 

Note  in  figure  2c  and  2d,  which  are  spot 
films  of  the  gastric  antrum,  that  ovoid  radiolu- 
cencies  are  attached  to  an  oblong  radiolucency. 
This  is  a cluster  of  polyps  attached  to  a stalk. 

Of  the  lesions  producing  ovoid  filling  defects 
in  the  stomach,  adenomatous  polyps  are  by  far 
the  most  common.  Leiomyomas  are  a distant 
second  and  all  other  lesions  combined  (lipomas, 
neurofibromas  etc.)  are  a distant  third. 

These  tumors  are  almost  always  benign  and 
only  rarely  are  found  to  be  malignant,  espe- 
cially if  less  than  2 cm  in  diameter.  Roent- 
genographically,  one  seldom  sees  an  ulcer  within 
a gastric  polyp  because  they  infrequently  ulcer- 
ate deeply  enough  to  retain  Barium. 

Low  gastric  acid  is  found  in  80  to  90%  of 
patients  with  gastric  polyps  and  achlorhydria  in 


From  the  Department  of  Radiology.  University  of 
Tennessee  Medical  School,  Memphis,  Tenn.  38103. 


1.  Marshak.  RH.  Feldman.  F:  Gastric  Polyps.  Artier 
J Dig  Dis,  10:909-935.  1965. 
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YEAR  END  REVIEW 

Across  the  state  the  Tennessee  Department 
of  Public  Health  employs  67  physicians,  150 
environmentalists  more  than  80  engineers,  15 
toxicologists,  about  300  secretaries  and  seven 
attorneys.  It  maintains  over  3500  personnel 
through  its  five  bureaus  and  thirty  divisions. 
Though  their  jobs  vary  considerably,  they  share 
a common  objective — protecting  and  improving 
the  overall  health  of  Tennessee’s  four  million 
residents. 

The  following  summary  of  department  activ- 
ities over  the  past  year  has  been  prepared  to 
introduce  readers  to  a few  of  the  many  areas 
of  public  health  involvement.  (The  summary  is 
an  attempt  only  to  be  representative  of  depart- 
ment activity  rather  than  all-inclusive  of  major 
concerns.) 

JANUARY  The  Georgia-Tennessee  Regional 
Commission  gained  approval  by  HEW  as  the 
areawide  comprehensive  health  planning  agency 
for  the  Southeast  Tennessee  Planning  Region. 
Administrative  offices  are  located  in  Chatta- 
nooga. 

The  Division  of  Air  Pollution  Control  began 
full  operation  of  six  new  continuous  air  monitor- 
ing trailer  laboratories.  The  portable  units  have 
been  used  extensively  over  the  year  to  monitor 
air  quality  near  industries  and  municipalities. 

Personnel  of  the  Immunization  Epidemiology 
Section  assisted  the  Madison  County  Health  De- 
partment control  an  outbreak  of  measles  in  the 
Jackson  area.  Nearly  3000  children  were  in- 
oculated. 

A two-day  conference  on  “Techniques  of 
Solid  Waste  Management”  was  held  in  Knox- 
ville by  the  Division  of  Sanitation  and  Solid 
Waste.  The  conference  drew  over  400  city  and 
county  officials,  local  environmentalists  and  in- 
dustry representatives. 

FEBRUARY  The  first  of  35  modular  ambu- 
lances purchased  through  the  Governor’s 
Highway  Safety  Program  was  delivered  by 
Emergency  Medical  Services  to  Bledsoe  County. 

Infant  and  Toddler  Nutrition  Seminars  co- 
sponsored by  the  department  in  Memphis, 
Jackson,  Nashville  and  Knoxville  were  attended 
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by  over  600  nurses,  physicians,  dieticians  and 
students. 

The  Bureau  of  Environmental  Health  Services 
registered  Tennessee’s  70th  approved  solid 
waste  disposal  site. 

MARCH  Sixteen  applications  for  assistance 
were  approved  by  the  Candidate  Evaluation  and 
Selection  Subcommittee  of  the  Renal  Advisory 
Committee.  These  16  were  among  84  applica- 
tions for  financial  or  facility  assistance  approved 
during  the  year. 

Materials  stored  at  packaged  diaster  hospitals 
in  Sweetwater  and  Cleveland  were  utilized  dur- 
ing flooding  of  lower  East  Tennessee.  Two 
hundred  cots  from  the  Cleveland  hospital  were 
among  materials  transported  to  Chattanooga 
and  returned  to  storage  when  conditions  al- 
lowed. 

The  Bureau  of  Personal  Health  Services  was 
granted  $665,000  in  federal  funds  for  its 
venereal  disease  control  program.  A supple- 
mental VD  grant  of  $335,000  was  requested 
and  received  later  in  the  year. 

APRIL  The  state  Dental  Health  Residency 
Program  was  approved  following  a site  visit  by 
a committee  of  the  American  Dental  Associ- 
ation’s Council  on  Dental  Education. 

More  than  300  persons  attended  training 
schools  for  wastewater  treatment  plant  operators 
in  Knoxville,  Jackson  and  Columbia  sponsored 
by  the  Division  of  Sanitary  Engineering. 

MAY  A $200,000  contract  was  signed  with 
Meharry  Medical  School  for  the  study,  research 
and  treatment  of  sickle  cell  anemia. 

An  outbreak  of  rubella  at  a Rhea  County 
high  school  was  investigated  by  the  epidemiol- 
ogy section  of  the  Bureau  of  Personal  Health 
Services.  Three  of  forty  persons  exposed  were 
pregnant  and  two  of  these  underwent  thera- 
peutic abortions.  Mass  immunizations  brought 
the  outbreak  under  control. 

Federal  court  action  to  bring  army  ammuni- 
tion plants  in  Chattanooga  and  Kingsport  into 
compliance  with  state  water  quality  standards 
was  initiated  by  the  Division  of  Water  Quality 
Control.  The  precedent  setting  suit  is  still 
under  litigation. 
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Hill-Burton  loans  and  grants  totaling  $8,823, 
599  were  approved  for  the  $10  million  Holston 
Valley  Community  Hospital  in  Kingsport.  Fed- 
eral funds  totaling  $890,560  were  made  avail- 
able for  Collins  Chapel  Hospital  in  Memphis. 

A letter  signed  jointly  by  the  Commissioners 
of  Public  Health  and  Education  was  sent  to 
state  school  authorities  enabling  them  to 
identify  children  deficient  in  required  immuni- 
zations. This  preceded  a major  campaign  to 
immunize  all  children  entering  school  this  past 
fall. 

JUNE  A seven-member  Hemophilia  Advisory 
Committee  was  appointed  to  advise  and  assist 
the  Bureau  of  Medical  Care  Services  in  es- 
tablishing guidelines,  rules  and  regulations  for 
implementing  the  Hemophilia  Program. 

Tennessee’s  Occupational  Safety  and  Health 
Plan  gained  approval  by  the  U.  S.  Department 
of  Labor  delegating  to  the  Department  of  Public 
Health  responsibility  for  administering  the  oc- 
cupational health  portion  of  the  law. 

A list  of  294  municipal  and  county  entities 
applying  for  state  solid  waste  management  funds 
was  forwarded  by  the  Bureau  of  Environmental 
Health  Services  to  the  Department  of  Finance 
and  Administration  for  allocation  of  the  funds. 
The  applications  indicated  that  approximately 
85%  of  the  state’s  residents  now  have  an 
approved  landfill  site  available. 

The  Division  of  Grants  Management  received 
$138,000  from  the  Appalachian  Regional  Com- 
mission for  use  in  the  Upper  Cumberland 
Regional  Health  Care  Delivery  System.  The 
Division  of  Air  Pollution  Control  received  a 
$460,000  continuation  grant  from  EPA. 

JUNE  The  department’s  vital  records  section 
initiated  steps  for  converting  many  of  the  eight 
million  vital  statistics  housed  at  the  Cordell 
Hull  Building  in  Nashville  from  a manual 
retrieval  to  an  automatic  random-search  encod- 
ing microfilm  system. 

Emergency  Medical  Services  received  Office 
of  Urban  and  Federal  Affairs  grants  of  $200, 
000  for  modular  ambulance  purchases  and 
$535,000  for  the  Governor’s  Highway  Safety 
Program. 

Interviewers  began  surveying  residents  across 
the  state  concerning  their  current  health  status 
and  health  needs  as  a part  of  the  health  statistics 
project  of  the  Office  of  Policy  Planning. 

AUGUST  All  fiscal  agents  and  providers  were 
notified  of  increases  in  fee  schedules  for  phy- 


sicians, dentists  and  pharmacists  under  the 
Medicaid  program.  Fees  had  previously  been 
based  on  1968  cost  figures. 

“Health  in  Tennessee,  a Statistical  Over- 
view,” a manual  containing  statistics  and  maps 
pertaining  to  population,  personal  health,  en- 
vironmental health  and  health  resources,  was 
published  by  the  Office  of  Comprehensive 
Health  Planning. 

SEPTEMBER  Standards  for  rental  housing 
in  Tennessee  were  drawn  up  by  the  housing 
and  recreation  section  of  the  Division  of  En- 
vironmental Sanitation  and  Solid  Waste  Man- 
agement. An  advisory  committee  composed  of 
landlords,  tenants  and  regulatory  agencies  was 
appointed  to  review  the  standards. 

A $20,000  mobile  laboratory  was  delivered 
to  the  Division  of  Air  Pollution  Control  pro- 
viding on-site  air  source  sampling  capabilities. 
The  van  can  be  adapted  for  use  as  a continuous 
monitoring  laboratory  during  emergency  epi- 
sodes. 

A contract  of  58  more  modular  ambulances 
to  be  distributed  during  the  Governor’s  1974 
Highway  Safety  Program  was  awarded  to  a 
Shelbyville  firm. 

OCTOBER  Great  Smoky  Mountain  resort 
towns  Gatlinburg  and  Pigeon  Forge  were  ord- 
ered to  cease  all  new  construction  until  waste- 
water  treatment  plants  sufficient  to  meet  their 
needs  could  be  constructed.  The  order  was 
prepared  by  the  Division  of  Sanitary  Engineer- 
ing. 

The  Bureau  of  Medical  Care  Services  con- 
tinued efforts  to  keep  state  institutions  qualified 
for  participation  in  Medicare  and  Medicaid 
programs.  The  certification  staff  offered  con- 
sultative and  surveying  services  to  hospitals, 
nursing  facilities  and  independent  laboratories. 

A first  payment  of  $326,396  in  federal  Hill- 
Burton  Project  funds  was  forwarded  to  Sevier 
County  Hospital.  The  $1,036,452  project  has 
qualified  for  a $629,699  Hill-Burton  grant  and 
an  additional  $181,844  grant  from  the  Ap- 
palachian Regional  Commission. 

NOVEMBER  The  Bureau  of  Environmental 
Health  Services  reported  that  since  January  1, 
1973: 

The  Division  of  Air  Pollution  Control  has 
issued  22  administrative  orders,  and  initiated 
one  court  action;  The  Division  of  Environ- 

continued  on  page  37 
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ALCOHOL  AND  HIGHWAY 
SAFETY  IN  TENNESSEE 

The  combination  of  alcohol  and  driving  was 
first  recognized  as  a problem  in  1904,  and  was 
shown  to  be  a serious  one  in  1924.  Through 
the  years,  the  problem  has  increased  signifi- 
cantly. Today,  drinking  contributes  approxi- 
mately 28,000  to  the  nation’s  annual  toll  of 
about  55,000  auto  deaths.  This  constitutes 
more  than  half  of  all  fatal  accidents  on  the 
American  highways. 

Alcohol  has  been  found  to  be  the  largest 
single  factor  leading  to  fatal  accidents  in  Ten- 
nessee, as  well  as  throughout  the  nation. 

This  year  the  Tennessee  Department  of  Men- 
tal Health,  Alcohol  and  Drug  Abuse  Section, 
responded  to  this  problem  by  initiating  action 
to  determine  the  extent  of  the  problem  and 
the  current  procedures  for  dealing  with  it,  and 
then  by  seeking  to  devise  a program  by  which 
we  could  effectively  combat  the  problem  of 
drinking  drivers  on  our  highways. 

The  drinking  driver  was  responsible  for  ap- 
proximately 650  deaths  on  Tennessee  highways 
last  year.  The  drinking  driver  also  accounted 
for  thousands  of  minor  injury  and  property 
damage  accidents.  The  Department  of  Safety 
further  made  4,600  D.U.I.  (driving-under-the- 
influence)  arrests  for  the  last  one  year  period, 
of  which  1,240  of  these  were  reduced  or  dis- 
missed. 

The  present  manner  of  dealing  with  D.U.I. 
offenders  under  Tennessee  Law  is  a $50.00 
fine,  6 months  suspension  of  driver’s  license,  and 
a minimum  48-hour  jail  sentence.  However, 
most  offenders  receive  a suspended  jail  sentence 
and  if  their  license  is  suspended  receive  a re- 
stricted license — although  there  is  no  method 
by  which  the  restrictions  can  readily  be  en- 
forced. For  all  practical  purposes,  then,  the 
offender  is  only  fined  $50.00. 

To  formulate  a method  to  reduce  this  prob- 
lem, the  Committee  on  Highway  Safety  was 
created  as  a sub-committee  of  the  Governor’s 
Alcohol  and  Drug  Dependency  Advisory  Com- 
mission. With  the  complete  support  of  Gov- 
ernor Dunn,  a group  composed  of  businessmen 
and  specialists  in  alcohol  and  highway  safety 


related  fields  was  commissioned  to  study  the 
problem  of  the  drinking  driver  and  to  make 
recommendations.  Included  on  the  Committee 
are  representatives  from  law  enforcement,  ju- 
diciary, mental  health,  and  civic  service  organi- 
zations. More  specifically,  the  function  of  the 
Committee  will  be  two-phased.  First,  the  Com- 
mittee will  be  charged  with  defining  the  drink- 
ing driver  problems  unique  to  Tennessee  and 
determining  how  best  to  deal  with  it.  Although 
drinking  driver  programs  exist  nationally,  ob- 
jectives must  be  formulated  to  operate  within 
the  framework  of  the  existing  laws  unique  to 
Tennessee.  The  need  for  the  development  of  a 
program  to  meet  the  needs  of  Tennessee  is  also 
desirable  because  of  the  relative  failure  of  many 
programs  in  many  other  states. 

Secondly,  although  a few  organizations  are 
grappling  individually  with  the  drinking  driver 
problem  in  Tennessee,  the  Committee  must  at- 
tempt to  coordinate  a statewide,  multifaceted 
program  to  effectively  deal  with  it.  For  ex- 
ample, AAA  has  developed  four  D.U.I.  schools 
in  East  Tennessee,  while  the  Jaycees  have 
initiated  “Operation  Threshold,”  a national  Jay- 
cee  program  of  public  awareness.  A highway 
safety  program  however  is  successful  only  if 
all  components,  public  awareness,  law  enforce- 
ment, judiciary,  and  mental  health,  are  function- 
ing as  part  of  a total  system.  The  Committee 
on  Highway  Safety  may  assume  the  role  of  co- 
ordinating agencies  such  as  AAA,  Jaycees  and 
Government  agencies  in  a concerted  effort  on  a 
statewide  level.  An  experimental  project  sched- 
uled to  be  activated  November  15  in  Memphis 
will  be  studied  by  the  Department  of  Mental 
Health  and  the  Highway  Safety  Committee. 
This  project,  funded  by  the  Department  of 
Mental  Health  and  the  Office  of  the  Governor’s 
Highway  Safety  Representative,  will  be  the  first 
comprehensive  attack  on  the  drinking  driver. 
Law  enforcement,  judiciary,  and  mental  health 
officials,  and  civic  groups  are  all  involved  in 
various  phases  of  the  project. 

In  this  program,  when  the  offender  is  ar- 
rested, he  is  sentenced  by  a judge  to  a six- 
month  license  revocation,  fined  $50.00  and 
enrolled  in  a D.U.I.  re-education  school  (both 
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to  make  him  aware  of  the  dangers  of  mixing 
alcohol  and  driving  and  to  determine  any 
possible  alcohol  problems),  from  which  he  must 
receive  a certificate  of  completion  before  re- 
gaining his  license.  Restricted  licenses  will  not 
be  issued  unless  the  offender  agrees  to  enroll 
in  the  course. 


Using  information  obtained  from  this  pro- 
gram along  with  proposed  legislation  for  1974, 
the  Highway  Safety  Subcommittee  may  for  the 
first  time  have  the  resources  to  effectively  re- 
duce fatalities  on  Tennessee’s  highways. 

David  B.  Barry 
Highway  Safety  Coordinator 


Tennessee  Department  of  Public  Health 

continued  from  page  35 

mental  Sanitation  and  Solid  Waste  Manage- 
ment issued  six  Commissioner’s  Orders;  The 
Division  of  Sanitary  Engineering  issued  1 1 
Commissioner’s  Orders;  The  Division  of  Water 
Quality  Control  issued  29  Commissioner’s 
Orders  and  initiated  27  court  actions.  Most 
of  the  Commissioner’s  Orders  were  issued  to 
Tennessee  municipal  and  industrial  dischargers 
to  bring  them  into  compliance  with  state  en- 


vironmental standards. 

Contracts  for  equipment  and  initial  opera- 
tions staff  were  signed  for  two  of  four  planned 
primary  care  centers.  The  center  for  the  first 
Tennessee  Comprehensive  Health  Planning 
Region  will  be  quartered  in  the  Greene  County 
Health  Department  and  the  center  for  the 
Northwest  Tennessee  Comprehensive  Health 
Planning  Region  will  be  located  at  the  Reelfoot 
Rural  Ministry  Center  in  Obion  County.  When 
fully  operative,  the  centers  will  provide  a phy- 
sician, dentist,  two  nurses  and  clerical  staff. 


* * * 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 

1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid.  (glyceryl  guaiacolate  ioomg.) 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 

6 to  12  years  of  age;  Vi  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  - 5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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$ ofltritaBle  ■cofdfe  and  the  diarrheal 
that  often  accompany  it  can  be  as  di- 


day  are  often 
in  his  gut. 


The  causes 
symptoms 

verse  as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
Ion  must  often  be  diagnosed  by  exclusion, 
diagnostic  exploration  takes  time.  Discov- 
of  the  nature  of  any  emotional  problems  may 
more.  During  that  time,  Lomotil®  is  an  ideal 
for  controlling  diarrheal  symptoms. 
Lomotil  tablets  are  small,  easy  to  carry  and 
to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


1974  TMA  MEETING  PLANS  FINALIZED  . . . Four  nationally  known  speakers 

are  confirmed  for  the  1974  Annual  Meeting  of  TMA.  They  will  address 
the  general  session  on  Friday,  April  12  at  Gatlinburg.  The  sub- 
ject of  the  scientific  program  will  be  "Basic  Mechanisms  of  Disease." 
Phillip  Lieberman,  M.D.,  Memphis,  Assistant  Professor,  Chief,  Immunol- 
ogy, University  of  Tennessee,  will  speak  on  "Status  Quo— The  Basic 
Immunological  Reactions";  John  S.  Johnson,  M.D.,  La  Jolla,  California, 
Scripts  Clinic  and  Research  Foundation,  will  speak  on  "Things  Gone 
Haywire";  and  John  L.  Ziegler,  M.D. , National  Cancer  Institute, 

Bethesda,  Maryland  will  speak  on  "The  Body's  Wat chdog— Tumor  Surveil- 
lance" ...  In  addition,  Robert  B.  Hunter,  M.D.,  a member  of  the  Board 
of  Trustees  of  AMA  from  Sedro  Woolley,  Washington,  will  speak  on  the 
subject  "PSRO  Update."  Dr.  Hunter  is  a member  of  the  National  Advisory 
Council  for  the  Professional  Standards  Review  Organization.  TMA  is 
fortunate  to  secure  these  highly  qualified  speakers  and  the  presenta- 
tions in  the  scientific  as  well  as  the  socio-economic  sector  will  be  of 
importance  to  every  member.  You  are  urged  to  attend. 

O/ 

*T*  *T*  'T'  'T*  *T* 

TMA  PROFESSIONAL  LIABILITY  STRONG  AND  VIABLE  PROGRAM  . . . This  Assoc ia- 
ation's  professional  liability  insurance  plan  remains  one  of  TMA 
member's  best  buys.  Underwritten  by  the  Shelby  Mutual  Insurance  Com- 
pany, Shelby,  Ohio,  the  plan  has  about  75%  of  the  TMA  membership 
enrolled.  Rates  are  considerably  lower  than  the  National  Bureau  rates 
for  similar  coverage  in  Tennessee,  as  well  as  some  other  insurance 
companies  that  require  a premium  charge  over  Bureau  rates.  The  chart 
below  shows  the  savings  Tennessee  physicians  are  enjoying  compared  to 
the  premium  under  a Bureau  company. 

100/500  Limits  of  Coverage 


National 

Other 

Class 

TMA  Plan 

Bureau  Rate 

Company  Rates 

I. 

$132. 

$151. 

$ 235. 

II. 

232. 

265. 

411. 

III. 

409. 

467. 

705. 

IV. 

545. 

623. 

940. 

V. 

681. 

779. 

1,175. 

The  TMA  plan  is  12%%  below  so-called  Bureau  rates  and  is  among  the 
lowest  states  for  premium  rates  in  the  United  States  • . . This  savings 
alone  is  a major  benefit  to  TMA  members. 

nU  J.  vU  o. 

-v*  V 'I'  *T»  *T» 

TMA  MEMBERSHIP  DUES  . . . TMA  membership  dues  will  be  $80  in  1974,  the 
same  as  has  been  for  the  past  five  years.  Despite  inflation  and 
increased  cost  of  TMA  programs,  the  Association  has  stayed  within  the 
available  income  as  of  this  date  . . . TMA  dues  are  used  solely  to  pro- 


vide  services  to  members.  Growth  in  membership,  expansion  of  services, 
and  services  to  members  are  among  primary  activities  of  the  Association. 
Only  three  state  associations  have  less  dues  than  TMA ; thirty-four 
states  now  charge  $100  or  more,  with  a range  up  to  $200  per  member. 

i'fi  >’,i  # % * 

1973  ACTS  BY  GENERAL  ASSEMBLY  CONCERNING  PRESCRIPTIONS  ...  Two  laws 
enacted  by  the  1973  Tennessee  General  Assembly  concerns  refilling  of 
prescriptions  ...  It  is  illegal  for  a pharmacist  to  refill  a prescrip- 
tion unless  it  is  marked  to  refill.  Even  though  the  precription  to  all 
intent  and  purposes  should  be  refilled  from  time  to  time,  if  it  is 
not  so  marked,  the  pharmacist  legally  cannot  refill  it.  He  must  obtain 
an  authorization  from  the  physician  ...  It  is  also  illegal  for  a 
pharmacist  to  refill  a copy  obtained  from  another  pharmacy,  even  though 
the  original  prescription  is  marked  to  refill.  He  must  contact  the 
physician  for  authorization,  which  in  practical  effect  is  getting  a new 
prescription  . . • The  intent  of  the  law  is  to  help  curtail  the  common 
practice  of  some  individuals  in  having  their  prescriptions  available  for 
refilling  in  several  pharmacies  in  a community.  It  can  also  alert  the 
physician  to  the  possible  misuse  of  a medication  if  he  should  continue 
to  receive  a request  for  a refill  authorization  for  a particular 
medication  for  a particular  patient.  From  the  self-medication  view- 
point, the  passing  on  of  a prescription  to  a friend  or  relative  is  made 
somewhat  more  difficult. 

^ t 

KNOW  YOUR  MEDICREDIT  FACTS  ...  How  are  your  Medicredit  facts?  If  you 
aren't  sure,  check  these  facts  for  answers  to  questions  you  may  have, 
or  may  be  asked  • . • Medicredit  is  the  approved  plan  of  American  Medi- 
cine. Its  purposes  are: 

. To  give  every  American  under  the  age  of  65  access  to  high  quality 
care  regardless  of  ability  to  pay  (over  65— Medicare  still  would  apply). 

. To  provide  comprehensive  medical  and  health  protection  for  both 
ordinary  and  catastrophic  expenses. 

. To  assure  choice  of  physicians  flexibility  of  protection  plans  (a 
choice  of  private  health  insurance,  prepayment  insurance,  or  prepaid 
group  practice  plans). 

The  responsibility  for  payment  would  be  allocated  between  the 
individual  and  the  Federal  Government.  Using  Federal  income  tax  li- 
ability as  a base,  a sliding  scale  from  total  government  payment  of 
health  care  needs  for  the  poor  to  10  percent  of  basic  plus  catastrophic 
coverage  for  the  financially  able. 

Provisions  of  the  plan  include: 

. Basic  coverage  of  60  days  in  hospital  or  120  in  extended  care 
facilities  each  twelve  months. 

. Catastrophic  coverage  to  take  over  where  basic  ends  to  insure  365 
days  per  year  care  where  required. 

. Unlimited  psychiatric  care. 

. Accent  on  preventive  care  including  physician  examinations,  inocu- 
lations, x-ray  and  lab  work,  emergency  care,  dental  care  for  children, 
emergency  dental  care  for  adults,  all  medical  services  by  physicians  and 
osteopaths . 

. Both  inpatient  and  outpatient  care  to  cover  all  care  customarily 
provided  plus  complete  diagnostic  services. 

. Home  health  care  including  home  nursing  care,  therapy,  and  medical 
appliances. 

. Ambulance  services. 


AMA  HOUSE  OF  DELEGATES  ADOPTS  NEW  PSRO  POLICY  ...  The  new  AMA  policy 
on  Professional  Standards  Review  Organizations  (PSROs),  essentially  a 
compendium  of  several  different  policies,  is  embodied  in  the  final 
paragraphs  of  Report  EE,  adopted  by  delegates  to  the  Clinical  Convention 
that  met  in  Anaheim,  California,  December  1-4.  The  amended  portion  of 
the  adopted  report  is  as  follows: 

The  AMA  affirms  the  following  principles: 

1.  That  the  medical  profession  remains  firmly  committed  to  the 
principle  of  peer  review,  under  professional  direction,  and 

2.  That  medical  society  programs  of  proven  effectiveness  should  not  be 
dismantled  by  PSRO  implementation,  and 

3.  That  the  association  suggests  that  each  hospital  medical  staff, 
working  with  the  local  medical  society,  continue  to  develop  its  own 
peer  review,  based  upon  principles  of  sound  medical  practice  and  docu- 
mentable  objective  criteria,  so  as  to  certify  that  objective  review  of 
quality  and  utilization  does  take  place;  to  make  these  review  procedures 
sufficiently  strong  as  to  be  unassailable  by  any  outside  party  or 
parties  ; and  that  the  local  and  state  medical  societies  take  all  legal 
steps  to  resist  the  intrusion  of  any  third  party  into  the  practice 

of  medicine,  and 

4.  That  this  House  of  Delegates,  as  individual  physicians  and  through 
the  Board  of  Trustees  and  its  Council  on  Legislation,  work  to  inform 
the  public  and  legislators  as  to  the  potential  deleterious  effects  of 
this  law  on  the  quality,  confidentiality,  and  cost  of  medical  care  ; and 
the  hope  that  the  Congress  in  their  wisdom  will  respond  by  either 
repeal,  modification,  or  interpretation  of  rules  which  will  protect 

the  public. 

The  considered  opinion  of  the  House  of  Delegates  is  that  the  best 
interests  of  the  American  people,  our  patients,  would  be  served  by  the 
repeal  of  the  present  PSRO  legislation.  It  is  also  believed  that  this 
is  consistent  with  our  long-standing  policy  and  opposition  to  this 
legislation  prior  to  passage. 

The  considered  opinion  of  the  Board  of  Trustees  and  the  Council  on 
Medical  Service  is  to  recommend  to  the  House  of  Delegates  that  the  AMA 
continue  to  exert  its  leadership,  and  support  contructive  amendments  to 
the  PSRO  law,  coupled  with  continuation  of  the  effort  to  develop 
appropriate  rules  and  regulations. 


EFFORTS  TO  ABOLISH  FEE  CURBS  CONTINUES  ...  The  AMA  has  called  for  a 
lifting  of  all  controls  on  physicians  through  a formal  petition  filed 
with  the  Cost  of  Living  Council.  Citing  severe  discrimination  against 
physicians,  the  petition  contends  that  the  proposed  allowable  per- 
centage increase  in  physician  fees  from  2.5%  to  4%  "does  not  effect  the 


burden  of  limitation  on  price  increases  in  the  face  of  rising  costs." 
Concern  over  the  impact  upon  patient  care  resulting  from  the  proposed 
rules  for  hospitals,  particularly  the  revenue  per  admission  limitation 
as  outlined  in  Phase  IV,  was  also  expressed.  Although  legal  action 
by  the  AMA  has  been  ill-advised  at  the  present  time,  the  option  remains 
open  if  the  present  appeals  now  pending  before  the  Cost  of  Living 
Council  fail. 


EMERGENCY  TELEPHONE  NUMBER  911  SOUGHT  NATIONWIDE  . . . The  AMA  along 
with  other  organizations  is  seeking  to  establish  the  number  911  as  a 
universal  emergency  telephone  number.  This  emergency  system  number  is 
presently  in  operation  in  some  250  communities  serving  about  10%  of  the 
U.S.  population.  In  Tennessee,  911  is  in  service  in  42  communities 
across  the  state  with  5 more  scheduled  to  be  added  in  1974.  Under  the 
system,  a call  to  the  number  911,  which  would  be  free  from  pay  phones, 
would  reach  a community  dispatcher  who  would  be  able  to  send  the 
appropriate  personnel  to  the  scene  of  the  emergency.  The  real  advantage 
to  the  universal  number  as  seen  by  authorities  is  that  in  any  locality 
regardless  of  the  circumstances,  no  citizen  would  have  difficulty 
getting  into  the  emergency  service  system.  In  an  effort  to  spread  this 
service,  the  Emergency  Medical  Services  Act  of  1973,  makes  implemen- 
tation of  911  a requirement  for  receiving  aid. 


AMA  ADOPTS  EUTHANASIA  GUIDELINES  ...  A policy  statement  on  Euthanasia 
recommended  by  the  Judicial  Council  has  been  adopted  by  the  AMA's 
House  of  Delegates.  The  guidelines  were  accepted  after  extensive  debate 
during  the  December  Clinical  Convention  in  Anaheim,  California.  The 
policy  regarding  Mercy  Killing  is  as  follows: 

"The  intentional  termination  of  the  life  of  one  human  being  by  another 
—mercy  killing— is  contrary  to  that  for  which  the  medical  profession 
stands  and  is  contrary  to  the  policy  of  the  American  Medical  Associ- 
ation. " 

The  House  adopted  the  following  guideline  regarding  death  with  dignity: 
"The  cessation  of  the  employment  of  extraordinary  means  to  prolong  the 
life  of  the  body  when  there  is  irrefutable  evidence  that  biological 
death  is  imminent  is  the  decision  of  the  patient  and/or  his  immediate 
family.  The  advice  and  judgment  of  the  physician  should  be  freely 
available  to  the  patient  and/or  his  immediate  family." 

The  Council  also  recommended  that  state,  county  and  medical  specialty 
societies  encourage  and  promote  discussions  of  the  reciprocal  rights  and 
duties  of  physicians  and  patients  suffering  terminal  illness.  The 
Council  recommended  that  the  House  not  endorse  any  particular  form  to 
express  an  individual's  wishes  which  relate  prospectively  to  his  final 
illness,  but  recognize  that  individuals  have  the  right  to  express  such 
wishes.  The  Council  concluded  that  "physicians  may,  and  indeed  should, 
be  encouraged  to  discuss  death  and  terminal  illness  with  patients. 
Physicians  may,  and  indeed  should,  respect  expressions  of  patient's 
wishes  regarding  medical  care  during  terminal  illness  but  may,  and 
indeed  should,  feel  free  to  question  those  wishes  with  patient's 
competent  legal  representative  or  by  appropriate  judicial  proceedings 
when  the  circumstances  of  a particular  situation  seem  to  require  it." 

Dr.  Charles  C.  Smeltzer  of  Knoxville  is  chairman  of  the  AMA  Judicial 
Council. 


Morse  Kochtitzky 
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There  exists  a serious  difference  of  opinion  about  Public  Law  92-603 
as  it  applies  to  the  establishment  of  Professional  Standards  Review 
Organizations.  This  legally  mandated  function  requires  the  concerted 
professional  objectivity  of  all  physicians. 

The  law  is  divisive  and  does  not  forebode  well  for  the  profession.  The 
well  informed,  concerned  physician,  capable  of  making  an  objective, 
meaningful  determination,  is  presently  under  tremendous  stress.  He 
recognizes  the  threat  that  P.  L.  92-603  poses  for  his  profession.  Why? 
Because  experience  has  taught  us  that  the  government  is  a formidable 
inexorable  opponent  that  uses  any  means  to  impose  its  will  on 
our  profession. 

PSRO  is  not  just  a threat,  it  is  a legal,  congressionally  enacted  reality. 
Therefore,  we  in  Medicine  must  use  objective  rather  than  subjective 
reasoning  if  we  are  to  meet  successfully  the  challenges  PSRO  requires 
us  to  face.  With  a united  determined  effort,  our  capable  colleagues 
in  their  own  locale  performing  their  legally  determined  PSRO  roles  can 
provide  a powerful  argument  for  the  excellent  quality  of  medical  care  and 
for  the  private  practice  of  medicine.  If  we  do  not  meet  this  challenge 
objectively  we  play  right  into  the  hands  of  the  same  government 
bureaucracy  that  is  presenting  us  with  a Federally  controlled, 
non-medically  dominated  PSRO.  If  there  is  anything  less  than  a 
united  and  concerted  effort  on  our  part  we  will  have  made  it  much  easier 
for  “the  bureaucracy”  to  divide  us  through  their  use  of  the  PSRO  law. 


In  the  last  two  sessions  of  the  House  of  Delegates  of  the  Tennessee 
Medical  Association,  resolutions  have  been  adopted  directing  the  course 
of  action  to  be  taken  in  Tennessee.  These  actions  call  for  a statewide 
PSRO  organization.  Every  effort  is  being  and  has  been  made  to 
accomplish  this  mandate  of  the  House.  I call  upon  you  now  to  carefully 
consider  the  well  being  of  the  Tennessee  Medical  Association  and  the 
profession  as  a whole  throughout  the  state.  Your  Association  has 
established  the  Tennessee  Foundation  for  Medical  Care,  Inc.,  and  this 
statewide  organization  can  provide  an  atmosphere  in  Tennessee  whereby 
professional  standards  review  will  be  a local  function,  medically  and 
professionally  directed,  and  physician  controlled.  Anything  less  than 
this  seems  to  me  to  be  both  personally  and  professionally  unacceptable. 


Sincerely, 


President 
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PSRO:  STOP  PRESS!  URGENT! 

Well,  it  happened!  As  most  of  you  know  by 
now,  and  as  was  anticipated,  HEW  gave  us 
ashes  and  switches  for  Christmas,  disallowing 
the  statewide  PSRO  under  the  Tennessee  Foun- 
dation for  Medical  Care,  and  dividing  the  state 
into  three  areas  corresponding,  by  a strange 
coincidence,  to  the  CHP  areas.  This  decision 
on  the  part  of  HEW  will  have  far  reaching  con- 
sequences as  far  as  the  practice  of  many  of  you 
is  concerned,  particularly  those  of  you  who  prac- 
tice in  rural  areas  and  who  have  significant  num- 
bers of  Medicare/ Medicaid  patients. 

Somehow,  as  it  stands  at  the  moment,  the 


physicians  in  each  of  the  designated  areas  must 
band  together  in  a formal  way  to  form  a PSRO. 
This  will  be  difficult,  time  consuming,  expensive, 
and  inconvenient,  but  most  of  the  alternatives 
will  be  even  more  unpalatable.  The  designation 
becomes  effective  January  20,  1974,  when  ap- 
peal will  no  longer  be  possible. 

First,  there  is  the  alternative  of  non-coopera- 
tion. This  option  is  built  into  the  law.  One  is 
then  freed  from  the  burden  of  accepting  govern- 
ment funds  in  payment  for  his  services.  He  may 
either  discharge  all  his  Medicare /Medicaid  pa- 
tients, or  treat  them  free!  He  will  be  relieved 
of  an  even  greater  burden  in  two  years,  when 
his  office  practice  comes  under  PSRO.  Pre- 
sumably before  then  all  third  party  carriers  will 
have  made  review  by  the  PSRO  mandatory  for 
payment  by  them,  and  if  we  have  any  form  of 
national  health  insurance,  this  will  include  al- 
most everyone.  For  practical  purposes,  there- 
fore, non-cooperation  is  an  avenue  not  open 
to  us. 

A second  alternative  is  to  do  nothing  and 
leave  it  to  HEW.  This  is  really  what  they  have 
in  mind.  Then  the  Secretary  of  HEW  can  desig- 
nate the  CHP  area  as  the  PSRO,  and  you  will 
have  the  bureaucrats  running  your  practice.  The 
secretary  will  be  all  powerful. 

There  is  a third,  and  by  all  odds  preferable, 
alternative,  which  is  the  repeal  of  the  PSRO 
sections  of  PL  92-603.  TMA’s  Board  of  Trust- 
ees is  on  record  as  supporting  H.R.  9375,  the 
repeal  of  the  PSRO  law,  submitted  by  Congress- 
man Rarick  of  Louisiana.  The  reason  we  should 
be  for  its  repeal  is  not  that  we  are  against  peer 
review  and  utilization  review,  but  that  PL 
92-603,  as  far  as  its  PSRO  section  is  concerned, 
is  a bad  law,  which  will  prove  to  be  unwieldy, 
impractical,  and  immensely  costly.  Peer  review 
has  always  been  a way  of  life  for  most  of  us — 
witness  autopsies,  tissue  committees,  death  con- 
ferences, etc. — but  it  has  not  been  visible  to  the 
public,  who  are  demanding  it.  We  must  use 
all  our  influence  for  repeal  of  the  law,  but  we 
must  also  bend  all  our  energies  to  inaugurating 
a workable,  believable,  and  visible  system  of 
peer  review  and  utilization  review. 

The  urgent  matter  is  to  develop  in  the  hospital 
in  which  you  practice  a satisfactory  peer  review 
and  medical  audit  program.  If  this  program  is 
adequate,  it  can  function  independently,  even 
under  the  present  law.  You  need  to  be  tied  into 
a computer,  and  while  TUP  will  work  for  utili- 
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zation,  it  will  be  of  no  help  for  peer  review. 
And  unless  you  are  actually  reviewing,  and  tak- 
ing action,  your  program  will  not  be  acceptable, 
and  you  will  be  reviewed  by  the  PSRO.  Whether 
or  not  we  retain  PL  92-603,  it  is  much  easier, 
and  less  traumatic,  to  review  by  noting  practice 
patterns,  letting  each  physician  monitor  his  own 
practice,  than  it  is  to  have  a committee  do  it 
manually  and  have  to  take  unpleasant  action 
against  a colleague  (the  “GOTCHA”  system). 
This  is  one  reason  why  your  CME  committee  is 
pushing  PAS/MAP  (or  any  system  which  has  a 
professional  activities  study  as  a part  of  it,  which 
TUP  does  not).  For  more  on  this,  see  the  fol- 
lowing editorial  on  TAP  and  PAS/MAP. 

Friends,  you  had  best  get  with  it.  We  have 
arrived  at  the  place  where  we  are  today  because 
most  of  us  have  been  sitting  on  our  thumbs. 
Better  you  should  do  it  last  year! 

J.B.T. 

NEW  YEAR’S  RESOLUTIONS: 

What  Do  We  Really  Want? 

Some  radical  changes  are  in  the  making  for 
our  way  of  life.  Some  of  these  could  have 
been  predicted — and  indeed  were,  but  those 
predicting  them  were  about  as  popular  as  Cas- 
sandra or  Jeremiah,  and  were  listened  to  about 
as  much.  We  have  become  so  accustomed  to 
believing  we  can  have  everything  we  want 
whenever  we  want  it  that  to  be  told  differently 
does  violence  to  our  credulity.  But  that’s  what’s 
happening,  and  as  we  view  the  energy  crisis,  the 
prospect  is  not  pleasant. 

I submit,  however,  that  the  energy  crisis  is 
not  the  real  problem,  but  that  it  is  the  result 
of  a more  basic  difficulty:  the  virtual  dis- 
appearance of  statesmanship  in  our  nation, 
indeed  in  our  world.  Statesmanship,  along  with 
spiritual  absolutes,  has  been  replaced  by  prag- 
matism and  dialectic  materialism.  I wish  in  this 
editorial  to  examine  some  of  our  present  prob- 
lems, including  the  energy  crisis,  in  this  light. 
As  a nation,  and  as  individuals,  we  must  rec- 
ognize that  in  no  situation  can  we  have  it  both 
ways,  and  we  must  decide  what  we  really  want. 

We  have  tended  to  blame  the  Middle  East 
situation  for  our  present  problems,  but  in  actu- 
ality we  are  likely  to  have  an  energy  crisis 
whether  or  not  we  have  Arab  oil,  the  difference 
being  one  of  degree.  In  any  case,  we  are  faced 
with  some  very  tough  decisions  which  could 


have  far  reaching  consequences  health-wise. 
One  solution  proposed  for  our  present  crisis 
is  that  we  convert  as  much  as  possible  from 
gas  to  coal,  and  that  we  also  turn  to  extraction 
of  oil  from  oil  bearing  shale.  Gas  is  a clean- 
burning fuel,  but  is  in  short  supply,  while  coal, 
though  relatively  plentiful,  generally  produces 
a great  deal  of  air  pollution.  For  increased  coal 
production,  strip  mining  is  by  far  the  most 
efficient  process.  Most  of  the  oil  bearing  shale, 
as  well  as  our  vast  coal  reserves,  are  in  public 
land  reserves  in  the  West,  where  climatic  con- 
ditions make  land  reclamation  following  mining 
impossible.  Just  the  rendering  of  the  shale  is 
expensive  and  requires  vast  quantities  of  water. 
With  our  inordinate  demands  for  energy,  we 
are  likely  in  either  case  to  leave  a West  full 
of  moonscapes  for  our  children  to  enjoy.  Do  we 
need  all  the  bright  lights,  neon  signs,  and  a 
road  full  of  300  horsepower  behemoths?  What 
do  we  really  want? 

In  order  to  sell  more  fuel,  our  oil  companies 
have  systematically,  over  the  years,  suppressed 
all  inventions  which  would  increase  the  efficien- 
cy of  our  automobile  engines.  As  air  pollution 
increased,  anti-smog  devices  were  added,  which 
further  vastly  increased  gasoline  consumption. 
The  gasoline  shortage  has  made  these  devices 
wasteful  in  the  extreme.  We  can  take  them 
off  and  choke,  or  leave  them  on  and  cut  down 
on  our  driving.  Or  perhaps  Detroit  might  even 
be  influenced  to  make  a more  efficient  engine. 
What  do  we  really  want? 

Turning  to  other  problems,  with  similar  roots, 
we  find  that  in  1971  President  Nixon  called  for 
an  international  effort  to  end  opium  production, 
and  the  United  States  forced  Turkey,  the  major 
illegal  supplier,  out  of  the  business,  helping  the 
U.S.  to  turn  the  corner  in  its  war  against  heroin. 
But  this  also  shut  off  the  supply  of  medical 
opium  to  ourselves  and  others,  so  that  a critical 
shortage  of  morphine  and  other  medically  use- 
ful opium  alkaloids  is  developing.  What  al- 
ready has  developed  is  an  embarrassing  inter- 
national situation  with  Turkey,  and  a domestic 
battle  between  the  law  enforcement  and  medical 
communities.  In  fact,  warnings  from  the  medi- 
cal community  of  resulting  serious  and  unde- 
sirable shortages  made  prior  to  our  international 
treaty  went  unheeded.1 

We  have  made  easy  abortion  a substitute  for 
self  discipline,  judgment,  or  restraint  of  lust,  as 
the  case  may  be,  while  at  the  same  time  more 
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and  more  articles  are  appearing  in  the  medical 
and  lay  press  on  the  tragedy  of  too  few  babies 
for  adoption.  In  fact,  a thriving  black  market 
for  babies  exists  in  Connecticut,  and  doubtless 
elsewhere.2  Do  we  want  babies,  or  do  we  not? 
Is  life  precious,  or  is  it  not?  What  do  we  really 
want? 

We  can’t  have  it  both  ways.  What  do  we 
really  want?  Does  our  permissive  society  have 
the  moral  stamina  to  survive  in  the  face  of  the 
crises  (and  I have  listed  only  a few  of  many) 
now  developing?  As  we  look  about  us,  at 
mounting  crime,  at  decreasing  regard  for  the 
rights  of  others,  with  the  sop  to  our  corporate 
conscience  that  we  are  protecting  “the  rights  of 
the  individual  and  the  minorities,”  to  the  detri- 
ment, and  even  destruction,  of  the  majority 
and  of  society  at  large,  I must  seriously  ques- 
tion whether  it  should  survive. 

What  do  you  really  want?  We  as  leaders  in 
our  various  communities  and  in  this  state  must 
come  to  grips  with  these  and  other  questions 
confronting  us,  such  as,  for  example:  the  right 
to  die  with  dignity  as  opposed  to  the  right  to 
live;  what  constitutes  human  experimentation; 
informed  consent  and  what  constitutes  reason- 
able disclosure;  health  care  as  opposed  to  medi- 
cal care;  the  funding  and  delivery  of  medical 
care.  All  manner  of  moral,  ethical,  and  eco- 
nomic problems  confront  us  as  doctors  and  our 
society  generally.  It  is  a cop  out  to  say  we  are 
too  busy  taking  care  of  our  patients  to  think 
about  these  things,  because  all  of  these  things 
involve  the  health  of  the  community,  and  so 
become  our  business.  It  is  immoral  not  to  think 
of  them,  to  arrive  at  the  most  informed  and 
responsible  opinion  possible,  and  to  exert  our 
influence  for  action  in  the  best  interests  of 
the  public. 

Above  all,  we  must  see  to  it  that  we  count 
the  cost,  and  not  be  simply  swept  along  by 
fickle  and  pragmatic  public  opinion — in  short 
that  we  be  statesmen  and  not  politicians.  To 
do  so  requires  a large  measure  of  spiritual  re- 
sources, another  commodity  which  appears  to 
be  already  in  short,  and  ever  decreasing,  supply 
in  our  country.  Perhaps  this  is,  indeed,  our  real 
energy  crisis. 

J.B.T. 
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DAKTAR/DIPLOMAT  IN  BANGLADESH 

Whenever  an  obviously  talented,  highly 
trained  doctor  “buries  himself”  in  some  out 
of  the  way  place,  without  adequate  facilities, 
there  is  an  immediate  reaction  against  such  a 
waste  of  unfulfilled  potential.  This  editorial  is 
about  such  a man,  but  I think  that  by  no  criteria 
could  his  talents  and  training  be  said  to  have 
been  wasted.  A well  trained  surgeon,  with 
an  outstanding  research  record,  offered  a teach- 
ing position  almost  guaranteed  to  bring  him 
fame  in  Academe,  Vic  Olsen  chose  to  cast  his 
lot  with  the  Great  Physician  and  minister  to 
the  needs  of  the  medically  deprived  people  of 
East  Pakistan,  now  Bangladesh,  in  an  area 
where  no  medical  facilities  of  any  kind  existed. 
The  story  of  how  he  came  to  have  Bangladesh 
entry  visa  #001  “in  recognition  of  service  to 
our  country”  (Bangladesh)  makes  exciting  and 
inspiring  reading  indeed. 

Daktar/ Diplomat  in  Bangladesh  is  the  story 
of  building  and  of  healing.  It  is  the  story  of 
the  birth  and  growth  of  a hospital  in  the  face 
of  incredible  odds,  and  of  how  it  endured  un- 
scathed through  war  and  cyclones,  and  in  spite 
of  the  machinations  of  unfriendly  officials.  It 
is  also  the  very  personal  account  of  the  death 
and  rebirth  of  a nation  resulting  from  a bloody 
war  whose  roots  were  in  religious  differences, 
and  whose  object  was  genocide.  Further,  it  is 
the  story  of  a small  group  of  medical  personnel 
— primarily  American  and  Bengali  Christians — 
whose  devotion  to  and  love  for  the  people  of 
Bangladesh  never  wavered,  and  through  whose 
faith  God  produced  miracles. 

But  Daktar  is  more  than  the  story  of  the 
building  of  a hospital  or  even  of  a country, 
exciting  as  that  is.  It  is  also  the  story  of  the 
rebuilding  of  lives  by  the  Master  Builder.  What 
induces  a man  of  Vic  Olsen’s  talents  and  back- 
ground to  leave  his  home,  and  endure  untold 
hardships  and  privations  half-way  around  the 
world  amid  an  alien  race?  With  the  tremendous 
need  in  our  own  country,  does  it  make  sense? 

It  is  true  that  there  are  medically  under- 
served areas  in  this  country,  and  sometimes 
medicine  is  hard  to  get.  Sometimes  people  die 
for  lack  of  medical  attention,  but  this  is  the 
unusual  case.  Our  underserved  areas  are  either 
sparsely  populated  areas  in  which  the  nearest 
doctor  or  hospital  is  30  minutes  or  so  away, 
or  ghetto  areas  with  several  thousand  people 
per  physician.  It  may  take  time  for  a patient 
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to  get  medicine.  If  you  feel  called  to  serve  in 
these  areas,  by  all  means  do  so. 

There  are  many  places  in  the  world,  though, 
where  there  are  hundreds  of  thousands,  even 
millions  of  people  completely  without  access  to 
a doctor  or  a hospital.  Medicine  is  unavailable 
except  through  the  good  offices  of  charitable 
institutions.  The  Medical  Assistance  Program 
(MAP),  which  figures  large  in  the  book,  has 
sent  vast  quantities  of  medicine  and  medical 
supplies  all  over  the  world,  much  of  it  donated 
by  the  manufacturers.  MAP  acts  as  a clearing 
house  for  much  of  the  world’s  medical  supply 
needs.  Why  support  MAP?  The  simple  answer 
is  that  pennies  will  do  in  the  underserved  areas 
what  requires  dollars  in  our  affluent  society. 

Physicians  by  nature  and  calling  care  about 
the  sick.  TMA  members  have  served  as  short 
term  medical  missionaries  with  denominational 
boards,  Brothers’  Brother,  and  the  like.  Others 
went  with  the  AMA  mission  to  Viet  Nam,  and 
some  have  gone  on  cruises  with  Project  Hope. 
Many  support  MAP  and  similar  organizations 
with  their  money.  Why  all  the  fuss  about 
those  so  far  away?  This  book  is  one  man’s 
answer,  and  a compelling  answer  it  is. 

J.B.T. 

Olsen,  Viggo  B..  M.D.,  F.A.C.S.,  with  Jeanette 
Lockerbie:  Daktar/ Diplomat  in  Bangladesh,  Moody 

Press,  Chicago,  1974.  Cloth.  350  pages — $5.95.  (Dr. 
Olsen's  income  from  the  book  goes  to  the  support  of 
Christian  Memorial  Hospital.  Malumghat,  Chittagong 
District,  Bangladesh.) 


TAP  and  PAS/MAP  Workshops 

Last  winter  TMA  and  THA  jointly  conducted 
a series  of  seminars  designed  to  acquaint  medi- 
cal personnel  with  the  need  for  and  the  work- 
ings of  systematic  review  by  each  hospital  staff 
of  its  professional  activities.  Our  primary  thrust 
was  toward  establishing  a data  base  for  a pro- 
gram of  continuing  medical  education  specifi- 
cally tailored  to  meet  the  needs  of  the  particular 
staff. 

Last  spring  we  were  suddenly  confronted  with 
PSRO’s,  and  then  in  the  summer  hospitals  were 
told  to  come  up  with  a workable  medical  audit 
program,  or  have  payments  retroactively  denied. 
Continuing  medical  education  and  professional 
activities  got  lost  in  the  shuffle.  Then  Blue  Cross 
came  up  with  its  Hospital  Utilization  Program 


(HUP),  in  Tennessee  called  TUP,  which  is  a 
computerized  program  for,  as  its  name  clearly 
states,  hospital  utilization  only.  It  has  nothing 
to  do  with  quality  of  medical  care,  and  is  there- 
fore totally  useless  as  a medical  education  tool. 

TMA,  through  its  CME  committee  and  di- 
rector, has  tried  to  spread  the  word,  but  many 
hospitals  have  signed  up  for  TUP.  It  does  what 
the  administrators  need.  But,  doctors,  it  will 
not  do  a thing  for  meeting  your  needs.  PAS/ 
MAP  will  do  both,  which  is  why  we  seemed  to 
be  pushing  this  particular  system.  We  are  for 
any  system  which  will  meet  your  CME  needs. 
But  TUP  absolutely  will  not — it  was  not  de- 
signed to. 

Next  month,  on  Valentines  Day  to  be  pre- 
cise, the  Commission  on  Professional  and  Hos- 
pital Activities,  the  parent  of  PAS/MAP,  will 
conduct  a regional  workshop  in  Nashville,  de- 
tails of  which  are  given  in  the  section  on  CME 
Opportunities.  A number  of  Tennessee  hos- 
pitals instituted  the  PAS/MAP  system  follow- 
ing our  seminars  last  winter.  I hope  many  of 
you  will  come  to  the  workshop  and  that  you 
will  tell  those  who  don’t  read  the  editorials  so 
that  they  too  can  come.  People  will  be  there 
from  PAS/MAP,  and  from  our  own  subscribing 
hospitals,  to  answer  your  questions. 

Then,  on  the  following  Saturday  and  Sunday 
at  the  Peabody  Hotel  in  Memphis  there  will  be 
a Trustees,  Administrators,  Physicians  (TAP) 
workshop,  put  on  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  TAP  is  a two-fold 
program  designed  to  acquaint  the  three  groups 
with  their  responsibilities  in  both  Peer  Review 
(quality  of  care)  and  Medical  Audit  (utiliza- 
tion). It  is  most  urgent  that  each  hospital 
and  medical  society  in  the  state  be  represented 
at  that  workshop.  TMA  is  dedicated  to  that, 
and  your  officers  and  the  CME  committee  will 
do  everything  in  their  power  to  implement  it. 
It  is  urgent  that  you  go,  in  order  to  learn  how 
to  live  with,  utilize,  and  function  in,  a PSRO, 
because  this  is  what  PSRO  is  all  about. 

I am  afraid  that  in  spite  of  all  of  our  good 
intentions,  money  has  become  of  paramount 
importance,  and  that  the  thing  which  must  be 
our  primary  concern,  high  quality  patient  care, 
is  being  pushed  aside.  We  can’t  let  it  happen. 
But  unless  you  do  something  about  it,  it  will 
happen,  and  your  patients,  and  consequently 
you  yourselves,  will  suffer. 

J.B.T. 
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To  the  Editor: 

I read,  with  interest,  the  little  Squibb  in  the  last 
number  (Oct.  1973)  of  the  TMAJ  about  the  first 
operation  in  Nashville  by  a Mr.  Robertson  on  a pa- 
tient with  a large  destruction  of  the  scalp. 

In  the  March  1972  another  member  of  your  Nash- 
ville medical  group  wrote  a similar  article  in  your 
publication.  I wrote  him  and  gave  the  following 
information  about  the  first  successful  results  for  this 
same  disability.  It  [The  operation]  was  done  by  a 
Dr.  Patrick  Vance  connected  with  the  army  at  the 
Forks  of  the  Holston  which  is  now  a part  of  Kings- 
port. I [enclose  a]  copy  of  this  historical  document. 
It  is  not  signed  but  the  original  copy  may  have  had 
a signature,  which  might  be  found  in  some  of  the 
medical  libraries  in  Nashville. 

William  K.  Vance,  M.D. 

609  Spruce  Street 

Bristol,  Tennessee  37602 

*In  the  year  1777,  there  was  a Doctor  Vance  about 
the  Long  Island  of  Holston,  who  was  there  attending 
on  the  different  garrisons,  which  were  embodied  on 
the  then  frontiers  of  Holston,  to  guard  the  inhabitants 
against  the  depredations  of  the  Cherokee  Indians.  This 
Doctor  Vance  came  from  Augusta  County,  in  Virginia. 
In  March  of  the  same  year,  Frederick  Calvit  was  badly 
wounded  and  nearly  the  whole  of  his  head  skinned. 
Doctor  Vance  was  sent  for,  and  staid  several  days 
with  him.  The  skyll  bone  was  quite  naked,  and  begun 
to  turn  black  in  places,  and,  as  Doctor  Vance  was 
about  to  leave  Calvit  he  directed  me,  as  I was 
stateioned  in  the  same  fort  with  him,  to  bore  his  skull 
as  it  got  black,  and  he  bored  a few  holes  himself  to 
show  the  manner  of  doing  it.  1 have  found  that  a flat 
pointed  straight  awl  is  the  best  instrument  to  bore 
with,  as  the  skull  is  thick,  and  somewhat  difficult  to 
penetrate.  When  the  awl  is  nearly  through,  this  in- 
strument should  be  more  lightly  borne  upon.  The 
time  to  quit  boring  is  when  a reddish  fluid  appears  on 
the  point  of  the  awl.  I bore,  first,  about  one  inch 
apart,  and,  as  the  flesh  appears  to  rise  in  these  holes, 
I bore  a number  more  between  the  first.  The  flesh 
will  rise  considerably  above  the  skull  and  sometimes 
raise  a black  scale  from  it,  about  the  thickness  of 
common  writing  paper.  It  is  well  to  assist  in  getting 
off  the  scales  of  bone  with  the  awl.  These  scales  are 

^Remarks  on  the  management  of  the  scalped  head. 
By  Mr.  lames  Robertson,  of  Nashville  in  the  State 
of  Tennessee.  Communicated  to  the  Editor  by  Felix 
Robertson,  M.D.,  of  Nashville. 

From  the  Medical  & Physical  Journal,  1806,  Part 
II,  Vol.  II.  Nashville,  April  10,  1806,  pp.  27-30.  Taken 
from  the  Draper  manuscript,  5xxl5. 
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often  as  large  as  a dollar,  and  sometimes  even  twice 
as  large. 

It  will  take  at  least  two  weeks  from  the  time  of 
boring  for  it  to  scale.  When  the  scale  is  taken  off  at 
the  proper  time,  all  beneath  it  will  appear  flesh  like 
what  we  call  proud-flesh,  and  as  if  there  were  no  bone 
under  it. 

I he  awl  may,  at  this  time,  and,  indeed,  for  a con- 
siderable length  of  time,  be  forced  through  the  flesh 
to  the  bone  without  the  patient’s  feeling  it;  but  after 
any  part  has  united  to  that  portion  of  the  scalp  which 
has  remaing  original  skin  it  becomes  immediately 
sensible  to  the  touch. 

The  scalped  head  cures  very  slowly  and  if  this  kind 
of  flesh  rise  in  places  higher  than  common,  touch  it 
with  blue-stone  water,  dress  it  once  or  twice  a day, 
putting  a coat  of  lint  over  it  evefy  time  you  dress  it, 
with  a narrow  plaister  of  ointment. 

It  skins  remarkeably  slow,  generally  taking  two 
years  to  cure  up. 

In  the  year  1781,  David  Hood  was  shot  at  this  place 
with  several  balls  and  two  scalps  were  taken  off  his 
head.  & these  took  off  nearly  all  the  skin  which  had 
hair  on  it.  I attended  him,  bored  his  skull,  and  re- 
moved from  almost  the  whole  of  his  head,  such  black 
scales  as  I have  described  above.  Tt  was  three  or 
four  years  before  his  head  skinned  over  entirely’;  ’but 
he  is  now  living,  and  is  well. 

In  1780,  Richard  Lancaster  and  Joe  Staines  were 
both  wounded,  scalped,  and  left  for  dead.  These 
persons  were  under  my  directions,  and  their  heads 
were  bored  as  above  described.  They  both  got  well, 
in  the  course  of  two  years. 

M.  Baldwin  and  some  others  were  scalped  either  in 
1790  Or  1791.  Their  skulls  I also  bored  or  directed 
it  to  be  done.  They  all  recovered. 

I never  knew  one  that  was  scalped,  and  bored  as 
above  directed,  that  did  not  perfectly  recover.  There 
is  always  part  of  the  scalped  head  over  which  but 
little  or  no  hair  afterwards  grows. 

In  1769,  I saw  a young  man  in  South  Carolina  who 
had  been  scalped  eight  years  before  that  time,  and 
about  twice  the  size  of  a dollar  of  the  bone  of  his  head 
was  then  perfectly  bare,  dry  and  black.  I am  per- 
suaded that  had  his  skull,  even  then,  been  bored,  he 
might  have  recovered  of  the  wound  which  put  an  end 
to  his  life  about  a year  after  I saw  him,  the  naked 
portion  of  the  bone  having  rotted,  or  mortified,  and 
exposed  the  substance  of  his  brain,  a very  considerable 
quantity  of  which  issued  out  at  the  opening  at  his 
death. 

Editor’s  note:  Spelling  is  as  it  appears  in  the  manu- 
script. 

To  the  Editor : Much  has  been  said  about  the  short- 
age of  medical  care  in  rural  areas  of  our  country,  but 
few  effective  measures  have  been  found  or  acted  upon. 
This  applies  not  only  to  the  state  of  Tennessee  but  to 
most  of  the  United  States. 

I would  like  to  suggest  a simple  and  rather  inexpen- 
sive way  that  might  improve  medical  care  in  scattered 
and  undercared-for  regions  in  the  state  of  Tennessee. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


There  are  in  Tennessee  various  counties,  small  towns 
and  isolated  regions  of  country  where  there  are  no 
doctors  in  a radius  of  15-25  miles.  The  reasons  for 
this  are  varied  and  rather  well-known.  Few  doctors 
want  to  practice  where  there  is  no  hospital  and  no 
consultants  and  where  the  income  might  be  lower 
than  in  a more  prosperous  and  populated  area.  Few 
doctors  want  to  be  on  call  constantly.  Wives  dislike 
the  isolation  from  social  life  and  good  stores,  and 
possibly  having  to  send  their  children  to  inferior 
schools.  The  lack  of  recreation  and  cultural  opportu- 
nities is  a drawback,  as  well. 

It  is  a well-known  fact,  however,  that  communities 
now  needing  doctors  will  go  all  out  to  attract  and  hold 
a physician.  They  might  even  offer  a house,  an  office, 
or  even  a small  clinic  or  hospital.  With  better  roads 
and  other  transportation  available,  the  advantages  of 
city  life  are  usually  only  an  hour  or  two  away  from 
a rural  physician’s  family. 

For  years,  it  has  been  the  justified  belief  of  educators 
that  if  rural  areas  could  obtain  the  services  of  a doctor 
for  a few  years  that  many  of  these  would  stay  on  for 
a lifetime  of  service.  They  would  either  learn  to  like 
the  area  and  the  people,  or  they  would  feel  needed  and 
wanted  enough  to  cause  them  to  stay.  A great  im- 
provement in  rural  care  would  be  obtained,  even  if 
medical  men  would  come  and  serve  only  a few  years 
and  then  could  be  replaced  by  other  physicians.  These, 
in  turn,  could  be  replaced  after  a few  more  years  of 
service. 

The  problem,  then,  it  would  seem,  is  to  induce 
physicians  to  go  to  these  uncared-for  areas  in  the 
first  place.  Some  would  stay;  others  could  be  replaced. 
I would  like  to  suggest  that  the  Tennessee  Medical 
Association  co-operate  with  the  state  of  Tennessee  in 
the  following  plan  to  encourage  and  sponsor  6 medical 
students  each  year  for  a minimum  of  3 years  practice 
in  a rural  area  needing  a medical  coverage. 

My  plan  would  not  really  be  a new  one,  except  for 
a few  ideas  not  used  before.  The  TMA  would  an- 
nounce sponsorship  and  complete  financing  for  1 or  2 
men  or  women  who  would  agree  to  go  to  a region 
needing  medical  help  to  work  for  a period  of  3 years. 
They  would  have  a choice  of  several  locations  selected 
by  the  TMA  which  would  fall  in  such  category.  At  the 
same  time,  the  state  of  Tennessee  would  likewise  spon- 
sor 4 medical  students  for  4 years  with  a similar  agree- 
ment. This  would  cost  the  TMA  about  $5,000  a year 
per  student,  and  the  state  would  furnish  $20,000  a 
year  for  their  4 students.  The  cost — really  a pittance 
considering  the  total  state  outlay  in  this  day  and 
time. 

The  students  selected  would  be  on  the  basis  of 
sincerity  of  purpose,  need,  and  scholarship.  They 
could  be  selected  by  a competitive  examination  or 
committees,  and  ideally  would  be  students  in  their 
senior  year  of  college  who  are  qualified  and  deserv- 
ing, and  yet  might  not  be  able  to  attend  medical 
school  without  full  help. 

Now,  you  say,  this  has  been  tried  before  and  it 
hasn't  worked.  The  newly  graduated  M.D.  has 
welched  on  his  agreement  or  has  borrowed  money  and 
paid  back  the  loan  and  then  gone  to  work  in  the 


city.  Others  have  gone  to  the  country  and  stayed  only 
a few  weeks  or  months.  True,  it  hasn’t  worked  too 
well  in  most  cases. 

I would  like  to  suggest  a few  ideas  that  might 
make  this  work.  In  the  first  place  the  selections  of 
sponsored  students  might  be  weighted  in  favor  of  per- 
sons from  rural  areas  who  know  and  like  such  a 
location.  Second,  the  student  would  agree  and  would 
sign  an  irnn-clad  contract  with  clauses  to  see  that  he 
or  she  must  fulfill  the  terms  or  they  would  not  be 
granted  their  license  in  the  state  of  Tennessee.  It  could 
be  stipulated  that  the  money  would  never  be  repaid 
if  the  terms  were  fulfilled.  This  would  be  an  incentive. 
This  could,  I think,  be  worked  out  by  legal  minds  in 
TMA  headquarters  and  the  state  legislature.  Such  a 
plan  has  worked  in  Scandanavian  countries  and  in 
England  during  a limited  trial.  I think  it  might  work 
here,  and  I hope  it  can  be  given  some  consideration 
by  the  TMA  and  the  governor  and  the  legislature.  It 
would,  in  10  years,  furnish  50  new  M.D.s  in  areas 
which  now  have  none.  Quite  an  improvement. 

W.  Rutledge  Miller,  M.D. 

215  North  Boone  St. 

Johnson  City,  Tenn.  37601 


TREWHITT.  MADISON  S.,  Cleveland,  died  Novem- 
ber 9,  1973,  age  62.  Graduate  of  University  of 
Tennessee  Medical  School,  Memphis,  1934.  Member 
of  Bradley  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome 
these  new  members  of  the  Tennessee  Medical  Associa- 
tion. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Donald  Ross  Campbell,  M.D.,  Chattanooga 
Larry  W.  Davis,  M.D.,  Chattanooga 
Ronald  L.  Molloy,  M.D..  Chattanooga 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Alan  D.  Samuels,  M.D.,  Memphis 
Anthony  Segal,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  L.  Bell,  M.D.,  Nashville 
Leroy  M.  Burton,  Jr.,  M.D.,  Nashville 
James  J.  Couperus,  M.D.,  Madison 
Melvin  L.  Elson,  M.D.,  Nashville 
Henry  W.  Foster,  M.D.,  Nashville 
Donald  L.  Foxworthy,  M.D.,  Nashville 
Frank  R.  Freemon.  M.D.,  Nashville 
David  W.  Gregory,  M.D.,  Nashville 
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Julius  J.  Matzelle,  M.D.,  Nashville 
Alvin  H.  Meyer,  M.D.,  Nashville 
Hugh  Bryan  Noah,  M.D.,  Nashville 
David  N.  Orth,  M.D.,  Nashville 
G.  Palacio-Del  Valle,  M.D.,  Nashville 
Ronald  E.  Rosenthal,  M.D.,  Nashville 
Mary  P.  Schultz,  M.D.,  Nashville 
Choon  Duck  Son,  M.D.,  Madison 
Janies  B.  McGehee,  M.D.,  Nashville 
R.  G.  Satterfield,  M.D.,  Nashville 
Medha  Suwanawongse,  M.D.,  Nashville 
T.  A.  J.  Vaughan,  M.D.,  Nashville 


program/  and  new/  of 
medical  rocietie/ 


Chattanooga-Hamilton  County 
Medical  Society 

The  Chattanooga-Hamilton  County  Medical  Society 
has  installed  new  officers  for  the  coming  year. 

Dr.  I.  Lee  Arnold  has  been  installed  as  President, 
and  Dr.  C.  Windom  Kimsey  is  the  new  President-elect. 

Other  officers  are  Dr.  Paul  E.  Hawkins,  secretary- 
treasurer,  Dr.  Billy  Allen,  elected  to  the  board  of 
governors,  and  Dr.  Jerome  H.  Abramson  was  elected 
to  the  board  of  censors. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

Two  more  major  national  health  insurance 
proposals  have  been  thrown  into  the  Congres- 
sional hopper,  bringing  the  total  to  eight  with 
at  least  two  more  waiting  in  the  wings,  including 
that  of  the  Administration. 

Chairman  Harley  O.  Staggers  (D-W.Va.)  of 
the  House  Commerce  Committee  has  intro- 
duced his  own  national  health  insurance  pro- 
posal (NHI),  saying  hearings  will  be  held  on 
his  bill  in  the  coming  year. 

The  second  new  NHI  proposal  came  from 
Senate  Republican  leader  Hugh  Scott  (R-Pa.) 
and  Charles  Percy  (R-Ill.). 

Staggers’  National  Comprehensive  Health 
Benefits  Act  of  1973  would  provide  compre- 
hensive health  care  benefits  and  complete  pro- 
tection against  the  costs  of  catastrophic  illness 
to  all.  It  would  be  financed  by  a combination 
of  contributions  from  employers,  the  federal 
government  and  individuals,  scaled  to  income. 
The  federal  funds  are  for  health  insurance  and 
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catastrophic  illness  benefits  for  the  poor  and 
near-poor. 

The  introduction  came  shortly  before  hear- 
ings on  NHI  by  the  Commerce  Subcommittee 
on  Public  Health  and  Environment. 

It  is  the  first  major  NHI  proposal  to  be  re- 
ferred to  the  Interstate  and  Foreign  Commerce 
Committee  rather  than  the  Committee  on  Ways 
and  Means,  Staggers  noted,  adding  that  it  is 
the  first  NHI  proposal  by  a chairman  of  a 
major  committee  in  the  House. 

Major  features  of  the  proposal,  as  described 
by  Staggers: 

— a strong  role  for  state  governments  in  the 
development  and  administration  of  the 
program; 

— incentives  for  the  creation  and  use  of 
Health  Maintenance  Organizations; 

— a six-year  transitional  period  for  orderly 
development; 

— the  use  of  existing  private  health  insurance 
carriers  for  administration  of  the  insurance 
provisions; 

— and  the  fact  that  the  program  builds,  on, 
rather  than  federalizing,  the  existing  health 
care  system. 

The  bill  provides  that  newly  created  State 
Health  Commissions  (SHC’s)  would  be  re- 
sponsible for  the  actual  administration  of  much 
of  the  program,  including  standard  setting  and 
quality  control,  assisting  in  the  development 
of  Health  Maintenance  Organizations  (HMO’s), 
and  administration  of  some  of  the  insurance  pro- 
visions. Existing  private  health  insurance  car- 
riers would  be  used  to  underwrite  most  of  the 
legislation’s  insurance  benefits.  The  develop- 
ment and  use  of  HMO’s  would  be  encouraged 
through  additional  direct  developmental  assis- 
tance and  through  a ten  percent  federal  subsidy 
of  HMO  premiums. 

Within  two  years  of  enactment  all  aged,  low 
income  and  unemployed  individuals  and  fami- 
lies, would  be  provided  coverage  for  basic  health 
services.  Within  four  years  of  enactment,  all 
individuals  and  families  would  be  provided 
coverage  for  basic  health  services  and  the  costs 
of  catastrophic  illness.  Within  seven  years  of 
enactment,  all  individuals  and  families  would 
be  provided  coverage  for  comprehensive  health 
care  benefits  and  the  costs  of  catastrophic 
illness. 

Senator  Scott  said  his  two-part  “Health 
Rights  Act”  would  provide  for  in-patient  pro- 
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tection  for  all  persons  suffering  major  illness, 
and  would  set  up  an  out-patient  health  main- 
tenance insurance  plan.  It  would  replace  both 
the  medicare  and  medicaid  programs  now  in 
effect.  Scott  added  that  he  believed  his  bill 
was  “must  legislation”  for  this  session  of  Con- 
gress "because  its  goal  is  to  serve  every  Ameri- 
can at  a critical  time.” 

Under  the  Scott-Percy  Health  Rights  Act, 
both  the  in-patient  and  out-patient  plans  would 
be  administered  by  insurance  carriers  or  other 
public  or  private  agencies  on  a regional  basis, 
under  contract  with  the  newly  created  Office 
of  Health  Care  within  the  Department  of  Health. 
Education  and  Welfare. 

The  in-patient,  “major  illness”  protection 
differs  from  traditional  catastrophic  plans  by 
covering  all  costs  above  each  family’s  health 
cost  ceiling,  which  is  determined  by  a formula 
taking  into  account  both  family  income  and 
family  size.  Money  for  the  plan  would  be  fi- 
nanced in  part  through  the  present  health  in- 
surance portion  of  Social  Security  payroll  taxes 
and  in  part  through  general  revenues. 

The  out-patient  plan  would  be  financed  in 
part  through  family  premium  payments  which 
would  be  supplemented  in  whole  or  part  with 
federal  payments  for  low-income  families.  Em- 
ployers could  arrange  to  finance  all  or  part  of 
their  employees’  premiums. 

The  Act  would  also  establish  a two-year, 
Presidentially  appointed  “Health  Delivery  Com- 
mittee” to  study  the  current  and  longrange 
needs  for  medical  personnel  and  facilities.  It 
would  make  recommendations  to  the  President 
and  Congress. 

% 

The  American  Medical  Association  has  asked 
the  Congress  to  reject  proposed  legislation  that 
would  restrict  the  Food  and  Drug  Administra- 
tion’s authority  over  food  supplements. 

In  testimony  before  the  House  Commerce 
Subcommittee  on  Health  and  Environment, 
C.  E.  Butterworth,  Jr.,  M.D.,  Chairman  of  the 
AMA’s  Council  on  Foods  and  Nutrition,  said 
the  FDA’s  actions  “are  based  upon  sound 
scientific  evidence  and  are  clearly  in  the  public 
interest.” 

Under  new  FDA  regulations,  U.  S.  govern- 
ment recommended  daily  allowances  (RDA’s) 
have  been  established  that  permit  the  inclusion 
of  19  essential  vitamins  and/or  minerals  in 
products  to  be  marketed  as  dietary  supplements. 


“The  RDA’s  are  based  on  those  formed  by  the 
National  Academy  of  Sciences  and  reflect  the 
most  current  scientific  judgments  on  the  sub- 
ject,” said  Dr.  Butterworth. 

Ingredients  with  no  recognized  nutritional 
value  would  be  excluded  from  dietary  supple- 
ments. 

“There  is  no  scientifically  acceptable  evidence 
to  support  the  use  of  bioflavonoids,  rutin,  inositol 
and  other  similar  ingredients,”  said  the  witness. 
“It  is  our  opinion  also  that  the  quantities  of 
vitamins  included  in  mixtures  for  dietary  supple- 
mentation should  furnish  daily  an  amount  which 
approximately  fulfills  but  does  not  greatly  exceed 
the  recommended  dietary  allowances,”  Dr. 
Butterworth  testified.  Inclusion  of  excessive 
amounts  of  fat-soluble  vitamins  A and  D can 
be  harmful,  and  “is  scientifically  unwarranted 
and  potentially  dangerous,”  he  said. 

Dr.  Butterworth  said:  “It  clearly  would  not 
be  in  the  public  interest  to  enact  legislation 
virtually  eliminating  the  authority  of  the  Sec- 
retary (HEW)  to  control  the  kinds  and  amounts 
of  ingredients  in  the  dietary  supplements  and 
other  foods  for  dietary  use.  The  current  regula- 
tions promote  safety,  and  provide  full  informa- 
tion to  consumers  about  such  products,  and 
this  information  will  enable  them  to  make  de- 
cisions based  on  scientifically  acquired  data.” 

5-C  5^  ^ 

Legislation  liberalizing  tax  treatment  of  re- 
tirement savings  by  the  self-employed  seems 
to  be  moving  closer  to  congressional  enactment 
in  the  next  Session. 

The  House  Ways  and  Means  Committee  has 
tentatively  approved  the  Senate  provision  allow- 
ing self-employed  people  such  as  lawyers,  den- 
tists and  physicians  to  claim  tax  deductions  on 
$7,500  a year,  or  15  percent  of  income,  for 
sums  placed  in  qualified  pension  plans.  This 
compares  with  the  previous  Keogh  limit  of 
$2,500  or  10  percent  of  income. 

The  threat  of  a strict  limitation  on  pension 
tax  deferments  in  corporations,  including  pro- 
fessional service  corporations,  appears  to  have 
diminished.  The  Ways  and  Means  Committee 
in  general  accepted  the  principle  in  the  Senate 
bill  of  a $75,000  annual  limit  on  retirement 
benefit  plans  (so-called  defined  benefit  plans) 
and  on  others  (defined  contribution  plans  which 
included  profit-sharing,  money  purchase,  etc.) 
of  a retirement  benefit  not  to  exceed  100  per- 
cent of  the  high  three  years  of  average  compen- 
sation. 
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Ways  and  Means  must  still  take  a final  vote 
and  also  work  out  with  the  House  Education 
and  Labor  Committee  an  agreement  on  the  form 
the  overall  legislation — a sweeping  pension  re- 
form measure — will  take  when  presented  on  the 
House  floor.  Defeated  in  Ways  and  Means  was 
a move  by  labor,  an  arch  enemy  of  the  Keogh 
provision,  to  reduce  the  tax  deferral  to  a maxi- 
mum of  $5,000  per  year. 

* * * 

President  Nixon  is  correct  in  his  statement 
that  home  temperatures  in  the  mid-60s  are,  in 
some  ways,  healthier  than  temperatures  in  the 
mid-70s,  according  to  William  Barclay,  M.D., 
Assistant  Executive  Vice  President  for  Scientific 
Affairs,  American  Medical  Association. 

“Heating  the  interior  of  homes  and  offices 
during  the  winter  removes  moisture  from  the 
air.  The  higher  the  temperature,  the  dryer  the 
air.  Air  with  little  moisture  aggravates  bronchial 
and  other  respiratory  problems.  It  can  contri- 
bute to  dry  throat  and  nose,  coughs  and  dry 
skin. 

“The  respiratory  system  doesn’t  cope  well 
with  the  sudden  changes  in  temperature. 
Moving  from  an  overly  warm  room  into  out- 
side cold  affects  the  body  adversely,  causing 
coughs  and  respiratory  problems.  The  body 
adjusts  to  temperature  changes  gradually.  We 
feel  the  cold  more  acutely  on  the  first  cold  day 
in  the  fall  than  in  January.  We  do  not  adapt 
well  to  abrupt  temperature  changes. 

“There  are  no  major  health  advantages  in- 
herent in  keeping  inside  temperature  somewhat 
lower,  but  there  are  minor  advantages  that  add 
to  comfort  and  well  being  during  the  winter.” 

* * * 

President  Nixon  has  signed  into  law  a three- 
year,  $185  million  bill  to  help  set  up  emergency 
medical  units  around  the  nation. 

The  bill  authorizes  grants  and  contracts  for 
feasibility  studies,  planning,  establishment,  op- 
eration and  expansion  of  emergency  medical  sys- 
tems (EMS)  as  well  as  research  and  training. 
Rep.  Tim  Lee  Carter,  M.D.,  (R-Ky.)  said  in 
House  debate  it  would  assist  communities 
throughout  the  nation  to  develop  and  improve 
their  emergency  medical  services  systems  and 
“contribute  directly  to  saving  tens  of  thousands 
of  lives  each  year.” 

President  Nixon  had  criticized  the  bill  in  a 
veto  earlier  this  year,  contending  that  existing 
federal  and  state  programs  are  adequate  to 
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handle  the  problem.  The  veto  led  to  a major 
confrontation  with  Congress  last  September  in 
which  the  Administration  won  when  the  House 
failed  by  a narrow  margin  to  muster  the  re- 
quired two-thirds  vote. 

The  bill  increases  from  50  percent  to  75 
percent  the  federal  share  of  grants  for  emergen- 
cy programs  and  earmarks  20  percent  of  grants 
for  rural  areas. 

The  Administration’s  prime  objection  to  the 
earlier  bill  was  an  amendment  ordering  that  all 
public  health  service  hospitals  be  kept  open. 
The  EMS  law  does  not  contain  this  provision. 
However  the  PHS  hospitals  were  kept  alive  by 
a rider  to  a military  appropriations  bill  that  was 
subsequently  signed  into  law. 

* * * 

The  White  House  has  said  that  it  plans  to 
designate  enough  radio  frequencies  for  emergen- 
cy medical  service  to  serve  the  entire  country. 

Clay  T.  Whitehead,  director  of  the  White 
House’s  Office  of  Telecommunications  Policy, 
says  this  will  be  a vital  first  step  in  giving 
American  communities  the  kind  of  integrated 
emergency  medical  services  they  need  to  save 
thousands  of  lives  a year  among  persons  strick- 
en by  heart  attacks  and  strokes  or  injured  in 
accidents.  Many  such  persons  now  die  because 
they  do  not  get  adequate  emergency  care  before 
they  reach  a hospital. 

Estimates  of  the  number  of  lives  that  could 
be  saved  each  year  if  all  regions  of  the  country 
had  adequate  emergency  care  systems  range 
from  60,000  to  more  than  100,000. 

Mr.  Whitehead  noted  that  a few  cities  al- 
ready had  efficient  systems  including  two-way 
communication  between  ambulance  and  hospital 
and  radio  equipment  for  sending  vital  data  on 
the  patient’s  condition  from  the  scene  of  the 
emergency  to  doctors  at  a hospital.  For  most 
American  communities,  he  said,  such  arrange- 
ments are  still  nothing  more  than  science  fiction. 

Dr.  Charles  C.  Edwards,  Assistant  Secretary 
for  Health  in  the  Department  of  Health,  Educa- 
tion and  Welfare,  said  the  department  was 
putting  a high  priority  on  efforts  to  develop 
an  efficient  emergency  medical  system  through- 
out the  United  States.  How  much  of  the  effort 
should  be  Federal  and  how  much  locally  initi- 
ated is  under  study,  he  said. 

The  Administration  plan  calls  for  allocating 
38  radio  frequencies  for  emergency  medical  use 
throughout  the  United  States.  Mr.  Whitehead 
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said  22  were  already  available,  but  on  a much 
less  standardized  basis.  Some  of  the  others  are 
now  used  by  the  Department  of  Defense  and 
other  Federal  agencies.  Still  others  are  used  for 
highway  callboxes,  ski  patrols  and  the  like.  A 

few  are  not  allocated. 

^ ^ $ 

The  American  Medical  Association  has 
awarded  a plaque  to  David  Kindig,  M.D.,  in 
recognition  of  his  “outstanding  and  dedicated 
service  in  implementing  the  goals  and  objectives 
of  the  National  Health  Service  Corps  (NHSC).” 

Dr.  Kindig  played  a key  part  in  launching 
the  NHSC  program  of  sending  PHS  physicians 
into  physician-shortage  areas  where  help  is  re- 
quested by  the  local  and  state  medical  societies. 
In  receiving  the  award,  the  youthful  physician 
said  the  cooperation  of  the  AMA  and  of  the 
nation’s  local  and  state  medical  societies  has 
“been  unique  and  made  the  program  a success.” 

Presenting  the  award,  at  a Washington,  D.C. 
lunch,  Richard  Palmer,  M.D.,  vice  chairman 
of  the  AMA  Board  of  Trustees,  said  the  AMA 
has  been  firmly  behind  the  NHSC  program.  He 
pointed  to  the  AMA’s  “project  USA”  program 
in  which  the  AMA  provides  physicians  to  spell 
PHS  physicians  who  are  on  vacation  or  ill. 


medical  neui/ 
in  tenne//ee 


VU  Medical  School  Names  Chair  in 
Diabetes  and  Metabolism 

The  Justin  and  Valere  Potter  Foundation 
of  Nashville  has  established  the  Addison  B. 
Scoville  Chair  in  Diabetes  and  Metabolism  at 
Vanderbilt  University,  it  was  recently  an- 
nounced. Oscar  Crofford,  M.D.,  director  of 
Vanderbilt’s  new  Diabetes  and  Endocrinology 
Center  was  named  to  the  new  Scoville  chair  by 
the  university  board  of  trust  on  October  9. 

The  chair,  named  for  Addison  B.  Scoville, 
Jr.,  M.D.,  an  eminent  Nashville  physician  and 
clinical  professor  of  medicine  at  Vanderbilt,  is 
symbolic  of  Vanderbilt’s  recognition  of  the 
ongoing  contributions  made  in  medical  edu- 
cation by  clinical  faculty,  a spokesman  said. 
In  addition,  the  naming  of  this  professorship 
in  Dr.  Scoville’s  honor  is  particularly  significant 
in  that  he  is  an  internationally  recognized  au- 
thority in  the  management  of  patients  with 
diabetes.  Scoville,  too,  was  elected  president 


of  the  American  Diabetes  Association  last 
Spring.  \He  is  also  associate  editor  of  The 
TMAJ—Ed ] 

Dr.  Crofford,  in  addition  to  his  duties  as 
director  of  the  Diabetes  and  Endocrinology  Cen- 
ter, is  associate  professor  of  medicine,  chief  of 
the  division  of  diabetes  and  metabolism  and 
associate  professor  of  physiology.  He  is  a cum 
laude  graduate  of  Vanderbilt,  1952,  and  earned 
his  M.D.  from  Vanderbilt  in  1955.  He  interned, 
then  served  his  residencies  at  Vanderbilt,  fol- 
lowing which  he  was  a United  States  Public 
Health  Service  post-doctoral  research  fellow 
in  clinical  physiology  at  Vanderbilt  and  at 
Institut  de  Biochimie  Clinique,  University  of 
Geneva,  Switzerland.  Dr.  Crofford  earned  the 
Lilly  Award  of  the  American  Diabetes  Associ- 
ation in  1970  “for  work  in  advancing  the  field 
of  mechanism  of  insulin  action.”  He  is  chair- 
man of  the  Metabolism  Study  Section,  National 
Institutes  of  Health. 

KILLER— TRAUMA 
(February  11,  8-9:30  P.M.) 

The  leading  cause  of  death  among  Americans 
under  the  age  of  40,  accidents  cause  approxi- 
mately 1 15,000  deaths  a year,  costing  the  public 
more  than  $23  billion  annually.  Accidents  on 
the  road,  in  fires,  in  the  home,  on  the  water,  on 
ski  slopes,  and  elsewhere — and  the  trauma  that 
ensues — are  a major  health  problem,  and  the 
line  between  life  and  death  is  usually  drawn 
by  the  emergency  medical  system  closest  to  the 
accident  victim. 

Good  emergency  care  treatment  of  the  trau- 
ma victim  in  this  country  is  spotty,  a fact  rec- 
ognized by  the  American  College  of  Surgeons 
which  has  a major  program  on  trauma,  and 
recently  a group  known  as  the  American  Col- 
lege of  Emergency  Physicians  has  been  formed. 

Trauma  care  requires  an  area-wide  system 
with  cooperation  among  city  officials,  hospital 
staffs,  police  departments,  fire  stations  and  citi- 
zens, as  well  as  physicians.  A few  such  systems 
are  already  proving  successful — in  Baltimore, 
Md.,  Jacksonville,  Fla.,  and  throughout  the 
state  of  Illinois. 

However,  many  more  systems  need  to  be 
put  into  effect.  There  is  no  other  medical  area 
where  the  combination  of  medical  skills,  po- 
litical commitment  and  community  involvement 
is  more  closely  bound.  In  the  Trauma  show  of 
“The  Killers,”  new  techniques  developed  to 
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handle  trauma,  new  institutions  created  to  bring 
care  to  its  victims,  and  new  community  action 
programs  working  to  improve  care  are  among 
the  subjects  to  be  covered. 

See  October  1973  issue  of  the  Journal  for  pro- 
gramming details  and  a list  of  channels  carrying 
this  series. — Ed. 


pef/onal  new/ 


DR.  H.  A.  BLAKE,  Knoxville,  has  been  elected  Presi- 
dent of  the  Knoxville  Academy  of  Surgery. 

DR.  JOHN  W.  CAMPBELL,  Knoxville,  has  been 
elected  Chief  of  Staff  at  the  East  Tennessee  Children's 
Hospital.  Also,  elected  Chief  Elect  was  DR.  NORMA 
WALKER. 

DR.  C.  ROBERT  CLARK,  Chattanooga,  has  been 
appointed  to  the  Advisory  Committee  of  the  Medic 
Alert  Foundation  International. 

DR.  JAMES  W.  DAVIS,  Chattanooga,  has  been 
elected  to  the  American  Association  of  Plastic 
Surgeons. 


announcement/ 


CALENDAR  OF  MEETINGS 


1974 

Jan.  18-19 


STATE 

Tennessee  Regional  Meetings,  Ameri- 
can College  of  Physicians,  Holiday 
Inn  Vanderbilt,  Nashville,  Tenn. 


NATIONAL 


1974 

Jan. 

19-23 

American  Academy  of  Allergy, 
Americana,  Bal  Harbour,  Fla. 

Jan. 

19-24 

American  Academy  of  Orthopaedic 
Surgeons,  Fairmont  Hotel  and  Con- 
vention Center,  Dallas. 

Jan. 

25-27 

Southern  Radiological  Conference, 
Grand  Hotel,  Point  Clear,  Ala. 

Jan. 

28-30 

Society  of  Thoracic  Surgeons,  Cen- 
tury Plaza,  Los  Angeles 

Feb. 

10-16 

American  Society  of  Contemporary 
Medicine  and  Surgery,  Fontainebleau 
Hotel,  Miami  Beach,  Fla. 

Feb. 

11-14 

American  College  of  Cardiology, 
Hilton  and  Americana,  New  York 

DR.  H.  EDWARD  GARRETT,  Memphis,  has  been 
elected  Chief  of  Staff  at  the  Baptist  Hospital.  Also, 
elected  President  of  the  Medical  Staff  was  DR. 
ROBERT  P.  McBURNEY. 

DR.  RALPH  S.  HAMILTON,  Memphis,  has  been 
elected  Chairman  of  the  Section  on  Ophthalmology  of 
the  Southern  Medical  Association. 


Feb.  15-21  Thirteenth  Congress  of  the  Pan- 
Pacific  Surgical  Association,  Hilton 
Hawaiian  Village  Hotel,  Honolulu, 
Hawaii 

Feb.  21-23  Seventeenth  Congress  on  Administra- 
tion, American  College  of  Hospital 
Administrators,  Palmer  House, 
Chicago 


DR.  ROBERT  LASH,  Knoxville,  has  been  named 
Tennessee's  Foremost  Family  Physician  for  1974  by 
the  Tennessee  Academy  of  Family  Physicians  at  its 
recent  meeting  in  Gatlinburg. 

DR.  STEWART  LAWWILL,  JR.,  Chattanooga,  was 
named  Boss-of-the-Year  recently  by  the  Chattanooga 
Chapter  of  the  American  Association  of  Medical  Assis- 
tants. 

DR.  CHARLES  D.  McDONALD,  Chattanooga,  has 
been  elected  to  Fellowship  in  the  American  College  of 
Cardiology. 

DR.  EDWIN  K.  PROVOST,  Columbia,  was  honored 
by  the  Maury  County  Medical  Society  recently  upon 
his  retirement  after  36  years  of  medical  practice  in 
Columbia. 

DR.  ROBERT  L.  RICHARDSON,  Memphis,  has  been 
installed  as  President  of  the  Faculty  Senate  at  the 
University  of  Tennessee  Medical  Units. 


Feb.  28  & 
March  1 


38th  International  Medical  Assembly 
of  Southwest  Texas,  El  Tropicano 
Motor  Hotel.  San  Antonio 


March 

1-8 

American  Society  of  Clinical  Pa- 
thologists, Los  Angeles  Hilton,  Bilt- 
more,  and  Convention  Center,  Los 
Angeles 

March 

8-10 

AMA-AMPAC  Public  Affairs  Work- 
shop, Washington-Hilton  Hotel, 
Washington,  D.C. 

March 

9-16 

International  Academy  of  Pathology, 
San  Francisco  Hilton,  San  Francisco 

March 

25-27 

American  College  of  Surgeons,  Hous- 
ton 

March 

27 

American  Society  of  Clinical  On- 
cology, Rice  Hotel.  Houston 

March 

29- 

American  Society  of  Abdominal 

April 

3 

Surgeons,  Caesar’s  Palace,  Las  Vegas, 

Nev. 
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continuing 
fcion  opportunities 


The  continuing  medical  education  accredita- 
tion program  of  TMA,  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


depth  study  of  a wide  range  of  subjects  of  importance 
to  practicing  physicians. 

Tennessee  Regional  Meeting,  Jan.  18-19,  1974,  Holi- 
day Inn-Vanderbilt,  Nashville,  Tenn.  INFO:  Gerald 
I.  Plitman,  M.D.,  1734  Madison  Ave.,  Memphis, 
Tenn.  38104 

Mississippi-Louisiana  Regional  Meeting,  Feb.  15-16, 
1974,  Broadwater  Beach  Hotel,  Biloxi,  Miss.  INFO: 
Guy  D.  Campbell,  M.D.,  Veterans  Administration 
Hospital,  1500  E.  Woodrow  Wilson  Ave.,  Jackson, 
Miss.  39216 

Alabama  Regional  Meeting,  May  10-12,  1974,  Point 
Clear,  Alabama.  INFO:  Alwyn  A.  Shugerman, 

M.D.,  1815  11th  Ave.,  S.,  Birmingham,  Ala.  35205 


Medical  College  of  Georgia 
CME  Courses 

Date  Title,  Location 

1974 


February  6-8  Basic  Electrocardiography,  Medical 
College  of  Georgia,  Augusta,  Ga. 

February  7 Medicine  and  Religion,  Medical  Col- 
lege of  Georgia,  Augusta,  Ga. 

February  14-15  Neurology  in  Adults  and  Children, 
Medical  College  of  Georgia,  Augusta, 

Ga. 


March  21-23 


March  28-29 


June  13-15 


Geriatric  Problems  in  Family  Prac- 
tice, Medical  College  of  Georgia, 
Augusta,  Ga. 

Gastroenterology,  The  Atlanta  Mar- 
riott, Atlanta,  Ga. 

Internal  Medicine,  Buccaneer  Motor 
Lodge,  Jekyll  Island,  Ga. 


American  College  of  Physicians 
Regional  Meetings, 

Postgraduate  Courses 

The  ACP’s  one-to-three  day  Regional  Meetings  are 
designed  to  help  practicing  internists  (and  physicians 
in  related  specialties)  keep  abreast  of  new  develop- 
ments on  the  basic  sciences  and  clinical  medicine. 
They  bring  new  advances  in  medical  research  from 
major  research  centers  to  local  internists  not  able  to 
travel  to  medical  meetings  outside  of  their  own  state 
and  also  provide  a means  for  practitioners  in  the 
region  to  report  to  their  colleagues  on  investigative 
work  and  clinical  experiences  of  their  own. 

Averaging  two-to-three  days  in  duration,  the  ACP 
Postgraduate  Courses  provide  opportunities  for  in- 


Network for  Continuing  Medical  Education 
Schedule  of  Upcoming  NCME  Programs 

Jan.  14-  DIAGNOSING  THE  INFLAMED 
Jan.  27  BOWEL,  with  Marvin  M.  Schuster,  Di- 

rector of  Gastroenterology,  Baltimore 
City  Hospitals,  and  Associate  Professor 
of  Medicine,  Assistant  Professor  of 
Psychiatry  at  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Mary- 
land. 

FAILURE  TO  THRIVE,  with  Aaron  R. 
Rausen,  M.D.,  Director  of  Pediatrics  at 
Beth  Israel  Medical  Center,  and  Profes- 
sor of  Pediatrics,  Mount  Sinai  Medical 
Center,  New  York. 

PRIMARY  TREATMENT  OF  SOFT 
TISSUE  INJURIES  with  Ronald  B. 
Berggren,  M.D.,  Professor  and  Director 
of  the  Plastic  Surgery  Division,  Ohio 
State  University  College  of  Medicine, 
Columbus,  Ohio. 

Jan.  28-  THE  CASE  OF  THE  TINGLING 

Feb.  10  HAND,  with  Frank  M.  Howard.  M.D., 

Associate  Professor  of  Neurology,  Mayo 
Medical  School,  Rochester,  Minnesota. 
MONONUCLEOSIS  IN  THE  CLINIC 
AND  THE  LAB,  with  James  C. 
Niederman.  Associate  Clinical  Professor 
of  Epidemiology  and  Medicine,  Yale 
University  School  of  Medicine,  New 
Haven.  Connecticut. 

MANAGEMENT  TIPS  FOR  SOFT  TIS- 
SUE INJURIES  IN  CHILDREN,  with 
Thomas  S.  Morse,  M.D.,  Associate  Pro- 
fessor of  Surgery,  Ohio  State  University 
College  of  Medicine.  Columbus,  Ohio. 

For  more  information  about  NCME,  write  the  Net- 
work for  Continuing  Medical  Education.  15  Columbus 
Circle,  New  York.  New  York  10023. 
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The  University  of  Tennessee  College  of 
Medicine  Schedule  of  Continuing 
Education  Courses,  1974 


Feb.  25-27 

Mar.  3-8 

Mar.  14-16 
Mar.  17-20 


Recent  Advances  in  Pulmonary  Dis- 
ease, Memphis 

Fundamentals  of  Otolaryngology, 
Memphis 

Fluctuant  Hearing  Loss,  Memphis 
Principles  of  Rhinoplasty,  Memphis 


Mar.  25-30 
Apr.  6-7 
Apr.  18-19 

Apr.  29-30 
May  10-12 

May  15-18 
May  20-24 


Review  Course.  Memphis 
Pediatric  Anesthesia,  Memphis 
Leigh  Buring  Conference  on  Excep- 
tional Children,  Memphis 
Emergency  Room  Care,  Memphis 
Fundamentals  of  Clinical  Otology, 
Memphis 

Clinical  EKG,  Paris,  Tenn. 

Intensive  Review  of  the  Science  of 
Anesthesiology,  Memphis 


Vanderbilt  University  CME 
Course  Listings 

1974 

3rd  Annual  Dragstedt  Surgery  Symposium 

and  Edwards  Memorial  Lecture  Jan.  25-26 

High  Risk  Pregnancy  and  Newborn  Care  March 

Venereal  Disease : A New  Look  at  Treatment 
Tenn.  Dept,  of  Public  Health;  U.  of  Tennessee; 

Meharry  Medical  College  March  16 

Diabetes:  1974  April 

1 3th  Annual  Seminar  in  Psychiatry 

Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  May 
For  further  information  contact: 

Paul  E.  Slaton,  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
1100  Baker  Bldg.,  110  21st  Avenue  South 
Nashville,  Tennessee  37203  Tel.  615-322-2716 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for  phy- 
sicians in  family  practice  and  in  various  subspecialties 
have  been  developed  by  the  School  of  Medicine  and  the 
Division  of  Continuing  Education  of  Vanderbilt  Uni- 
versity. The  practicing  physician,  with  the  guidance 
of  the  participating  department  chairman,  can  plan  an 
individualized  program  of  one  to  four  weeks  to  meet 
recognized  needs  and  interests.  The  experience  will  in- 
clude contact  with  patients,  discussion  with  clinical  and 
academic  faculty,  conferences,  ward  rounds,  learning 
individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Ex- 
perience in  more  than  one  discipline  may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 


Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D, 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 


ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physicians 
Recognition  Award  and  American  Academy  of  Family 
Physicians  Continuing  Education  accreditation. 


APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
1100  Baker  Bldg.,  110  21st  Avenue  South 
Nashville,  Tenn.  37203  Tel.  615-322-2716 


Current  Obstetric  and 
Gynecologic  Practice 

Department  of  Obstetrics  and  Gynecology 
The  University  of  Texas  Medical  School  at  San  Antonio 
Postgraduate  Course — January  24-30,  1974 

The  course,  given  in  3 parts,  is  designed  primarily 
as  an  aid  to  candidates  for  the  American  Board  exami- 
nation, but  will  be  useful  to  practicing  physicians  who 
desire  a resume  of  modern  clinical  practices  in  ob- 
stetrics and  gynecology. 

Part  I — Gynecologic  Pathophysiology  and  Oncology. 

Part  II — Gynecologic  Endocrinology  and  Genetics. 

Part  III — Obstetrical  Pathophysiology. 

The  $250  enrollment  fee  includes  a study  set  of 
35mm  Kodachrome  slides,  furnished  to  each  regis- 
trant for  home  study  in  advance  of  the  course,  and 
cocktails  and  dinner  on  Saturday  night,  January  26. 

The  course  will  be  limited  to  150  students.  Registra- 
tion must  be  made  by  December  1,  1973.  For  further 
details  and  to  register,  write  to  C.  J.  Pauerstein,  M.D., 
Dept.  Ob-Gyn,  the  University  of  Texas  Medical  School 
at  San  Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
Texas  78284. 
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American  College  of  Chest  Physicians 
Postgraduate  Programs,  1974 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  The  continuing  education  program  for 
physicians  sponsored  by  the  American  College  of  Chest 
Physicians  has  been  accredited  by  the  Council  on 
Medical  Education  of  the  American  Medical  Associa- 
tion and  is  acceptable  for  credit  toward  the  AMA 
Physician’s  Recognition  Award. 

For  further  information  contact:  Bradford  W. 

Claxton.  M.  Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago,  Illinois  60611. 

Jan.  22-24 — “Pediatric  Pulmonary  Course,”  New  Or- 
leans, Louisiana 

Jan.  30-Feb.  1 — “Practical  Clinical  Pulmonary  Physi- 
ology,” Cleveland,  Ohio 

Feb.  4-8 — "The  Lung — Young  and  Old,”  Snowmass, 
Aspen,  Colorado 

Feb.  25-Mar.  1 — “Problems  in  Clinical  Cardiology,” 
Miami  Beach,  Florida 

Mar.  4-6 — “Respiratory  Care  in  Shock  Syndromes” 
(With  a Special  Session  on  Underwater  Pulmonary 
Problems),  Honolulu,  Hawaii 

Mar.  27-29 — "Office  Management  of  Respiratory  Dis- 
ease,” Las  Vegas,  Nevada 

Apr.  3,  4 — “Advances  in  the  Management  of  Acquired 
Heart  Disease,”  Playboy  Club  Hotel,  Great  Gorge, 
N.J. 

May  23,  24 — “Critical  Care  Medicine — The  Nurse, 
The  Therapist,  The  Physician.”  Denver,  Colorado 


Symposium  on  Bone  and 
Joint  Radiology 

The  Departments  of  Diagnostic  Radiology  and 
Orthopaedic  Surgery  at  the  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky,  will  conduct  a 
symposium  on  Bone  and  Joint  Radiology  from  May 
1-3,  1974,  immediately  preceding  the  100th  Renewal 
of  the  Kentucky  Derby.  In  the  morning  sessions  a 
distinguished  guest  faculty  will  analyze  radiographs 
of  selected  unknown  cases  that  demonstrate  differential 
diagnostic  features  of  various  types  of  bone  and  joint 
pathology.  Each  registrant  will  be  sent  copies  of  the 
radiographs  of  each  case  prior  to  the  meeting.  After- 
noon sessions  will  be  devoted  to  informal  discussions 
between  small  groups  of  registrants  and  a member  of 
the  guest  faculty. 

For  further  details  and  an  application  form,  write: 
Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 


PAS/MAP  WORKSHOP 

The  workshop  emphasizes 

Medical  Audit  Studies-directed  practice  seminars 
Quality  of  Care  Assessment  and  Improvement — 
(PSRO,  JCAH,  QAP) 

Utilization  Review — extended  duration  and  retro- 
spective (medical  care  evaluation  studies) 
Demonstration  of  techniques  for  using  the  PAS 
system  reports 

Applications  to  PSRO  portion  of  PL  92-603 
The  workshop  does  not  teach  coding,  abstracting  or 
details  of  data  processing. 

Who  should  attend? 

Physicians 

Hospital  Administrators 
Hospital  Trustees 

Chief,  Medical  Record  Department 
Health  Record  Analysts 
Health  Organization  Representatives 
A hospital  team  should  include  one  or  more  physicians, 
administrators,  health  record  analysts,  and  the  chief  of 


the  medical  record  department. 

Registration  Fee  (per  person) 

PAS  Hospital  $40.00 

Non-PAS  Hospital  or  Organization  $55.00 


Fee  includes  all  study  materials  and  luncheon. 
The  Program 

PSRO  and  the  Hospital’s  Quality  Control 
How  to  Do  Medical  Audit  Studies 
Display  of  Practice  Demonstration 
PSRO  Legislation  and  Utilization  Review 
Laboratory  Sessions  in  Applications  of  Data 
CPHA  Resources  to  Help  Hospitals  and  PSROs 

Fully  approved  by  AMA  Council  on  Continuing  Medi- 
cal Education.  Attendance  applies  toward  AMA  Phy- 
sician’s Recognition  Award  ( Category  1). 

Acceptable  for  elective  hours  from  the  American 
Academy  of  Family  Physicians,  American  College  of 
General  Practitioners  in  Osteopathic  Medicine  and 
Surgery  ( Class  2),  and  College  of  Family  Physicians 
of  Canada. 

Time  and  Location 
9:00  a. m. -4:00  p.m. 

Registration — 8:30  a.m. 

Thursday,  14  February  1974 
Hilton  Airport  Inn,  Nashville,  Tenn. 

1 International  Plaza 
Phone:  (615)  244-5472 

Symposium  on  the  Recent  Advances 
In  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  spring,  with 
outstanding  specialists  in  the  field  of  allergy  as  featured 
speakers.  A golf  and  tennis  tournament  will  be  held 
in  conjunction  with  this  symposium.  Please  contact: 
Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 
Asheville,  NC  28801 
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“Practical  Clinical  Pulmonary  Physiology” 

The  course  will  be  held  at  Case  Western  Reserve 
University  School  of  Medicine — Auditorium,  January 
30-February  1,  1974  in  Cleveland,  Ohio,  Sponsored 
by  the  American  College  of  Chest  Physicians,  Northern 
Ohio  Lung  Association,  Case  Western  Reserve  Uni- 
versity School  of  Medicine,  Ohio  Lung  Association 
and  the  American  Thoracic  Society.  Registration  fees 
are:  ACCP,  ATS  members,  $100;  non-members,  $125; 
residents,  $50. 

A thorough  investigation  of  blood  gases  and  respira- 
tory insufficiency  will  be  presented.  Emphasis  will 
be  placed  on  practical  approaches  to  common  prob- 
lems especially  as  they  can  be  dealt  with  in  the 
community  hospital  setting. 

For  registration  informatjion  contact:  Bradford 

W.  Claxton,  M.Ed.,  Director  of  Continuing  Edu- 
cation, American  College  of  Chest  Physicians,  112 
East  Chestnut  St.,  Chicago,  Illinois  60611. 


Fluctuant  Hearing  Loss  Symposium 

The  University  of  Tennessee  College  of  Medicine, 
Department  of  Otolaryngology  and  Maxillofacial 
Surgery,  announces  the  first  symposium  on  Fluctuant 
Hearing  Loss,  March  14,  15,  and  16,  1974. 

The  purpose  of  this  Symposium  will  be  to  define 
Fluctuant  Hearing  Loss,  including  sudden  hearing  loss, 
to  document  what  is  known  about  the  causes  of  Fluc- 
tuant Hearing  Loss,  with  the  aim  of  agreeing  upon  a 
more  rational  method  of  treatment. 

There  will  be  lectures  and  group  discussion  open  to 
the  audience. 

The  Symposium  will  be  held  in  Wassell  Randolph 
Student  Alumni  Center,  800  Madison  Avenue,  Mem- 
phis, Tennessee,  beginning  at  9:00  A.M.  and  conclud- 
ing at  5:00  P.M.  each  day. 

For  information  write:  Division  of  Continuing  Edu- 
cation and  Conferences,  The  University  of  Tennessee 
Medical  Units,  800  Madison  Ave.,  Memphis,  Tennessee 
38163. 


Pediatrics  Postgraduate  Course 

The  23rd  Annual  Postgraduate  Course  in  Pediatrics 
of  The  University  of  Texas  Medical  Branch  will  be 
held  in  Galveston,  Texas,  March  14  and  15,  1974. 
The  course  will  be  entitled  “Pediatric  Potpourri.” 

This  program  is  acceptable  for  12  prescribed  hours 
by  the  American  Academy  of  General  Practice  and 
registration  fee  will  be  $75.00.  Further  information  will 
be  furnished  by  Lillian  H.  Lockhart,  M.D.,  Chairman. 
Pediatric  Postgraduate  Committee,  The  University  of 
Texas  Medical  Branch,  Galveston,  Texas  77550. 
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Advanced  Continuing  Education 
Workshop — “Plastic  Surgery 
Of  the  Aging  Face” 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine  of  the  University  of 
Illinois  (in  cooperation  with  the  American  Academy 
of  Facial  Plastic  and  Reconstructive  Surgery,  Inc.) 
will  present  a multidisciplinary  workshop  in  facial 
plastic  surgery  June  1 through  5,  1974.  M.  Eugene 
Tardy,  Jr.,  M.D.,  is  the  chairman  of  the  five-day 
workshop. 

The  course  will  provide  participants  an  opportunity 
to  enhance  and  refine  their  knowledge  and  diagnostic 
skills  in  analyzing,  evaluating  and  managing  patients 
presenting  problems  of  facial  aging.  Topics  for  con- 
sideration include  blepharoplasty,  dermabrasion,  face- 
lift, browlift,  chemexfoliation,  local  pedicle  flaps  and 
scar  camouflage.  Live  and  videotaped  television  cov- 
erage of  surgical  techniques  will  be  offered  in  addition 
to  panel  discussions  by  the  distinguished  local  and 
national  faculty  members. 

Interested  physicians  should  write  to  the  Department 
of  Otolaryngology,  Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago,  Illinois  60612. 


Course  in  Laryngology  and 
Bronchoesophagology 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine  of  the  University  of  Illi- 
nois and  the  Eye  and  Ear  Infirmary  of  the  University 
of  Illinois  Hospital,  will  conduct  a continuing  educa- 
tion course  in  Laryngology  and  Bronchoesophagology 
March  18  to  23,  1974.  The  course  is  limited  to  twenty 
physicians  and  will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D.  It  will  be  held  largely  at  the  Eye  and 
Ear  Infirmary,  1855  West  Taylor  Street,  Chicago,  and 
will  include  visits  to  a number  of  other  Chicago  hos- 
pitals. Instruction  will  be  provided  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as  well 
as  didactic  lectures. 

Interested  physicians  will  please  write  directly  to 
the  Department  of  Otolaryngology,  Eye  and  Ear  In- 
firmary, 1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 


Electroencephalography  Course 

The  ninth  annual  continuation  course  in  “Current 
Practice  of  Clinical  Electroencephalography,”  spon- 
sored by  the  American  Electroencephalographic  So- 
ciety, will  be  held  in  Seattle,  Washington  on  July 
22-24,  1974.  The  course  is  approved  by  the  AMA 
Council  on  Medical  Education.  Further  information 
may  be  obtained  from  the  course  director,  Donald  W. 
Klass,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota 
55901. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


■n 

™ /peciol 
item 


“?:-S 


mm 


Socialized  Doctors  Have 
Socialized  Patients* 

THE  HONORABLE  RONALD  REAGAN 
Governor  of  the  State  of  California 


Tradition  calls  for  a speaker  to  establish  some 
kind  of  bond  or  connection  with  those  whom 
he  addresses.  Therefore  I’ve  reminded  myself 
of  a man  who  was  a first  class  hypochondriac, 
a chronic  complainer,  who  told  a friend  one 
day  he  had  changed  doctors.  He  said  the  new 
doctor  discovered  that  his  problem  is  a de- 
ficiency in  iron.  “He  has  me  on  iron  tablets 
every  day,”  the  man  told  his  friend,  “a  shot 
once  a week  and  an  intravenous  injection  of 
iron  once  each  month.”  His  friend  asked  “Are 
you  feeling  better?”  He  answered,  “Only  when 
I’m  facing  north.” 

But  among  the  hazards,  or  perhaps  I should 
say  the  occupational  discomforts,  of  your  pro- 
fession is  the  assumption  by  some  of  us  among 
the  laity,  that  you  find  our  description  of  our 
aches  and  pains  entertaining  social  chitchat.  I 
know  that  if  one  of  us  is  introduced  to  one  of 
you,  whether  it  is  at  a cocktail  party,  a soiree 
or  on  the  street,  that  title  before  your  name 
usually  guarantees  that  the  weather,  religion, 
politics,  or  even  sex  will  not  become  the  sub- 
ject of  conversation.  We  had  a fellow  in  the 
industry  I used  to  be  in,  show  business,  the 
late  Moss  Hart.  Moss  was  particularly  addicted 
to  that  sort  of  drawing  room  diagnosis.  He 
couldn’t  be  introduced  to  a doctor  without  going 
into  something  about  a low  back  pain.  One 
day,  at  a cocktail  party,  he  was  introduced  to 
a Dr.  Jones  and  immediately  started  to  say, 
“I’ve  been  having  a pain,”  and  his  friend  said, 
“Moss,  please,  Dr.  Jones  is  a doctor  of  eco- 
nomics.” Moss  wasn’t  stopped  for  a second, 
“I  bought  some  stock  the  other  day.” 

Well,  doctors,  I have  this  pain,  most  of  the 
time  it  is  a little  lower  down  than  the  one 
that  Moss  Hart  complained  about.  My  health 
problem  has  symptoms  that  consist  of  feeling 


*An  address  delivered  by  Governor  Reagan.  October 
5 in  San  Francisco,  during  the  Clinical  Congress  of  the 
American  College  of  Surgeons. 

Reprinted  with  permission  from  the  Bulletin  of  the 
American  College  of  Surgeons,  vol.  58.  No.  4 (April) 
1973. 


. . . a feeling  that  I’m  losing  my  personal  free- 
dom. The  growth  of  regimentation  today  and 
the  increasing  restriction  of  freedom  of  choice 
are  getting  to  be  more  than  I can  bear.  Actually 
this  ailment  isn’t  confined  to  me,  it’s  getting 
quite  commonplace.  It  is  endemic  in  a number 
of  other  countries,  and  the  reason  I’ve  chosen 
to  speak  to  you  about  it  is  because  the  virus, 
I'm  afraid,  has  its  incubus  in  your  profession. 
It’s  a viral  disorder  that  cannot  be  localized, 
and  once  it  settles  on  the  doctors,  it  settles  on 
the  patients,  all  of  us. 

The  first  symptom  of  this  disease  is  an  excess 
of  rhetoric  about  the  need  to  provide  more  and 
better  health  care  for  the  poor.  This  spreads 
rapidly  because  virtually  all  of  us  are  com- 
mitted to  the  belief  that  no  one  should  be  denied 
medical  care  because  of  an  inability  to  pay. 
We’ve  always  felt  that  way,  and  yet  a great 
many  of  us  seem  to  have  forgotten  that  in  an 
earlier  day  of  not  too  long  ago,  the  medical 
profession  met  that  problem  on  an  individual 
basis  with  no  help  from  government,  and  with 
very  little  talk  from  social  planners  about  a 
crisis  in  “the  health  delivery  system.”  Doctors 
carried  patients  on  the  books  with  no  thought 
of  ever  collecting  from  them  and  without  any 
embarrassing  reference  to  their  charity  status. 

It  is  probably  true  that  such  a system  has 
become  outmoded  by  the  increase  in  urbani- 
zation and  the  complexities  of  modern  living, 
and  that  we  do  need  a more  orderly  and  compre- 
hensive process.  The  real  question  is,  who  is 
best  equipped  to  evolve  such  a process  and  to 
supervise  its  operation?  Simple  common  sense 
would  indicate  a rather  obvious  answer.  But 
we’d  be  overlooking  that  virus  and  what  its 
effects  have  been  on  rational  thinking.  We’re 
already  in  the  advanced  stages  where  we  find 
ourselves  going  along  with  the  idea  that  we’re 
confronted  with  a health  care  crisis  which,  if 
we  don’t  do  something  soon,  will  become  an 
instant  disaster  requiring  immediate  government 
intervention.  Certain  politicians  spell  crisis  with 
a capital  V for  votes  and  they’re  swept  along 
by  organizations  such  as  MCHR,  the  Medical 
Committee  for  Human  Rights.  Some  day  it 
would  be  nice  to  read  about  CHR.  a Committee 
for  Human  Responsibilities. 

Only  the  most  naive  could  look  at  MCHR 
and  its  disciples  without  realizing  they  have  more 
on  their  minds  than  just  improved  medical  care 
for  the  poor.  According  to  them,  you're  sup- 
posed to  be  out  on  the  picket  lines,  leading  a 
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campaign  against  malnutrition,  or  for  ending 
the  war  in  Vietnam,  and  because  you  aren’t, 
you,  and  more  recently,  the  AMA,  are  referred 
to  by  these  people  as  the  dinosaurs  of  the 
medical  industrial  complex. 

Strangely  enough  we’ve  gone  along  with  the 
idea  that  there  is  a health  care  crisis  simply 
because  we’ve  heard  it  so  much,  and  we  find 
ourselves  discussing  the  cure  without  even  ask- 
ing for  proof  that  such  a crisis  really  exists. 
We’re  told  that  we  can  only  be  saved  by  gov- 
ernment control  of  medicine  and  instead  of  dis- 
puting this,  we  find  ourselves  arguing  not 
whether  this  is  good  or  bad,  but  how  much  or 
how  little  is  needed. 

I'm  sure  you  all  know  of  the  recent  poll 
that  found  that  a great  majority  of  people 
believe  there  is  a health  care  crisis,  that  doctors 
are  too  few,  that  medical  care  is  not  easily 
available  on  short  notice,  and  so  on.  But  what 
isn't  so  widely  told,  is  that  in  the  same  poll,  all 
of  those  who  believed  this  said  that  of  course, 
it  wasn’t  true  of  them  personally.  They  had  no 
complaint  about  their  doctor,  their  care  or  his 
accessibility. 

In  recent  years,  the  increase  in  the  number 
of  doctors  in  the  United  States  has  been  three 
times  the  increase  in  population.  In  1960,  there 
was  1 doctor  for  every  712  of  us,  today  it’s  1 
for  every  630.  This  is  a doctor-patient  ratio 
better  than  in  any  major  country  in  the  world, 
and  far  better  in  proportion  to  the  amount  of 
government  supervision  of  medicine  existing  in 
those  countries. 

It  is  true  that  here  in  the  United  States, 
doctors  are  not  evenly  distributed,  but  that 
raises  the  question  of  whether  there  is  any  avail- 
able standard  for  determining  how  many  doc- 
tors are  enough.  The  ratio  in  South  Dakota 
is  less  than  half  the  national  average,  but  there’s 
very  little  difference  in  the  health  of  the  people 
in  South  Dakota  as  compared  to  the  other  states. 
Part  of  the  crisis,  we  are  told,  has  to  do  with 
the  cost  of  passing  the  threshold  for  entry  into 
the  mainstream  of  health  care  and  the  increasing 
number  of  people  who  can’t  afford  to  take  that 
step.  Here  again,  facts  are  at  odds  with  current 
mythology.  Physicians’  fees  have  increased,  but 
only  parallel  to,  and  even  somewhat  behind,  the 
increase  in  all  other  types  of  income.  Now  I 
know  that  if  I made  that  remark  to  a con- 
sumer’s group,  there  would  be  some  raised  eye- 
brows and  maybe  some  talking  back.  A lot  of 
people  who  have  had  a recent  illness,  feel  a 
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little  bit  at  times  like  that  fighter  who  was  in 
the  ring  trying  to  get  away  from  his  opponent. 
He  was  back-pedaling  around  the  ring  and  every- 
time  he  passed  his  corner,  his  second  would  say, 
“Stay  in  there,  he  can’t  hurt  us.”  About  the 
third  time  he  went  by  the  corner,  he  turned  to 
the  second  and  he  said,  “Well,  keep  your  eye 
on  the  referee,  because  somebody  in  here  is 
kicking  hell  out  of  me.” 

Much  of  the  increased  cost  of  medicine  is  in 
reality  caused  by  the  increased  cost  of  hospitali- 
zation, and  much  of  that  reflects  an  increased 
payroll  in  an  attempt  to  keep  up  with  inflation. 
Payroll  averages  60  percent  or  better  of  hospital 
costs.  Another  factor  is  the  complete  distortion 
of  supply  and  demand  brought  about  by  Medi- 
care and  Medicaid. 

Those  who  claim  they  have  the  answer — and 
that  it  must  be  government  run  medicine — must 
subscribe  to  the  theory  that  only  those  who 
created  the  mess  in  the  first  place  are  qualified 
to  clean  it  up. 

Doctors’  fees  are  less  than  20  percent  of  the 
cost  of  health  care;  hospitals  are  almost  40  per- 
cent. I recently  stated  to  another  audience  that 
the  free  enterprise  system  in  America  is  for  the 
second  time  in  this  century  being  subjected  to 
an  all-out  attack.  It  isn’t  important  to  establish 
whether  the  assault  on  private  medicine  is  part 
of  that  attack  or  not;  it  is  true,  however,  that 
we  find  so  many  going  outside  their  own  field 
of  expertise  in  both  the  attacks  on  private  enter- 
prise and  the  attack  on  private  medicine.  A 
Harvard  economics  professor  calls  medicine  in 
America  a failure.  Labor  leaders  join  a young 
senator  from  Massachusetts  and  demand  $77 
billion  worth  of  cradle-to-grave  Teddycare. 

Fortune  magazine  states,  “Whether  poor  or 
not,  most  Americans  are  badly  served  by  an 
obsolete,  over-strained  medical  system.  The 
management  of  medical  care  has  become  too 
important  to  leave  to  doctors.”  You  wonder 
just  what  size  print  Fortune  would  use  to  re- 
spond to  the  attack  if  you  passed  a resolution 
here  today  suggesting  that  publishing  has  be- 
come too  important  to  leave  to  publishers, 
editors,  and  writers. 

I’m  not  going  to  belabor  you  with  voluminous 
facts  and  figures  which  you  already  know  about 
the  shortcomings  of  government  medicine,  wher- 
ever in  the  world  it’s  practiced,  compared  to 
medicine  here,  in  this  last  stronghold  on  earth 
of  private  practice  of  medicine.  We  are  one  of 
the  few  countries  in  the  world  where  the  ratio 
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of  doctors  to  patients  is  increasing.  New  medical 
schools  are  in  the  process  of  planning  and  build- 
ing. In  three  years,  we’ll  be  turning  out  an 
additional  1,000  doctors  a year.  In  1960-61, 
8,550  first  year  medical  students  were  accepted. 
Eleven  years  later,  the  number  had  increased  to 
12,360,  and  it  is  estimated  that  in  another  three 
years  it  will  increase  to  15,000.  Total  enroll- 
ment in  1970-71  was  40,487.  Last  year,  and 
for  the  past  several  years,  black,  female,  and 
other  minority  enrollment  has  increased  sig- 
nificantly. I don’t  know  of  any  other  country 
in  the  world  that  has  continued  to  add  new 
hospitals  even  to  the  point  where  we  now  have 
a surplus  of  hospital  beds.  Ninety-eight  percent 
of  all  the  babies  born  in  America  are  born  in 
hospitals  under  a doctor’s  care.  In  most  coun- 
tries where  medicine  has  been  socialized,  the 
trend  is  to  allow  hospitalization  and  an  attending 
doctor  only  if  it  is  a firstborn  or  if  trouble  is 
anticipated. 

Today,  we  live  in  a time  and  a place  where 
longtime  tradition,  accepted  methods  and  plan- 
ning are  subjected  to  research  and  study.  We 
run  them  through  computers  to  see  if  their  con- 
tinued use  can  be  justified,  whether  they  are 
practical,  and  whether  they  are  doing  the  good 
that  we  always  thought  they  did.  And  yet  there 
is  more  factual  evidence  available  today  regard- 
ing the  relative  merits  of  government  vs.  private 
medicine  than  there  is  on  any  other  major  issue 
in  the  world.  Yet  we  ignore  these  facts  to  en- 
gage in  a highly  emotional  debate  instead  of 
comparing  these  facts. 

Does  anyone  suggest  that  government’s  record 
in  its  forays  into  farming,  housing,  and  the 
solution  to  the  poverty  problem  recommends 
government  as  successor  to  the  family  doctor. 
Government  doesn’t  solve  problems;  it  subsidizes 
them. 

Medicine  in  the  United  States  has  reached  a 
level  unequaled  by  any  other  place  in  the  world. 
In  a single  lifetime  we  have  literally  wiped  out 
scores  of  diseases  that  have  plagued  man  for 
centuries.  In  any  country  where  it  has  been 
nationalized,  medicine  cannot  begin  to  compare 
with  our  private  system  either  in  quality  or  in 
quantity.  Within  our  own  country,  we  have 
three  major  governmental  medical  programs.  We 
don't  have  to  go  outside  to  compare  the  facts. 

The  Veterans  Administration,  Medicare,  and 
Medicaid,  which  in  California  we  have  named 
Medi-Cal,  all  are  more  expensive  than  the  health 
care  provided  by  individuals  for  themselves, 


through  their  own  direct  payment  or  by  way  of 
insurance.  Hospitalization  for  comparable  ill- 
nesses as  well  as  postoperative  care  is  much 
longer  for  patients  in  the  government  programs 
than  it  is  for  private  patients.  The  per-patient 
cost  is  almost  double  what  it  is  for  the  private- 
practice  patient. 

I think  it  is  safe  to  say  that  the  VA  is  prob- 
ably the  most  expensive  medical  program  in 
the  world  today.  I’m  not  proposing  that  we 
eliminate  our  responsibility  to  any  of  the  three 
groups  that  are  covered  by  these  programs. 
Certainly  we  owe  an  eternal  debt  to  the  men 
who  suffered  by  reason  of  their  defense  of  our 
freedom.  Medicare  recognizes  the  need  to  care 
for  those  beyond  their  earning  years  who  must 
live  on  an  inflation-eroded  fixed  income,  and 
Medicaid  is  the  direct  answer  to  the  problem 
of  the  poor.  However,  I do  submit  we  can  do 
better  in  all  three  for  the  patient,  for  the  tax- 
paper,  and  for  the  doctor. 

In  my  opening  remarks,  I indicated  that  the 
problem  I would  discuss  with  you  was  one  af- 
fecting me.  Please  accept  me  as  symbolic  of 
all  who  fear  government’s  continued  encroach- 
ment on  freedom.  Socialization  of  medicine  has 
not  only  failed  to  solve  health  care  problems 
where  it’s  been  tried,  it  has  been  the  first  step 
to  socializing  the  political  and  economic  system 
of  a country.  You  can’t  socialize  the  doctors 
without  eventually  socializing  the  patients.  My 
plea  to  you  is  that  you  must  not  subscribe  to 
the  theory  of  inevitability.  This  idea  that  man- 
kind would  give  up  and  fight  only  a rear-guard 
action  in  a stall  for  a little  more  time  was  Karl 
Marx’s  secret  weapon.  If  you  won’t  lead  in  the 
resistance,  you  who  have  the  most  to  lose,  how 
can  the  rest  of  us,  the  patients,  hold  out? 

Why  haven’t  you  based  your  first  line  of  de- 
fense on  the  simple  and  obvious  question  that 
would  be  so  easy  for  every  working  man  and 
woman  to  understand  whatever  their  trade  or 
profession,  and  that  question  is:  By  what  right 
in  this  country  can  a government  tell  the  men 
and  women  of  any  profession  that  in  order  to 
practice  their  art  they  have  to  become  govern- 
ment employees? 

I know  how  the  artists  and  craftsmen  in  my 
previous  line  of  work  would  react  if  government 
proposed  this  to  them.  Try  it  on  newscasters 
and  reporters  sometime,  on  construction  workers 
and  on  farmers.  I would  add  lawyers,  but  I’ve 
been  a little  worried  about  them  lately. 

If  we  do  not  believe  that  we  should  coerce 
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physicians,  plumbers,  or  economists  to  live  and 
work  where  some  bureau  in  government  has 
decreed  they  must,  if  we  do  believe  that  our 
health  care  problems  can  best  be  met  by  target- 
ing-in  on  particular  troubles,  rather  than  by 
violently  remaking  the  entire  system,  then  let 
us  agree  that  something  is  needed  beyond  just 
maintaining  the  status  quo. 

We  have  a pluralistic  system  at  present.  It’s 
a logical  outcrop  of  our  American  dream.  We 
have  fee  for  service  by  individuals  or  by  groups 
in  the  tradition  of  free  enterprise.  We  have 
clinics  and  prepayment  and  government  medi- 
cine all  existing  in  a comfortable  competition. 

We  who  are  gathered  here  are  probably 
unanimous  in  our  agreement  that  freedom  of 
choice  is  one  of  the  most  essential  components 
in  this  pluralistic  medical  system.  We  have 
proved  over  the  years  that  the  one-to-one  rela- 
tionship between  patient  and  doctor  is  best  for 
the  patient,  that  some  of  the  ills  that  affect  the 
system,  because  doctors  and  patients  are  after 
all  human,  can  best  be  treated  by  effective  peer 
review.  But  you  can’t  lick  something  with 
nothing.  The  “let’s  kick  the  doctor”  crowd 
have  something.  They’ve  prettied  it  up  for  their 
customers,  and  now  they  seem  to  be  pointing 
out  that  they  have  something  that’s  new.  But 
it  isn’t  new  and  it  isn’t  good. 

Six  years  ago  we  were  checking  the  things 
that  our  new  administration  had  inherited  in 
Sacramento,  and  we  found  an  infant  on  our 
doorstep  by  the  name  of  Medi-Cal.  I have  had 
reason  to  doubt  its  legitimacy  more  than  once. 
It  was  only  six  months  old  then,  but  it  was  al- 
ready a spoiled  brat  with  a tendency  toward 
obesity. 

We  learned  in  less  than  three  months  that 
it  was  out  of  control,  with  hundreds  of  millions 
of  dollars  already  obligated.  We  asked  for  legis- 
lation to  correct  some  of  its  more  obvious  de- 
fects, stating  that  unless  corrected  it  would  soon 
top  the  two-billion  mark  in  cost  in  this  state 
alone.  Our  request  was  denied,  and  our  predic- 
tions scoffed  at  by  the  legislators  who  had  sired 
it.  In  short,  the  plan  simply  amounted  to  pro- 
viding an  unlimited  health  care  credit  card  for 
a certain  segment  of  our  society,  offering  almost 
three  times  as  many  services  as  most  other  in- 
surance plans,  and  offering  it  to  all  recipients  of 
welfare,  plus  non-welfare  recipients  who  were 
deemed  to  be  medically  indigent. 

It  went  on  increasing  in  cost,  600  million 
dollars  the  first  year,  100  million  more  the  fol- 
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lowing  year,  then  200  million  more  each  year 
after  that.  We  took  no  joy  in  the  fact  that  our 
predictions  about  the  cost  increase  were  proving 
correct.  When  it  passed  the  one-billion,  two- 
hundred  million  dollar  mark,  we  set  out  to  do  a 
drastic  overhaul  combined  with  a complete  re- 
form of  the  welfare  system  which,  incidentally, 
in  California  had  been  increasing  over  a period 
of  years  by  40,000  new  cases  each  month. 

Both  attempts  were  met  with  a fierce  and 
vindictive  resistance,  but  we  had  the  overwhelm- 
ing support  of  the  people.  The  reforms  have 
been  in  operation  just  a little  more  than  a year. 
When  the  wind  comes  down  off  the  Sierras  at 
night,  you  can  still  hear  the  anguished  screams 
of  the  frustrated  bureaucrats. 

On  welfare,  we’re  not  adding  40,000  cases 
a month  anymore;  we  have  almost  a quarter  of 
a million  fewer  cases  than  we  had  a little  over 
a year  ago.  And  the  Medi-Cal  budget  is  not  up 
to  two  billion  dollars,  it  is  actually  millions  of 
dollars  less  than  it  was  last  year.  The  young 
man  who  had  a great  deal  to  do  with  engineering 
these  reforms,  Earl  Brian,  Secretary  of  Health 
and  Welfare  for  California,  is  the  first  physician 
ever  to  hold  a cabinet  post  in  California  state 
government.  He  is  responsible  for  our  health, 
manpower,  and  prison  programs  involving 
45,000  employees  at  a yearly  budget  of  six 
billion  dollars,  larger  than  the  budgets  of  46 
of  the  other  49  states.  Although  he’s  only  30 
years  old,  no  doctor  in  this  room  is  more  de- 
voted to  the  traditional  doctor-patient  relation- 
ship. No  man  or  woman  in  this  room  is  more 
pledged  to  uphold  all  the  prerogatives  of  pri- 
vate practice  of  medicine,  indeed  of  private 
enterprise  itself,  than  Dr.  Brian.  Yet  he  has 
had  the  unhappy  task  of  issuing  and  enforcing 
orders  which  many  of  you  would  feel  interfere 
with  your  rights  as  physicians.  These  orders, 
mandated  by  statute  and  regulation,  are  part 
and  parcel  of  government  involvement  in  health 
care,  because  government’s  only  tools  are  force 
and  coercion.  What  we  have  now  is  only  a hint 
of  what  you  will  have  if  the  national  health  pro- 
ponents have  their  way.  You  will  become  medi- 
cal paper  pushers  as  your  British  compatriots 
have  often  told  you  they  are. 

Dr.  Brian  has  embarked  on  an  effort  to  re- 
duce the  weight  of  government’s  hand  as  much 
as  possible  in  the  administration  of  our  existing 
programs.  His  proposals  are  based  on  the  idea 
that  prepayment  in  the  delivery  of  health  care 
offers  the  best  solution  to  the  problem  of  cost 
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control  and  quality  of  care,  but  he  means  for 
this  prepayment  to  bring  about  modern  manage- 
ment and  organization  in  the  delivery  of  care 
with  the  physicians  retaining  control  of  their 
fiscal  and  professional  destinies. 

Our  goal  is  to  create  workable  ways  to  elimi- 
nate financial  barriers  to  medical  care  for  all 
our  people  through  prepaid  plans  supervised  by 
the  medical  profession.  We  want  to  create  a 
situation  where  you  can  be  free  to  practice  medi- 
cine according  to  your  own  judgment  and  that 
of  your  peers,  without  having  government  look- 
ing over  your  shoulder  telling  you  how  to  do  it. 
Incentives  have  been  established  based  on  fi- 
nancial rewards  for  those  operating  prepaid 
health  plans  and  relief  from  some  of  the  more 
resented  controls. 

Prepaid  health  plans  may  be  operated  by  a 
medical  society  or  medical  society  health  care 
foundation,  a medical  group  practice,  or  a 
“blue”  or  private  insurance  company.  Providers 
and  enrollees  in  these  plans  are  exempt  from 
certain  service  limitations  and  utilization  con- 
trols required  under  the  open,  fee  for  service 
system.  For  example,  a prior  authorization  for 
hospitalization  is  not  required.  The  prepaid 
health  plans  are  free  to  be  innovative  in  finding 
the  most  efficient  and  economic  methods  of 
service  delivery.  A competitive  environment  is 
maintained  in  that  no  exclusive  territory  is 
granted  a prepaid  health  plan.  The  patients  have 
the  freedom  of  choice  in  selecting  a prepaid 
health  plan  or  retaining  their  open,  fee  for 
service  medical  status. 

Our  intent  is  to  use  these  massive  health 
programs  as  a change  agent.  This  contrasts  with 
the  exploration  at  the  federal  level  on  as  yet  un- 
formalized health  maintenance  organizations. 
Our  prepaid  health  plan  efforts  are  not  based 
on  theory  but  on  several  years  of  experience. 
We  know  that  providers  will  find  the  plans 
financially  advantageous  and  free  of  controls  that 
restrict  the  free  practice  of  medicine.  Finan- 
cially, the  advantages  are  in  lower  cost  opera- 
tion, more  rapid  payment,  and  opportunity  for 
the  provider  to  control  his  rates  by  increasing 
productivity  at  the  same  time  he  provides  quality 
care.  The  only  restrictions  on  the  free  practice 
are  minimum,  none  of  which  control  how  often 
or  when  a physician  treats  the  patient. 

Contracts  for  more  than  250,000  Medi-Cal 
recipients  are  already  signed.  One  of  our  largest 
plans  was  started  July  1,  1972  by  the  Sacra- 
mento County  Medical  Society.  Through  its 


medical  care  foundation,  it  has  agreed  to  pro- 
vide comprehensive  health  care  to  56,000  med- 
ical recipients  in  the  Sacramento  area.  More 
than  600  private  practicing  physicians  have  col- 
lectively taken  the  responsibility  for  their  pre- 
paid health  plan;  for  their  usual  fees  they  will 
provide  services  to  their  patient  in  their  offices 
and  in  the  area  hospitals.  If  the  plan  shows  a 
profit,  it  will  be  shared  by  all.  If  it  runs  a 
deficit,  that,  too,  will  be  shared  by  all. 

Already  the  plan  has  enrolled  20,000  re- 
cipients, and  everyone  has  profited.  The  doc- 
tors practice  medicine  without  government  inter- 
vention and  receive  their  usual  compensation. 
The  recipients  are  treated  as  other  private 
patients.  The  taxpayers  through  the  govern- 
ment will  save  about  10  percent  of  the  usual 
cost.  We’re  particularly  grateful  for  the  tireless 
effort  that  has  been  shown  by  Dr.  James 
Schubert,  a Sacramento  orthopaedic  surgeon 
who  is  president  of  the  foundation.  Without 
his  efforts,  the  plan  wouldn’t  be  a reality. 

We  view  this  as  having  the  potential  to  test 
and  create  new  vehicles  for  health  care  delivery 
which,  on  a volume  basis,  can  be  utilized  as  an 
alternative  for  all  socioeconomic  groups.  Pro- 
viders once  organized  in  prepaid  plans,  whether 
for  government  subsidized  patients,  private  pa- 
tients, or  both,  will  find  there  are  savings  in 
overhead  administration.  Bad  debts  are  elimi- 
nated, income  is  predictable,  cash  flow  con- 
trolled, claims  simplified,  and  intervention  by  a 
third  party  payer  is  avoided.  The  provider  is 
free  to  practice  medicine  according  to  his  own 
judgment  and  that  of  his  peers. 

We  believe  that  California  has  shown  that 
government  can  tread  the  thin  line  between 
what  has  been  and  what  can  be.  We  welcome 
your  queries,  your  studying  of  what  we’re  doing, 
and  your  advice. 

The  watchword  of  our  administration  for  these 
last  several  years  is  one  that  we  constantly  re- 
mind each  other  about  when  we  have  our  meet- 
ings on  problems  of  this  kind  in  Sacramento. 
We  say  to  each  other,  “When  we  start  talking 
about  government  as  ‘we’  instead  of  ‘they,’  we’ve 
been  here  too  long.”  Our  goal  is  to  serve  in  such 
a way  that  the  patient  and  the  doctor  will  deal 
with  each  other  in  a more  open  marketplace. 
It's  time  for  the  medical  profession  to  reassert 
its  right  through  a prepaid  health  plan  to  prac- 
tice in  that  free  marketplace;  and  in  so  doing, 
help  all  of  us  remain  free. 
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NEW!! 

$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Name 

number 

Street 

city 

state  zip  code 

Date  of 

Birth 

Mail  to: 

DUNN-LEMLY-SIZER,  INC. 
800  Sudekum  Building 
Nashville,  Tenn.  37219 

Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
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This  Perplexing  Power 

In  pondering  the  evident  ambivalence  of  the 
public  toward  its  physicians,  we  have  arrived 
at  the  conclusion  that  it  is  related  to  the  con- 
cept of  power.  This  is  a word  that  is  getting 
excessive  use  at  the  moment  and  means  dif- 
ferent things  to  different  people,  but  our  in- 
terpretation in  this  context  is  the  capability  for 
and  application  of  the  control  of  one  individual 
or  group  over  another. 

Fear  of  external  power  is  the  corollary  of  the 
love  of  freedom.  Man  is  uneasy  in  the  face  of 
power.  His  self-centrism  demands  that  he  con- 
trol his  own  destiny,  a patent  impossibility  in  a 
complex  society.  So  he  is  in  continual  compro- 
mise with  external  powers,  trying  to  reconcile 
protection  from  power  with  protection  by  power. 
The  primal  intellect,  recorded  in  folklore  and 
legend  (more  accurate  reflections  than  formal 
history),  recognizes  the  invasion  by  power  as 
malign — haunting,  possessing,  bewitching — or 
benign — exalting,  elevating,  deific.  Whether  for 
good  or  evil,  this  invasion  takes  something  from 
the  individual  in  return  for  the  effect  it  bestows. 

This,  then,  is  the  individual  who  presents  him- 
self to  the  physician  with  his  medical  problem. 
He  seeks  comfort  and  healing,  but  to  achieve 
this  he  must  deliver  himself  into  the  power  of 
another  individual.  He  may  be  so  ill  in  body 
that  he  willingly  transfers  control  of  his  own 
destiny  to  this  agent  in  a form  of  therapeutic 
contract,  or  he  may  be  so  ill  in  mind  and  spirit 
as  to  seek  this  transferance  to  anyone  who  will 
accept  the  obligation  he  abhors. 

The  problems  facing  the  physician  today  stem 
from  the  interpretation  and  application  of  his 
power.  His  lack  of  availability  at  all  times  and 
in  all  places  and  to  all  people  is  interpreted  as 
an  expression  of  his  power  to  provide  his  service 
only  at  his  own  pleasure.  Legal  actions  against 
him  are  actions  against  his  power  to  provide 
the  service  by  his  own  standards,  whether  of 
availability,  capability,  or  communication.  His 
self-determined  fee  for  his  service  represents  his 
power  to  assess  its  value  in  monetary  terms  with- 
out regard  for  the  patient’s  entrapment.  The 
individual  patient  with  ready  access  to  his  phy- 
sician, informed  application  of  the  service,  and 


justifiable  charge  sees  this  power  as  benign  and 
no  threat  to  his  integrity,  but  the  impersonal 
public  sees  it  as  potentially  malignant  and,  there- 
fore, in  need  of  control. 

The  physician  is  both  loved  and  feared  be- 
cause of  this  power.  It  does  not  matter  if  he 
discounts  this  power — he  is  not  the  one  assess- 
ing it,  for  the  patient,  in  his  acceptance  of  the 
diagnostic  and  therapeutic  regimen,  determines 
to  large  extent  its  effectiveness.  The  diagnosis 
may  be  frightening  and  the  physician  becomes 
the  “cause”  of  this  distress,  or  he  may  become 
the  advocate  who  will  effect  relief,  or,  usually, 
a combination  of  the  two.  Into  the  contract,  in 
fine  print,  the  patient  inserts  the  clause,  “I  give 
over  to  you  this  thing  which  is  of  prime  im- 
portance to  me — myself.  Now  you  are  obli- 
gated to  return  me  healed — and  whole.”  The 
patient  thereby  accepts  the  beneficence  of  the 
power  but  reassures  himself  he  will  not  remain 
under  its  dominance. 

Payment  of  the  physician’s  fee  may  be  the 
mechanism  by  which  the  patient  further  relieves 
himself  of  this  dominance — or  it  may  seem  an 
unjustified  demand  which  exemplifies  the  power 
of  the  physician.  If  the  patient  feels  he  had  no 
voice  in  the  determination  of  the  fee  or  ac- 
cepted the  obligation  under  the  coercion  of  pain 
or  discomfort,  he  will  find  it  easy  to  consider 
it  unjustified  after  the  stress  of  illness  is  relieved 
and  to  feel  subjugated  by  the  power  of  the 
physician  to  dictate  the  monetary  value  of  the 
service.  His  interpretation  will  be  determined 
by  his  concept  of  the  power  of  the  physician 
as  it  has  been  applied  to  him. 

However  satisfactory  the  patient’s  personal 
adjustment  to  the  physician,  he  is  constantly 
aware  of  the  threat  of  illness  and  injury  and 
longs  for  the  assurance  that  he  will  not  be  in- 
vaded by  these  powers.  However  grateful  he  is 
for  the  service  in  a specific  instance,  he  some- 
how views  this  individual  who  profits  from 
such  a power  as  an  instrument  of  it.  Thus, 
while  he  may  be  restrained  from  reaction  against 
his  personal  physician,  he  readily  accepts  com- 
plaints and  charges  against  the  medical  group 
as  a whole,  interpreting  the  possibility  of  vio- 
lations of  this  power  as  fact.  Though  he  may 
have  had  eminently  satisfactory  experiences  him- 
self, he  is  always  aware  of  “someone”  who  had 
an  unsatisfactory  experience  at  some  place  and 
some  time. 

Organized  medicine,  in  its  anonymity,  rep- 
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resents  an  embodiment  of  this  power  to  profit 
from  others’  distress  and  railing  against  it  helps 
to  relieve  some  of  the  fear  of  the  threat  without 
specifically  alienating  the  personal  physician. 
A call  for  a change  in  the  medical  system  may 
not  stem  so  much  from  unsatisfactory  personal 
experience  with  medical  contact — or  an  altruistic 
concern  over  the  brother  who  for  some  reason 
has  had  inadequate  medical  service — as  rejec- 
tion of  the  power  concept  which  derives  basically 
from  man’s  dependence  on  but  fear  of  the  medi- 
cal service. 

Medical  service  in  any  age  has  been  a reflec- 
tion of  that  age.  Never  in  the  history  of  man 
has  he  had  so  much  personal  voice  in  his  gov- 


erning as  he  has  now.  Never  have  so  many 
been  able  to  read  and  communicate  on  an 
effective  level.  Never  have  social  achievements 
been  so  widespread  and  beneficial.  Never  has 
man  been  able  to  produce  so  much  food — or 
made  such  an  effort  to  distribute  it  adequately. 
Never  have  men  worked  so  diligently  to  live 
together  peaceably  and  profitably.  And  never 
has  man  had  better  health  and  medical  care. 

But  the  accomplishments  accentuate  the  de- 
ficiencies and  never  has  man  had  such  power — 
and  been  more  uncertain  how  to  face  it  or  use 
it. — D.E.G. 
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The  Training  and  Utilisation  of  Paramedical 

Personnel:  A Symposium 
The  Experience  in  Macon  County , Tennessee * 


I.  THE  DEVELOPMENT  OF  A CONCEPT 
Robert  M.  Metcalfe,  M.D. f 

Historical  Trends 

Critics  frequently  have  leveled  the  charge  that 
while  the  scientific  content  of  medical  care  has 
been  revolutionized,  the  organization  of  health 
care  delivery  has  made  no  major  changes  in  the 
last  50  years.  Three  footnotes  to  history  deny 
this  charge. 

Footnote  one:  This  century  has  seen  an  enor- 
mous expansion  of  medical  care  providers  other 
than  physicians.  At  the  beginning  of  the  Twentieth 
Century  for  every  physician  there  was  only  one 
other  allied  health  worker;  there  are  now  eleven1 
and  by  1980  there  may  be  fifteen  or  more.  A 
health  careers  guide-book  identifies  200  different 
health  career  opportunities.2  Indeed  the  number 
of  health  workers  in  our  nation  has  increased 
two  and  a half  times  the  rate  for  people  in  all 
jobs.3 

Physicians  have  willingly  delegated  new  and 
old  tasks  to  that  expanding  circle  of  associates 
known  as  paramedical. 

Footnote  two:  The  past  forty-year  binge  in 

specialization  has  transformed  the  delivery  of 
medical  services;  the  public  finds  it  increasingly 
difficult  to  get  care  for  common  and  minor  ill- 
nesses or  to  secure  continuing  comprehensive 
care.  Forty  years  ago,  four  of  five  physicians  were 
general  practitioners;  now  only  one  in  five.4  If 
you  combine  internists,  pediatricians  and  general 
practitioners  as  generalists  the  trends  are  no  bet- 

*  Presented  before  the  Upper  Cumberland  Medical 
Society,  June  20,  1973,  Red  Boiling  Springs. 

t Associate  Professor,  Department  of  Family  and 
Community  Flealth,  Meharry  Medical  College,  Nash- 
ville, Tenn. 


ter.  From  1950  to  the  present  there  has  been  a 
decline  by  one-third  in  the  ratio  of  these  gen- 
eralists to  population.5  I know  of  no  evidence 
offering  hope  for  a change  in  this  trend.  The 
majority  of  present  medical  students  will  appar- 
ently reject  the  call  for  family  physicians  and 
follow  their  fathers  into  specialization  rather 
than  follow  their  grandfathers  into  primary  care. 

Footnote  three:  The  increase  in  allied  health 
workers  and  in  specialization  has  been  accom- 
panied by  an  increased  expectation  by  patients 
(much  of  it,  but  not  all,  justified)  and  a soaring 
demand.  Physicians  have  responded  by  almost 
tripling  their  average  weekly  case  load  in  one 
generation  (1935,  50  patients  per  week;  now  132 
patients)  .7 

Burgeoning  demand  for  comprehensive  health 
services,  a decline  in  generalists,  a great  expan- 
sion in  allied  health  workers  most  of  whom  are 
also  specialists!  How  can  these  seemingly  con- 
trary trends  be  molded  into  an  efficient  and 
compassionate  system? 

How  To  Care  For  More  Patients 

Looking  at  solutions  from  the  somewhat 
parochial  perspective  of  a physician  we  could 
( 1 ) try  to  decrease  the  demand  for  unnecessary 
services,  (2)  increase  the  number  of  physicians, 
and  (3)  increase  physician  productivity.  Most 
of  the  physicians  I know,  already  harassed,  recoil 
at  the  idea  of  increasing  productivity;  yet  in  the 
long  view  this  offers  the  best  solution.  A three 
percent  increase  in  productivity  of  American 
physicians  would  be  equivalent  to  the  service 
rendered  by  a year  of  medical  graduates! 

Increased  physician  productivity  does  not 
necessarily  require  longer  hours  (already  an  aver- 
age 63  per  week)  but  rather  more  patients  cared 
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tor  through  expansion  and  organization  of  para- 
medical services.  Such  expansion  and  organiza- 
tion need  not  result  in  deterioration  of  quality 
and  could  enhance  it. 

In  my  judgment,  the  best  manpower  source  to 
meet  this  demand  is  the  nursing  profession. 
Creative,  deliberate  and  cooperative  expansion 
of  the  nurse’s  role  in  primary  care  can  do  more 
to  meet  our  needs  than  accelerating  and  augment- 
ing physician  education  or  the  training  of  phy- 
sician assistants  de  novo,  laudable  as  these  activi- 
ties may  be. 

A primary  care  team  composed  of  a physician, 
a “super  nurse”  (they  go  by  various  names— 
nurse  clinicians,  nurse  practitioners,  nurse 
specialists),  one  or  two  nursing  assistants,  and 
an  aide  could  care  for  forty  adult  patients  a day 
and  do  a high  quality  job,  even  if  many  of  the 
patients  have  multiple  health  problems.8 

During  the  last  five  years  the  feasibility  of 
using  well  trained  non-physicians  for  many 
patient  care  activities  has  been  demonstrated  re- 
peatedly. Specially  trained  nurse  assistants  can 
assemble  much  of  the  basic  historical  and  ob- 
servational data  necessary  for  quality  care.  They 
can  elicit  chief  complaints,  descriptions  of  present 
illness,  review  of  systems,  and  past  personal,  and 
family  history.  They  can  be  taught  to  examine 
any  and  all  parts  of  the  human  body  and  to 
recognize  the  presence  of  abnormalities,  if  not 
their  precise  pathologic  nature.  They  can  follow 
protocols  for  the  logical  ordering  of  laboratory 
and  X-ray  tests.  Some  of  the  better  qualified  can 
assist  in  the  development  of  a patient  problem 
listing.  Since  well  over  half  of  the  patients  that 
are  seen  in  routine  family  practice  require  follow- 
up for  relatively  stable  chronic  conditions,  exami- 
nation without  serious  illness,  or  care  for  acute 
minor  respiratory  diseases,  a “super  nurse”  can 
adequately  manage  (with  appropriate  supervi- 
sion) as  many  patients  as  can  the  physician 
with  whom  she  works.9 

Such  organization  of  team  care  is  one  of  the 
highest  priorities  facing  American  physicians  to- 
day. As  Dwight  Wilbur,  M.D.  has  stated,  “Devel- 
opment and  implementation  of  the  concept  of  the 
health  team  are  essential  to  the  solution  of  the 
problems  of  health  manpower.  . . .”  There  is  no 
more  important  requirement  for  solving  the  health 
manpower  problem  than  the  proper  advancement 
and  implementation  of  this  concept.10 

This  urgent  need  offers  opportunity  to  pro- 
fessionals. The  Tennessee  Medical  Association 
has  recognized  “the  need  for  expanding  the  role 
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of  the  professional  nurse  in  providing  health 
care”  because  (for  one  reason)  “the  use  of  the 
specialty  trained  professional  nurse  can  benefit 
those  sections  of  the  population  without  ade- 
quate health  care  or  immediate  availability  of 
service.”11  It  is  because  of  this  unmet  need  that 
the  recent  experiences  in  Red  Boiling  Springs  are 
of  importance  to  Tennessee  citizens  and  their 
physicians. 

II.  THE  SETTING  IN  RED 

BOILING  SPRINGS 

Judge  Doyle  Jenkins 

Red  Boiling  Springs,  Tennessee 
Only  three  physicians  and  five  registered  nurses 
practice  within  Macon  County,  Tennessee.  Red 
Boiling  Springs,  located  in  the  eastern  corner  of 
the  county  of  12,300  people  has  a population  of 
approximately  600.  Because  the  nearest  hospital 
is  fourteen  twisting  miles  away,  between  five  and 
seven  thousand  people  would  be  served  by  a 
medical  facility  in  the  town. 

In  1971  a group  of  interested  citizens  met  and 
organized  the  Red  Boiling  Springs  Medical  Coun- 
cil, Inc.  Thirty-four  hundred  dollars  was  raised 
locally,  and  the  council  began  searching  for  per- 
sonnel and  facilities.  The  Upper  Cumberland 
Health  Planning  Council  provided  consultative 
services.  The  Office  of  Economic  Opportunity 
and  the  Tennessee  Mid-South  Regional  Medical 
Program  responded  to  requests  for  financial  assis- 
tance, and  in  the  summer  of  1972  a contract  was 
drawn  up  by  the  council  and  Miss  Carolyn 
Whitaker,  a Family  Nurse  Clinician. 

III.  THE  MACON  COUNTY  EXPERIENCE 
William  R.  Bushong,  M.D. 

Gamaliel,  Kentucky 

Carolyn  Whitaker,  R.N.,  F.N.C. 

Red  Boiling  Springs,  Tennessee 

Organizing  a Community  Clinic 
The  nurse’s  initial  visit  to  Red  Boiling  Springs 
was  her  first  interview  in  which  the  prospective 
employer  was  a group  of  consumers  who  were 
articulate  in  identifying  health  needs,  and  expect- 
ing to  share  in  the  planning,  development,  and 
implementation  of  a health  service  to  meet  those 
needs.  The  difficult  questions  they  posed  were 
based  on  real  and  practical  health  situations  which 
these  people  were  having  to  face  and  solve. 

At  that  meeting  the  nurse  explained  what  a 
family  nurse  clinician  is  and  what  she  is  capable 
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of  doing.  The  following  definition  summarized 
the  functions  of  this  new  breed  of  professional 
nurse. 

"The  family  nurse  clinician  is  a professional  nurse 
who  by  virtue  of  a formalized  graduate  program  of 
study  is  qualified  to  practice  her  clinician  expertise  in 
the  management  of  health  care  of  individuals,  families, 
and  communities.  As  a diversified  health  care  worker 
she  ( 1 ) determines  and  facilitates  the  application  of 
preventive  and  promotive  health  measures,  (2)  diag- 
noses, treats,  and  prescribes  for  common  deviations  from 
wellness,  and  (3)  maintains  the  care  of  stabilized 
chronic  disease  across  all  age  groups.  As  a health  care 
team  member  she  may  be  depended  upon  to  do  so 
independently,  in  collaboration  with  other  health  pro- 
fessionals or  by  accurate  referrals  to  appropriate 
specialists  for  further  diagnosis  and  treatment.  She 
continuously  seeks  to  increase  knowledge,  and  systemat- 
ically evaluates  and  alters  her  practice  in  light  of  ad- 
vanced current  scientific  knowledge  in  relation  to 
consumer  needs  and  demands.  She  assumes  her  responsi- 
bilities in  the  health  care  system  and  in  the  profession 
through  service  as  a clinician,  consultant,  leader 
recorder,  and  writer.  She  becomes  immersed  in  those 
activities  related  to  her  primary  responsibility:  the 
improvement  of  quality  health  care  to  consumers.”12 

Two  thousand  one  hundred  and  eighty  signa- 
tures were  obtained  as  a pledge  of  the  com- 
munity’s support  for  this  new  type  of  health  pro- 
fessional service.  The  Council’s  Executive  Com- 
mittee and  the  nurse  developed  a contract,  or- 
ganizational plans  for  a clinic,  and  arrangements 
for  the  clinical  services. 

The  purpose  of  the  resulting  Family  Nurse 
Service  Clinic  was  to  strengthen  and  expand  pri- 
mary health  care  in  this  hilly,  disadvantaged 
service  area  and  to  provide  integrating  mecha- 
nisms for  systematic  utilization  of  physicians  and 
specialized  services  located  outside  the  area.  The 
provision  of  primary  and  maintenance  health 
care  by  professionals  other  than  physicians  was 
to  be  demonstrated  through  the  use  of  a family 
nurse  clinician  with  a sponsoring  physician.  Con- 
sumers were  given  the  choice  of  their  personal 
physician  and  had  the  opportunity  to  receive 
quality  primary  and  maintenance  health  care  in 
an  economical  and  efficient  manner. 

Consultative  Resources  for 

Development  and  Planning 

Because  this  was  a totally  new  subsystem  of 
health  care  being  established  within  the  existing 
health  care  system,  representing  a new  role  for 
a registered  nurse  in  our  state,  it  was  imperative 
that  counsel  and  guidance  be  solicited  from  estab- 
lished state  health  care  resources.  The  advice  of 
physicians  both  in  and  outside  the  proposed 


service  area  was  sought.  The  Board  of  Directors 
of  the  Tennessee  Nurses  Association  was  re- 
quested to  review  the  proposal.  The  counsel  of 
the  Director  of  Nursing  of  the  Tennessee  Depart- 
ment of  Public  Health,  the  Tennessee  Mid-South 
Regional  Medical  Program,  and  personal  medico- 
legal assistance  were  obtained.  The  Upper  Cum- 
berland Health  Planning  Council  continued  to  act 
as  a resource  to  the  executive  committee  of  this 
new  organization. 

The  Family  Nurse  Service  Clinic  was  the  first 
project  of  the  Council.  The  contractual  agree- 
ment provided  for  the  nurse  to  work  under  a 
fee-for-service  arrangement  with  a guaranteed 
annual  income  for  the  first  year,  allowing  for 
increments  on  an  increased  cost  of  living  basis 
and  option  for  renewal  of  the  contract  by  mutual 
agreement  of  the  parties  involved. 

Clinic  Facilities  and  Staffing 

The  physical  plant  is  a leased  facility  twenty 
by  seventy  feet,  with  ample  space  for  parking. 
There  are  three  examining  rooms,  laboratory, 
drug  room,  teaching-conference  room,  offices, 
reception  room,  lavatories,  record  room  and 
storage.  The  equipment  is  owned  by  the  council. 

Clinic  staff  development  was  planned  to  pro- 
vide initially  for  one  family  nurse  clinician  and 
one  clinic  assistant.  The  assistant’s  responsibil- 
ities included  office  management  and  records, 
simple  laboratory  procedures  and  assistance  to 
the  family  nurse  clinician  when  needed. 

The  nurse’s  professional  linkage  with  physi- 
cians was  through  a protocol  based  on  The  Ken- 
tucky Frontier  Nursing  Service  Manual  of 
Directives13  which  had  been  edited  and  provided 
all  physicians  of  the  surrounding  area.  The  di- 
rectives contain  a pharmaceutical  formulary  used 
in  the  Family  Nurse  Service  Clinic.  The  protocol 
consists  of  standing  orders  for  management  of 
more  than  one  hundred  common  deviations  from 
wellness  after  the  physical  status  is  determined 
by  the  family  nurse  clinician.  Should  a physician 
or  patient  desire  the  administration  of  a periodic 
medication  or  laboratory  study  a specific  order  is 
written  and  filed  in  the  patient’s  record. 

The  nurse  (Miss  Whitaker)  was  in  contact 
with  the  physician  collaborator  (Dr.  Bushong) 
on  a weekly  basis,  or  more  often  if  needed,  to 
discuss  patients  seen  in  the  clinic.  Once  weekly, 
she  attended  hospital  rounds  with  this  physician, 
reviewing  patient  records  and  seeing  patients  in 
the  emergency  room  in  addition  to  other  con- 
tinuing education  activities. 
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This  collaborative  physician  sponsorship  was 
provided  entirely  on  a volunteer  basis.  The  phy- 
sician was  available  for  consultation  at  any  time 
despite  the  location  of  his  office,  approximately 
eighteen  miles  away. 

Physicians  in  the  surrounding  areas  (within- 
five  mile  radius)  were  invited  to  hold  staff  mem- 
bership with  the  clinic.  This  relationship  had 
been  selected  after  exploration  of  several  models 
of  functioning.  Interaction  with  physicians  was 
determined  by  the  preference  of  the  patient. 
Should  a patient  not  have  a physician  when  one 
was  required,  referral  was  made  from  a rotating 
monthly  schedule  of  staff  physicians. 

Initially,  clinic  hours  were  developed  based 
on  demographic  data  and  staff  consideration. 
Teaching  hours  were  included  in  total  program 
development.  Home  visits  were  scheduled  for 
mornings  and  afternoons.  Emergencies  in  the 
clinic  and  home  were  handled  as  they  arose. 
The  ambulance  for  emergency  medical  service 
was  stationed  across  the  street  from  the  clinic. 

By  community  choice  and  under  the  sponsor- 
ship of  the  family  nurse  clinician,  a weight  re- 
duction program  was  established  in  January, 
1973.  The  group  held  weekly  meetings.  Mem- 
bership was  open  to  any  individual  interested  in 
improving  dietary  habits  resulting  in  weight  loss. 
At  the  completion  of  four  months  the  group’s 
40  members  had  elected  officers,  established 
policies,  organized  an  optional  individual  exercise 
program,  and  had  lost  approximately  500  pounds. 
To  promote  careers  in  the  health  field,  the  family 
nurse  clinician  used  adult  and  youth  volunteers 
whose  career  interests  included  nursing,  rural 
medicine  and  laboratory  careers. 

Clinic  Objectives  and  Services 

The  overall  objective  of  the  clinic  is  to  provide 


primary  care  and  health  maintenance  for  adults 
and  children  in  an  ambulatory  setting  at  their 
point  of  entry  into  the  health  care  system.  The 
more  common  illnesses  diagnosed  and  treated 
include  upper  respiratory  infections,  urinary  tract 
infections,  dermatological  problems,  and  eye  in- 
fections. Examples  of  maintenance  care  were 
management  of  stabilized  chronic  diseases  such 
as  hypertension,  diabetes,  chronic  lung  disease, 
heart  disease,  cancer  screening  and  allergies. 
Multi-screening  service  included  tuberculosis, 
parasites,  cancer,  and  venereal  disease  as  well  as 
growth  and  development  check-ups  for  children 
from  birth  to  six  years.  Physical  examinations  of 
adults  and  children  included  urinalysis,  packed 
cell  volume  and  hemoglobin  concentration.  Su- 
pervision of  prenatal  and  postnatal  care  in  preg- 
nancy were  available.  Disease  prevention  services 
included  head-start  and  preschool  physical  exami- 
nations. 

Laboratory  services  available  included  urinal- 
ysis with  microscopic  examinations,  serum  hemo- 
globin determinations,  blood  glucose,  uric  acid, 
blood  urea  nitrogen,  and  cholesterol.  State  Health 
Department  laboratory  services  were  used  for 
certain  cultures  and  serologic  tests. 

Clinic  records,  kept  by  a family  system,  were 
developed  on  the  problem  oriented  approach  for 
patient  care.  Some  records  were  kept  in  dupli- 
cate and  readily  available  for  transfer.  The  record 
system  could  be  converted  easily  to  a computer 
service. 

During  the  initial  seven  months  a total  of 
1,910  patients  were  seen  by  the  Family  Nurse 
Clinician.  There  were  643  families  registered 
in  the  family  record  system.  Tables  I and  II 
demonstrate  clinical  data  during  the  first  seven 
months  of  the  clinic’s  operation. 

Community  acceptance  has  been  strongly  posi- 


TABLE  I 


FAMILY  NURSE  SERVICE  CLINIC  PROJECT  PERIOD:  September  1,  1972-April  30,  1973 

CLINICAL  SERVICES  STATISTICAL  DATA 
October  1,  1972-April  30,  1973 


Oct. 

Nov. 

Dec. 

Jan. 

Feb. 

Mar. 

A pr. 

Total 

Number  of  patient  visits* 

138 

271 

280 

303 

425 

256 

237 

1910 

Number  of  persons  using  clinic** 

115 

239 

211 

233 

323 

161 

111 

1459 

Missed  appointments*** 

5 

48 

43 

83 

107 

56 

55 

397 

Returned  appointments**** 

12 

37 

29 

52 

71 

52 

57 

310 

Number  of  Families  Registered***** 

335 

435 

530 

509 

643 

643 

^Number  patient  visits — Total  patients  seen  by  FNC 
**Number  of  persons  using  clinic— Total  number  first  time  visits  by  persons  to  clinic 
*** Missed  appointments — Number  of  persons  failing  to  return  on  scheduled  appointments 
****RetUrned  appointments — Number  of  persons  returning  as  scheduled 
*****Number  of  families  registered — Total  number  of  families  registered  on  last  day  of  each  month 
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TABLE  II 


ACTIVITY:  Family  Nurse  Service  Clinic , Red  Boiling  Springs  PERIOD:  October  1 , 1 972-A pril  30,  1973 

MANAGEMENT  COMPLETED  BY  TYPE  OF  ILLNESS/INJURY 


Type  Illness /Injury 

No  Treatment 

Treatment  Incomplete 

Treatment  Completed 

Endoc./Metabol. 

10 

11 

Skin 

2 

68 

49 

Ear.  Nose,  Throat 

3 

465 

372 

Eye 

18 

11 

Dental 

6 

4 

Respiratory 

1 

68 

51 

Cardiac 

15 

12 

Vascular 

1 

30 

29 

Abdominal/Gastrointestinal 

2 

34 

41 

Liver/Biliary 

4 

4 

Genitourinary 

1 

45 

26 

Gynecologic 

65 

28 

Musculoskeletal 

2 

27 

38 

Nervous  System 

1 

1 

5 

Psychiatric 

3 

27 

21 

Obstetrics 

13 

6 

Blood/Lymph 

6 

1 

Preventive  Health 

72 

52 

218 

Wounds 

1 

72 

33 

Unspecified/Unclass. 

4 

11 

Obesity 

3 

Total 

89 

1033 

971 

tive  as  documented  by  questionnaires  given  to 
patients  after  clinic  visits. 

In  summary  the  Family  Nurse  Service  Clinic 
introduced  a level  of  primary,  preventive  and 
promotive  health  care  service  to  a rural  com- 
munity that  has  experienced  a crisis  in  health 
care  service.  The  family  nurse  clinician  did  not 
purport  to  be  a mini-physician  but  rather  comple- 
mented the  physicians  in  a collaborative  team 
relationship  and  in  consort  with  other  health  care 
resources  in  this  specific  community.  In  addi- 
tion to  diagnosing,  treating  and  giving  nursing 
care  of  common  illnesses  and  management  of 
stabilized  chronic  diseases,  the  nurse  comple- 
mented the  physicians’  functional  activities  and 
relieved  the  physicians  of  detailed  medical  work- 
ups on  patients  referred  to  physicians  for  services. 

The  experience  at  Red  Boiling  Springs  sug- 
gests that  through  a cooperative  relationship  it 
is  possible  to  provide  recipients  with  more  satis- 
fying and  better  quality  of  care  than  is  possible 
without  the  additional  contributions  of  the  family 
nurse  clinician. 

EDITOR’S  NOTE:  On  August  31,  1973,  exactly 
one  year  after  it  began,  the  Macon  County  experi- 
ment came  to  an  end  with  the  coming  of  a phy- 


sician to  Red  Boiling  Springs.  Miss  Whitaker  left 
the  clinic  and  joined  Dr.  Bushong  in  Gamaliel, 
Kentucky. 

As  is  true  of  most  innovations,  it  was  not 
entirely  non-controversial.  Some  physicians  saw 
it  as  an  encroachment  on  the  practice  of  medicine, 
others  as  a counterfeit  for  good  medical  care. 
Nor  was  the  program  wholly  without  problems  in 
the  community . 

In  spite  of  problems,  detractors,  and  skepticism, 
however,  the  experiment  was  a success,  because 
the  program  did  what  it  was  intended  to  do. 
First,  it  brought  quality  medical  care  to  an  under- 
served area,  and  as  with  any  such  program,  in- 
deed with  the  practice  of  medicine  anywhere,  its 
success  depended  on  the  skill  and  devotion  of 
the  Family  Nurse  Clinician.  Second,  because  it 
was  never  intended  to  replace  physicians  care, 
it  terminated  when  primary  physician  care  be- 
came available. 

Perhaps  at  some  time  in  the  future  not  only 
will  there  be  enough  doctors,  but  they  will  be  so 
distributed  as  to  fulfill  all  of  the  medical  needs 
of  all  the  people.  Until  that  happens,  though, 
we  need  to  explore  all  of  the  avenues  for  seeing 
to  it  that  people  are  properly  cared  for.  It  is 
for  this  reason  this  symposium  is  still  pertinent, 
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for  even  though  the  experiment  has  ended,  its 
conclusions,  as  expressed  in  the  closing  paragraph 
of  the  symposium,  seem  valid.  It  would  be  a 
mistake  to  dismiss  it  from  our  thoughts.  So  with- 
out apology  we  publish  it  here  for  your  edifica- 
tion and  consideration. 

REFERENCES 

1.  American  Medical  Association:  Reference  data  on 
socioeconomic  issues  of  health.  1971. 

2.  U.  S.  Department  Labor:  Health  Careers  Guide- 
book. 1965. 

3.  Ginsberg.  E:  Men,  Money  and  Medicine.  Columbia 
University  Press,  1969.  p 154. 

4.  Somers,  AR:  Health  care  in  transition:  directions 
for  the  future.  Hospital  Research  and  Educ.  Trust, 
Chicago,  1971,  p 7. 

5.  Ibid,  p 7. 


6.  Ibid,  p 8. 

7.  Ibid,  p 8. 

8.  Wolfe,  S,  Badgley,  RF:  The  Family  Doctor,  Mil- 

bank  Memorial  Quarterly,  New  York,  Vol  1,  April, 
1972,  Part  2,  pp  168-178. 

9.  Ibid,  pp  26ff. 

10.  Wilbur,  DL:  Total  manpower  needs  and  re- 

sources— Medicine  and  nursing.  Nursing  Outlook,  17: 
32-35,  Dec,  1969. 

11.  TMA  resolution  No.  24-73,  JTMA,  66:  p 541, 
6-73. 

12.  This  definition  was  developed  in  collaboration 
with  Beverly  Bowns,  PhD,  Professor,  Community 
Health  Nursing,  University  of  Tennessee  College  of 
Nursing,  Memphis,  Tennessee,  1972. 

13.  Frontier  Nursing  Service:  Medical  Directives,  6th 
Edition,  Revised  April,  1972,  Wendover,  Kentucky, 
41775. 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 

1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 

6 to  12  years  of  age;  Vi  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  - 5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  33104 


:i2 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Emergency  Care  of  Acute  Poisonings 

EUGENE  F.  DIAMOND,  M.D.,  Professor  of  Pediatrics 
Loyola  University  of  Chicago — Stritch  School  of  Medicine 
Director,  Poison  Control  Center — Loyola  University  Hospital 


Whenever  a patient,  particularly  a child,  is  seen 
with  a bizarre  chain  of  signs  and  symptoms  and 
presents  an  obscure  and  uncertain  diagnosis,  in- 
gestion of  a drug  or  exposure  to  a toxic  chemical 
compound  should  be  considered.  The  diagnosis  of 
poisoning  is  made  from: 

1 ) A history  of  witnessed  ingestion  or  the 
finding  of  the  child  with  an  emptied  con- 
tainer. 

2)  The  label  on  the  poison  container.  The 
Federal  Hazardous  Substances  Act  of  1960 
requires  that  dangerous  household  chemi- 
cals bear  a label  which  clearly  lists  ingredi- 
ents. This  has  been  a tremendous  step  for- 
ward in  the  diagnosis  as  well  as  the  pre- 
vention and  treatment  of  poisoning. 

3 ) Characteristic,  suspicious  or  suggestive 
signs  and  symptoms. 

4)  Chemical  analysis. 

In  most  instances  of  poisoning,  particularly  in 
children,  the  circumstantial  evidence  is  so  strong 
that  there  is  no  problem  in  determining  that  a 
substance  was  ingested.  The  problem  then  be- 
comes a matter  of  ascertaining:  1 ) Is  it  a poison? 
2)  How  much  was  taken?  3)  What  toxic  clinical 
signs  and  symptoms  are  to  be  expected? 

1 ) Is  it  a poison? 

Using  the  figures  from  the  National  Clearing- 
house for  Poison  Control  Centers,  it  can  be  esti- 
mated that  about  3,000,000  ingestions  occur  an- 
nually. Of  these,  only  about  1 in  50  is  reported 
and  the  majority  of  ingestions  are  innocuous. 

A clue  to  the  toxicity  of  a product  may  be 
gained  from  a “signal  word”  on  the  package.  This 
serves  to  alert  the  public  and  physicians  as  to 
toxicity. 

Thus  if  the  lethal  dose  is  “a  taste  to  a tea- 
spoon” of  the  product,  it  carries  a “Danger- 
Poison”  label.  If  the  lethal  dose  is  between  1 
teaspoon  and  1 ounce,  it  has  a “Warning”  label. 
If  the  lethal  dose  is  between  an  ounce  and  a pint, 
it  has  a “Caution”  label,  and  if  the  lethal  dose  is 
more  than  a pint,  it  requires  no  label. 

If  convinced  that  the  ingested  material  is  toxic 
or  when  there  is  doubt,  the  next  move  would  be 
to  attempt  to  get  rid  of  the  poison  or  at  least  that 

From  the  Commission  on  Emergency  Medical  Ser- 
vices, American  Medical  Association. 


part  of  the  ingestion  which  is  still  in  the  stomach 
when  the  patient  reaches  the  emergency  room. 
This  is  accomplished  by  lavage  or  induced  emesis. 

The  trend  now  has  been  toward  induced  emesis 
rather  than  lavage.  The  effectiveness  of  either  in- 
duced emesis  or  lavage  varies  inversely  with  the 
time  lapse.  Emesis  can  usually  be  induced  earlier 
than  lavage  can  be  carried  out.  This  is  especially 
true  if  there  is  syrup  of  ipecac  in  the  home.  Judg- 
ing by  data  from  investigations  of  the  absorption 
of  salicylates,  ipecac  induced  emesis  is  also  more 
effective  than  lavage  in  removing  the  poison. 

The  dosage  of  syrup  of  ipecac  is  15cc,  re- 
peated in  one-half  hour  if  needed.  About  97% 
of  patients  will  vomit  with  this  dosage.  Syrup  of 
ipecac  is  quite  safe  to  use.  It  may  be  dispensed 
without  prescription  and  should  be  available  in 
every  home.  FLUID  EXTRACT  OF  IPECAC  is 
toxic  and  should  NOT  be  used.  Occasionally 
patients  who  have  ingested  anti-emetics  such  as 
phenothiazine  will  resist  the  emetics  even  in  in- 
creased dosage. 

An  alternative  to  the  use  of  syrup  of  ipecac,  in 
the  child  who  will  not  swallow  the  syrup  or  the 
suicidal  adult  who  refuses  to  accept  it,  is  apo- 
morphine  parenterally  in  a dosage  of  0.1  mg  lKg. 

Who  should  not  receive  an  emetic?  The  three 
principal  categories  are:  a)  Those  who  have 
swallowed  hydrocarbons  in  whom  induced  emesis 
might  increase  the  risk  of  aspiration;  b)  Those 
who  have  swallowed  caustics;  c)  Those  who  have 
taken  sedative  drugs  and  who  give  indication  that 
they  might  go  into  coma  before  emesis  occurs. 

Another  method  for  limiting  absorption  of  a 
drug  is  to  give  drugs  which  retard  the  rate  and 
degree  of  absorption.  The  best  known  physio- 
chemical  agent  for  this  purpose  is  activated  char- 
coal. Activated  charcoal  is  highly  effective  in 
inhibiting  the  absorption  of  a broad  spectrum  of 
chemical  compounds.  It  has  been  demonstrated 
to  be  effective  in  salicylate,  barbituate,  strych- 
nine, morphine,  atropine,  mercury,  arsenic,  and 
antihistamine  ingestion.  It  may  be  used  in  com- 
bination with  apomorphine  induced  emesis  or 
following  syrup  of  ipecac  induced  emesis.  It 
should  not  be  given  at  the  same  time  as  syrup  of 
ipecac  since  it  will  bind  ipecac  and  render  it  in- 
effective. 
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Other  specific  antidotes  which  may  be  used 
to  combat  specific  ingestions  are:  1)  Tannic  acid 
(used  when  alkaloids  or  metals  are  ingested); 

2)  Mg02  (used  when  mineral  acids  are  swal- 
lowed); 3)  Milk  and  egg  white  (metallic  poison- 
ing, especially  lead);  4)  Lemon  juice  or  vinegar 
(to  counteract  caustic  effects). 

2)  How  much  was  taken? 

It  is  usually  impossible  to  ascertain  precise 
amounts  of  poisons  taken  by  children  and  sui- 
cidal adults.  80-90%  of  poisonings  will  involve 
children  under  five  years  of  age.  There  were  over 
76,000  such  poisonings  reported  to  the  National 
Clearinghouse  for  Poison  Control  Centers  from 
46  states  in  1969.  The  principal  categories  of 
substances  swallowed  were  as  follows: 


Medicines 

53.4% 

Aspirin 

19% 

Other  internal 

27.7% 

External 

6.7% 

Cleaning  and  Polishing  Agents 

14.4% 

Cosmetics 

6.7% 

Paints  & Petroleum  Products 

9.8% 

Pesticides 

5.2% 

Plants 

4.4% 

Miscellaneous 

6.1% 

Some  estimate  of  the  amount  ingested  can  be 
made  by  having  the  container  available  and  by 
carefully  interrogating  the  witnesses  as  to  the 
maximum  possible  dose  taken. 

Where  there  is  no  witness  to  the  poisoning  or 
where  the  material  ingested  is  not  known,  some 
preliminary  observations  may  be  helpful  in,  at 
least,  establishing  a category  of  poisoning. 

1)  Vomiting  would  suggest  the  possibility  of  metals, 
alkali,  acids,  bacterial  food  poisoning  or  high 
doses  of  drugs  such  as  aspirin. 

2)  Convulsions  would  suggest  central  nervous  sys- 
tem stimulants  such  as  camphor  or  strychnine. 

3)  Depression  would  suggest  one  of  the  categories 
of  sedative  drugs. 

4)  Dilated  pupils  would  be  symptomatic  of  poison- 
ing with  atropine,  cocaine,  or  ephedrine. 

5)  Pinpoint  pupils  would  point  to  opiates. 

6)  Skin  discoloration.  A slate  blue  skin  discolora- 
tion without  dyspnea  would  indicate  one  of  the 
poisons  capable  of  causing  methemoglobinemia 
(such  as  nitrates  or  topical  anesthetics).  A cherry- 
red  discoloration  of  the  lips  with  florid  facies 
would  indicate  carbon  monoxide. 

7)  Laboratory  findings.  A urine  specimen  should  be 
obtained,  if  possible.  The  ferric  chloride  or  Phen- 
istix  test,  if  positive,  would  implicate  aspirin  or 
phenothiazines.  A positive  Destostix  test  for  glu- 
cose could  indicate  glycosuria  due  to  ethanol  or 
aspirin,  Coproporphyrus  in  the  urine  constitute  a 
screening  test  for  lead  and  other  heavy  metals 


affecting  kidney  function  may  result  in  protemuria. 

In  all  unknown  poisonings  a blood  specimen 
should  be  drawn  and  sent  to  the  laboratory  with 
a portion  of  the  gastric  fluid  obtained  by  lavage 
or  emesis. 

These  can  be  used  for  more  refined  toxicologi- 
cal evaluation. 

Marijuana 

Although  the  use  of  marijuana  is  apparently 
on  the  increase  in  our  society,  a recent  report 
from  the  Los  Angeles  County  Hospital  indicated 
only  9 hospitalizations  for  marijuana  complica- 
tions over  a ten  year  period  during  which  over 
700,000  patients  were  admitted.  Five  of  these 
admissions  followed  intravenous  use  of  mari- 
juana, one  involved  the  oral  route  and  only  three 
followed  smoking. 

The  National  Institute  of  Mental  Health  in  its 
report  to  Congress  makes  the  following  points 
about  marijuana  usage. 

1 ) Most  American  experience  has  been  lim- 
ited to  the  widespread  relatively  infrequent 
use  of  a rather  weak  form  of  marijuana. 

2)  Although  the  principal  active  ingredient  is 
thought  to  be  delta-9-tetrahydrocannabinol, 
much  remains  to  be  learned  about  the 
chemistry  of  marijuana  and  related  sub- 
stances. 

3)  Principal  subjective  effects  are: 

a)  Alternation  of  time  and  space  per- 
ception 

b)  A sense  of  euphoria  and  disinhibi- 
tion 

c)  Dulling  of  attention 

d)  Fragmentation  of  thought 

e)  Impaired  recent  memory 

f)  Exaggerated  laughter  and  suggesti- 
bility 

4)  Major  physical  findings  are: 

a)  Increased  pulse  rate 

b)  Reddening  of  the  eyes 

c)  Dryness  of  mouth  and  throat 

d)  Tremulousness  and  unsteadiness  at 
higher  dosages 

For  most  users  and  experimenters  the  “high” 
is  what  they  are  seeking  and  they  therefore  will 
not  seek  medical  attention  (anymore  than  the 
henpecked  husband  will  ask  the  bartender  to 
take  him  to  the  emergency  room  because  whis- 
key makes  him  forget  his  nagging  wife). 

Experience  in  the  emergency  room  will  there- 
fore be  restricted  to  acute  psychotic  reactions  re- 

continued  on  page  120 
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Congenital  Adrenal  Hyperplasia  (CAH) 

As  with  other  rare  causes  of  hypertension  (pri- 
mary aldosteronism,  coarctation  of  the  aorta, 
liquorice  intoxication),  the  importance  of  cor- 
rectly diagnosing  CAH  lies  in  the  ready  avail- 
ability of  specific  therapy.  In  addition,  the  under- 
lying adrenal  insufficiency  and  abnormal  sexual 
development  will  benefit  from  the  same  treatment. 

Of  the  several  enzymatic  disorders  which  fall 
under  the  general  heading  of  CAH,  only  defi- 
ciency of  either  1 1 /3-hydroxylase  or  Ha-hydrox- 
ylase is  associated  with  hypertension.  The  former 
has  been  reported  much  more  frequently  than  the 
latter,  accounting  for  5%  of  CAH.  It  will  be  seen 
in  Fig.  1 that  both  of  these  enzymes  are  essential 
for  the  normal  biosynthesis  of  cortisol.  When  the 
activity  of  either  enzyme  is  depressed,  plasma 
cortisol  falls.  To  compensate  for  this,  ACTH  is 
secreted  from  the  pituitary  in  excess.  Since  the 


1 1 (3- Hydroxylase  Deficiency 

Reduced  activity  of  11  /3-hydroxylase  results 
in  accumulation  of  DOC  and  S (Fig.  1).  Andro- 
gens are  also  secreted  in  excess  by  the  adrenal. 
Virilization,  e.g.  clitoromegaly  and  labial  fusion, 
may  be  present  at  birth  and  incorrect  gender 
assignment  is  possible  in  female  patients.  The 
abnormality  may  however  be  milder  or  develop 
later  in  childhood  or  adulthood,  e.g.  hirsutism 
and  amenorrhea.  Puberty  occurs  prematurely 
in  male  patients.  Hypertension  occurring  in  a 
patient  with  abnormal  sexual  development  should 
raise  the  suspicion  of  CAH.  As  children,  these 
patients  grow  rapidly,  but  early  epiphyseal  clos- 
ure results  in  a stunted  adult  height.  Laboratory 
findings  include  hypokalemic  alkalosis,  elevated 
plasma  DOC  and  S,  and  elevation  of  urinary 
tetrahydro  DOC,  tetrahydro  S,  pregnanediol  and 
pregnanetriol,  all  of  which  is  corrected  following 


17a  Hydroxylase 

Progesterone  > 17  OH  Progesterone ► Androgens 

(P)  (17  0HP) 


21  Hydroxylase v 

1 1 Deoxycortisol 

(S) 

I 

1 1 B Hydroxylase v 

Cortisol 
(F) 

Fig.  1 Some  steps  in  normal  adrenal  steroid 
biosynthesis. 

normal  biosynthetic  pathway  to  cortisol  is  inter- 
rupted, precursors  and  mineralocorticoids,  princi- 
pally DOC,  will  accumulate.  Consequently  salt 
retention  and  hypertension  develop.  If  gluco- 
corticoid is  given  to  patients  with  this  disorder, 

ACTH  secretion  falls,  plasma  DOC  is  suppressed, 
hypertension  subsides  and  cortisol  deficiency  is 
treated  appropriately. 

From  the  Hypertension  Center  and  the  Division  of 
Endocrinology,  Department  of  Medicine,  Vanderbilt 
Medical  Center,  Nashville,  Tenn.  37232. 


glucocorticoid  administration.  Plasma  B and  F, 
urinary  tetrahydro  B and  tetrahydro  F are  sup- 
pressed at  all  times. 

17  a-Hydroxylase  Deficiency 

Normal  17  hydroxylase  activity  is  essential  for 
the  biosynthesis  of  cortisol,  androgens,  and  estro- 
gens. When  activity  of  this  enzyme  is  reduced, 
DOC  and  B accumulate.  At  birth  male  subjects 
may  be  poorly  virilized  (hypospadioas,  deep 
scrotal  cleft)  but  some  are  normal.  Later  puberty 


Deoxycorticosterone 

(DOC) 

I 


Corticosterone 

(B) 
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TABLE  1 


Summary  of  the  biochemical  and  physical  findings  in  patients  with  hypertensive  types  of  CAH. 


Enzyme  Plasma  and  urinary  levels  of  adrenal  Physical  Findings 

Deficiency  steroids  and  their  metabolites 


P 

1 70H 
P 

DOC 

S 

B 

F 

KS* 

11  /3 

Hydroxylase 

t 

* 

A 

1 

A 

i 

* 

B.  P.  A 
VIRILISM 

PRECOCIOUS  PUBERTY 
SHORT  ADULT  STATURE 

17  a 

Hydroxylase 

A 

* 

A 

X 

V 

B.  P.  A 

SEXUAL  INFANTILISM 
EUNUCHOIDISM 

*KS  = 

Urinary  17 

ketosteroids 

t = 

Elevated 

= Suppressed 

Note:  The  urinary  metabolites  of  progesterone  and  17  OH  progesterone  are 
pregnanediol  and  pregnanetriol  respectively. 


fails  to  occur  in  both  male  and  female  patients 
and  a eunuchoid  body  habitus  develops.  Hyper- 
tension occurring  in  a patient  with  sexual  infan- 
tilism should  alert  the  physician  to  the  possibility 
of  underlying  CAH.  Laboratory  findings  include 
hypokalemic  alkalosis,  elevated  plasma  DOC, 
B and  P and  elevated  urinary  tetrahydro  DOC, 
tetrahydro  B and  pregnanediol,  all  of  which  is 
corrected  following  glucocorticoid  administration. 
Baseline  plasma  S and  F,  urinary  17  hydroxy- 
corticoids,  tetrahydro  S,  pregnanetriol  and  17 
ketosteroid  levels  are  below  normal  at  all  times. 

Adrenal  Insufficiency 

A limitation  of  cortisol  biosynthesis  is  common 
to  all  types  of  CAH.  Patients  may  present  soon 
after  birth  in  adrenal  crisis  or  later  in  childhood 
or  as  hypertensive  adults  having  survived  despite 
their  disease.  These  last  patients  probably  have  a 
very  mild  enzyme  deficiency;  however  unusual 
stress,  e.g.  major  illness  or  surgery,  may  precipi- 
tate adrenal  crisis.  Once  diagnosed,  they  should 
be  treated  as  would  patients  with  glucocorticoid 
deficiency  of  any  etiology.  Maintenance  gluco- 
corticoid should  be  supplemented  during  periods 
of  stress  and  parenteral  glucocorticoids  given 
when  oral  administration  is  not  beneficial  (e.g. 
while  vomiting). 

Treatment 

Glucocorticoid  is  given  to  achieve  3 thera- 
peutic goals:  1)  Suppression  of  mineralocorticoid 
excess  and  thus  hypertension;  2)  Suppression  of 
androgen  excess  ( 1 1 /3-hydroxylase  deficiency); 
3)  Correction  of  cortisol  deficiency. 

To  achieve  suppression  of  mineralocorticoid 
and  androgen  excess  it  is  usually  necessary  to 
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give  a substantial  percentage  (50-75%)  of  the 
total  daily  intake  of  corticosteroid  as  late  as  pos- 
sible each  night.  This  will  suppress  the  normal 
early  morning  surge  in  ACTH  secretion.  The  rest 
may  be  given  in  2 or  3 doses  throughout  the  day. 
Return  of  blood  pressure  to  normal  and  correc- 
tion of  hypokalemic  alkalosis  should  thus  be 
achieved.  The  adequacy  of  control  is  also  assessed 
by  following  the  levels  of  a previously  elevated 
steroid.  Urinary  tetrahydro  S or  pregnanetriol 
and  17  ketosteroids  are  usually  followed  in  pa- 
tients with  1 1 /3-hydroxylase  deficiency  and 
urinary  pregnanediol  in  patients  with  17  a-hy- 
droxylase  deficiency.  The  minimum  glucocorti- 
coid needed  to  correct  these  abnormalities  is 
found  by  adjusting  the  dose  while  making  the 
appropriate  steroid  measurements.  The  total 
amount  of  glucocorticoid  required  is  probably 
inversely  related  to  the  frequency  of  administra- 
tion. 

When  adrenal  androgen  secretion  is  reduced, 
sexual  development  will  proceed  normally  in 
prepubertal  children  with  1 1 /3-hydroxylase  defi- 
ciency. Corrective  genital  surgery  will  be  required 
for  some  female  patients.  These  patients  are  capa- 
ble of  childbearing.  Patients  with  17  a-hydroxyl- 
ase  deficiency  require  exogenous  sex  hormones 
to  accomplish  sexual  development.  Menstruation 
can  be  induced  by  cyclical  estrogen-progestogen 
therapy. 

As  previously  noted,  these  patients  have  in- 
adequate cortisol  production  and  should  be  edu- 
cated in  the  adjustments  of  steroid  dosage  that 
may  be  necessary.  They  should  also  be  advised 
to  carry  some  identification  of  their  illness  at  all 
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Diabetes  Insipidus  Secondary  To  Group  B 
Beta  Streptococcal  Meningitis 

EDWARD  W.  McREYNOLDS,  M.D.,  SHANE  ROY  III,  M.D. 


INTRODUCTION 

The  occurrence  of  vasopressin-sensitive  dia- 
betes insipidus  in  neonates  secondary  to  acute 
bacterial  meningitis  has  not  been  previously  rec- 
ognized. Deficient  or  absent  ADH  release  in 
children  and  adults  has  been  described  as  a con- 
sequence of  many  acquired  central  nervous  sys- 
tem lesions,  however.  Tuberculous  meningitis1, 
hypothalamic  lesions  and  pituitary  tumors, 2’3’4’3 
and  neurohypophyseal  inflammation0  have  been 
reported  to  be  followed  by  clinical  diabetes  in- 
sipidus. Excessive  antidiuretic  hormone  release 
has  been  noted  in  many  of  the  same  condi- 
tions.7’8’9’10’1142 

Ability  to  measure  osmolality  and  the  humoral 
regulators  which  influence  water  and  electrolyte 
homeostasis  have  led  to  important  advances  in 
the  understanding  of  deficiencies  and  excesses  of 
these  factors  in  central  nervous  system  di- 
sease.1344'15 Interrelationships  among  these  regu- 
lators are  being  recognized.19  With  the  appear- 
ance of  newer  therapeutic  agents  which  act 
through  pharmacologic  enhancement  of  the  re- 
lease or  peripheral  action  of  ADH,20  it  may  be 
important  to  further  define  deficiency  states  of 
this  hormone  as  complete  or  partial. 

This  report  describes  two  neonates,  who  during 
the  course  of  bacterial  (group  B beta  strepto- 
coccal) meningitis,  developed  hypernatremia  sec- 
ondary to  deficient  ADH  release  and  their  man- 
agement. 

PATIENT  REPORTS 

Patient  1.  A 3175  gram  female  infant,  the  prod- 
uct of  a 19  year  old  gravida  I.  para  O,  A-(-  mother 
whose  pregnancy  was  complicated  by  premature  rup- 
ture of  the  membranes  20  hours  prior  to  delivery.  The 
labor  was  three  hours  long,  and  the  mother  received 
50  mgm.  of  meperidine  three  hours  prior  to  delivery. 
The  infant’s  first  breath  and  cry  were  delayed  thirty 
seconds,  but  resuscitation  was  not  required.  Apgar  scores 
were  8 and  9 at  1 and  5 minutes  respectively.  The  early 
neonatal  period  was  uncomplicated,  and  the  infant  was 
discharged  home  at  3 days  of  age  doing  well. 
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At  three  weeks  of  age,  the  infant  was  readmitted  to 
the  neonatal  intensive  care  unit  with  a 6 hour  history 
of  irritability  and  fever.  The  temperature  was  101°F. 
pulse  144/minute,  respirations  44/minute,  and  blood 
pressure  60  mm  Hg  (palpation).  On  physical  examina- 
tion. a bulging  fontanelle,  pallor,  and  extreme  hypotonia 
were  noted.  The  head  circumference  was  36.5  centi- 
meters. The  hematocrit  was  31.5%,  hemoglobin  11.5 
gm%,  white  blood  cell  count  32.650/mm8  with  a marked 
left  shift.  Cerebrospinal  fluid  examination  revealed  222 
white  cells/mm3  with  35%  polymorphonuclear  and 
65%  mononuclear  forms,  gram-positive  cocci  on  the 
gram  stain,  a glucose  of  31  mgm%,  and  a total  protein 
of  160  mgm%.  Culture  of  both  the  CSF  and  3 cc  of 
subdural  fluid  grew  Group  B beta  streptococcus.  Serum 
chemistries  revealed  a sodium  of  135  mEq/L,  chloride 
103  mEq/L,  potassium  5.8  mEq/L,  bicarbonate  22 
mEq/L,  BUN  17  mgm%,  and  glucose  77  mgm%. 
Blood  pH  was  7.14,  pCO.,  59  mm  Hg.  pO.,  50  mm 
Hg,  02  sat.  74%  (capillary). 

Treatment  was  begun  with  ampicillin,  200  mgm/Kg/ 
day  in  four  divided  doses,  and  gentamicin,  2.5  mgm/Kg/ 
dose  q 8 hours.  After  receiving  culture  reports,  therapy 
was  changed  to  pencillin  G,  50,000  units/Kg  every  6 
hours.  Initially,  there  was  clinical  response  to  this 
therapy,  and  the  spinal  fluid  was  sterile  at  48  hours. 

Seizures  developed  shortly  thereafter,  and  the  head 
circumference  increased  to  39  centimeters.  Seizures 
were  controlled  with  phenobarbital  and  diphenylhydan- 
toin.  Neurological  consultation  was  obtained.  A 
ventriculogram  revealed  a right  porencephalic  cyst.  Sub- 
dural punctures  revealed  a thick,  purulent  fluid  which 
was  sterile  on  culture. 

Four  days  after  admission,  the  serum  sodium  was  158 
mEq/L,  and  fluid  therapy  to  correct  the  hypernatremia 
was  begun.  This  persisted,  however,  in  spite  of  intra- 
venous administration  of  hypotonic  fluids,  and  urine 
specific  gravities  were  consistently  1.003  or  less. 

A 6-hour  water  deprivation  test  was  performed  and 
hourly  urines  collected  via  a bladder  catheter  for 
osmolality,  volume,  and  bio-assay  for  ADH.  Plasma 
osmolalities  were  drawn  hourly.  The  infant  failed  to 
respond  to  dehydration  stress  by  increasing  urinary 
osmolality,  and  plasma  osmolality  progressively  in- 
creased. Results  of  the  study  are  summarized  in  Table 
I.  A trial  of  chlorthiazide  therapy  failed  to  improve 
the  polyuria  or  to  change  plasma  osmolality.  Vasopres- 
sin. however,  caused  a marked  decrease  in  urine  volume 
to  8 cc/hour  and  increase  in  urine  osmolality  to  600 
mOsm/Kg  within  one  hour.  Therapy  was  then  begun 
with  vasopressin  with  subsequent  weight  gain  and 
normalization  of  serum  electrolytes. 

Patient  2.  This  female  infant  was  the  product  of  a 
15-year-old  gravida  I,  para  O,  abortus  O,  B negative 
mother  whose  39-week  pregnancy  was  uncomplicated. 
The  labor  was  not  prolonged,  and  rupture  of  mem- 
branes occurred  eleven  hours  prior  to  delivery.  Apgars 
of  9 and  10  were  recorded  at  one  and  five  minutes 
respectively.  The  early  neonatal  period  was  complicated 
by  mild  hyperbilirubinemia  (highest  level  13.6  mgm%). 
The  birth  weight  was  3120  grams.  The  infant  was 
discharged  from  the  term  nursery  at  5 days  of  age 
doing  well. 
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TABLE  I 

DEHYDRATION  STUDY— PATIENT  1 


Hour 

Weight 

(Gm) 

Urine 

Volume 

(ml) 

Urine 
Osmolality 
( mosm/kg ) 

Plasma 

Osmolality 

(mosm/kg) 

Urinary 
ADH  Cone 
(uU/ml) 

1 

3505 

20 

105 

350 

2 

20 

105 

.3384 

3 

20 

106 

4 

25 

106 

1.0088 

5 

25 

110 

355 

6 

20 

120 

361 

1.5808 

7 

25 

121 

360 

8 

18 

132 

360 

2.4659 

9 

18 

150 

361 

10 

3350 

18 

150 

367 

6.7094 

TABLE  II 

DEHYDRATION  STUDY— PATIENT  2 
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3510 

20 

110 

337 

2 

25 

110 

.4590 

3 

20 

111 

4 

20 

109 

1.5115 

5 

20 

108 

337 

6 

20 

110 

339 

2.0400 

7 

18 

122 

345 

8 

25 

125 

351 

2.6074 

9 

20 

130 

358 

10 

3375 

18 

158 

359 

6.7174 

The  infant  was  readmitted  at  three  weeks  of  age  with 
a brief  history  of  fever  and  irritability,  temperature 
100°F,  pulse  146/minute,  respiration  32/minute,  blood 
pressure  80  mm  Hg  (palpation).  Admission  blood 
count  revealed  a hematocrit  of  28.5%,  hemoglobin  10.0 
gm%,  a leukopenia  of  1800/mm3  with  a left  shift.  Ad- 
mission serum  sodium  was  138  mEq/L.  Examination  of 
the  cerebrospinal  fluid  revealed  100  white  blood  cells/ 
mm3  with  30%  polymorphonuclear  and  70%  mono- 
nuclear forms,  glucose  less  than  10  mgm%,  protein  330 
mgm%,  and  gram  positive  cocci  on  the  gram-stained 
smear. 

Therapy  was  begun  with  intravenous  ampicillin  at 
200  mgm/Kg/day  in  divided  doses  q 8 hours  and 
gentamicin  2.5  mgm/Kg/dose  q 8 hours.  This  was 
changed  to  penicillin  G at  50,000  units/Kg  q 6 hours 
after  both  spinal  fluid  and  blood  cultures  grew  Group  B 
beta  streptococci  sensitive  to  penicillin  G.  Because  of 
convulsions,  diphenylhydantoin  and  phenobarbital  were 
begun  on  the  second  hospital  day.  Repeated  examina- 
tions of  the  spinal  fluid  revealed  a decreased  number 
of  white  blood  cells,  normal  glucose,  and  negative  cul- 
ture, but  the  CSF  protein  value  remained  quite  high. 
Two  days  after  admission,  serum  electrolytes  were  re- 
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peated  revealing  a hypernatremia  of  156  mEq/L  with- 
out concomitant  azotemia.  Hypotonic  fluid  administra- 
tion failed  to  affect  the  hypernatremia,  and  urine 
specific  gravities  remained  less  than  1.005  consistently. 

A 6-hour  water  deprivation  test  was  performed  as  in 
Patient  1 and  the  results  are  summarized  in  Table  II. 
This  infant  also  failed  to  respond  to  chlorthiazide  ad- 
ministration, but  responded  dramatically  to  vasopressin 
with  a decrease  in  urine  volume  to  5 cc/hour  and  an 
increase  in  urine  osmolality  to  800  mOsm/kg.  She 
was  discharged  on  vasopressin  injections  with  normal 
serum  electrolytes. 

MATERIALS  AND  METHODS 

Urine  and  plasma  osmolalities  were  done  on 
automatic  osmometer.  Serum  and  urinary  elec- 
trolytes were  done  by  the  clinical  chemistry  labo- 
ratory using  standard  laboratory  procedure. 

Urinary  antidiuretic  hormone  measurement 
was  performed  using  a four-point  statistical  bio- 
assay procedure  utilizing  changes  in  urine  imped- 
ance to  standard  and  unknown  injections  in 
alcohol  and  water-loaded  male  albino  rats.13 
Extraction  and  purification  of  the  urine  were  per- 
formed by  the  method  described  by  Miller  and 
Moses.14 

RESULTS 

Results  of  water  deprivation  studies  are  sum- 
marized in  Tables  I and  II.  A steady  state  was 
achieved  prior  to  the  beginning  of  each  test  by 
intravenous  fluid  administration.  Both  infants 
failed  to  concentrate  the  urine  above  200  mOsm/ 
Kg  during  the  standard  6-hour  deprivation  study. 
Bioassay  of  the  urines  for  vasopressin  suggested 
ADH  activity  to  be  present  in  the  urine  of  both 
cases  and  to  increase  during  dehydration  stress. 
In  addition,  both  failed  to  respond  to  chlorthi- 
azide (50  mgm/Kg/day)  given  over  a forty-eight 
hour  period.  After  establishment  of  a steady 
state  and  injection  of  vasopressin,  both  showed 
an  increase  of  urine  osmolality,  a decrease  of 
plasma  osmolality,  and  a reduction  of  urine  vol- 
ume. 

DISCUSSION 

Vasopressin-sensitive  diabetes  insipidus  results 
from  partial  or  complete  deficiency  of  the  anti- 
diuretic hormone.  The  disease  in  an  infant  is  a 
serious  challenge  to  life  and  future  mental  func- 
tion because  of  the  inability  to  respond  to  stimu- 
lation of  the  hypothalamic  thirst  center.  Multiple 
disease  states  may  result  in  antidiuretic  hormone 
deficiency.  Metastatic  malignancies,  craniopharyn- 
giomas, histiocytosis,  optic  neuromas,  chromo- 
phobe adenomas,  encephalitis,  tuberculous 
meningitis,21  pyogenic  meningitis22  and  familial 
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(idiopathic)  etiologies  have  all  been  described. 
Transient  diabetes  insipidus  may  occur  after  head 
trauma  and  intracranial  surgery.  The  disease  is 
rarely  transient,  however,  when  associated  with 
other  lesions.23 

It  is  well-known  that  disorders  of  the  hypo- 
thalamus can  produce  a variety  of  abnormalities 
of  endocrine-regulated  processes.  In  addition, 
disorders  elsewhere  in  the  CNS  can  alter  inputs 
into  this  area  and  result  in  several  endocrine 
dysfunctions.  In  an  extensive  review  of  hypo- 
thalamic endocrine  disorders,  the  most  common 
clinical  finding  was  diabetes  insipidus.24 

Antidiuretic  hormone  has  been  shown  to  be 
the  neurosecretory  product  of  cells  of  the  supra- 
optic and  paraventricular  nuclei  of  the  hypothala- 
mus, and  destruction  of  these  cells  or  their  physi- 
ologic functioning  has  been  proposed  as  the 
mechanism  of  states  of  deficient  ADH  release. 
Neuronal  endings  in  the  neurohypophysis  release 
the  nonapeptide  hormone.  These  neuronal  end- 
ings contain  oxytocin,  antidiuretic  hormone,  and 
several  other  proteins  and  polypeptides.  Neuro- 
physins  of  several  types,  varying  molecular 
weights,  and  varying  abilities  to  bind  the  hor- 
mone probably  protect  ADH  during  transport 
distally  from  the  hypothalamus.  A substance 
capable  of  the  enzymatic  destruction  of  the  hor- 
mone is  present  in  the  hypothalamus,  and  dam- 
age to  this  area  or  to  the  binding  of  the  hormone 
to  its  protein  carrier  may  result  in  destruction 
of  ADH.25 

Once  released,  inactivation  of  the  hormone  is 
probably  negligible,  and,  if  there  is  extensive 
binding,  it  must  be  readily  reversible.  Metabolic 
clearance  rates  are  variably  reported  as  1 ml/ 
min/Kg  to  12  ml/min/Kg.  Clearance  is  dual, 
consisting  of  renal  and  hepatic  components.  The 
urinary  excretion  of  ADH  has  been  constant  in 
a variety  of  experiments.  Changes  in  urinary 
excretion  of  ADH  should,  therefore,  reflect 
changes  in  release  since  the  half-life  of  ADH 
has  been  consistently  reported  to  be  brief.26 

The  factors  involved  in  stimulating  release  are 
only  partially  understood.  Verney  established  an 
increased  rate  of  release  from  hyperosmotic 
stimuli,  and  a role  for  volume  receptors  was  rec- 
ognized shortly  thereafter.27  Gauer  and  Henry 
showed  that  such  receptors  were  located  in  the 
left  atrium,  and  Share  provided  direct  evidence 
for  their  involvement  in  ADH  control.18  Share 
has  also  shown  a role  for  carotid  sinus  baro- 
receptors  and  suggested  a role  of  the  renin-angio- 
tensin system  in  ADH  release,  but  the  physiologic 


significance  of  this  stimulus  is  yet  to  be  deter- 
mined.28 

Although  disorders  of  input  to  the  CNS  cannot 
be  totally  discounted,  the  evidence  that  diabetes 
insipidus  following  meningitis  is  hypothalamic  or 
pituitary  in  origin  is  quite  suggestive.  In  selec- 
tive hypopituitarism  following  tuberculous  men- 
ingitis, diabetes  insipidus  (the  most  common 
endocrine  disorder)  was  variably  combined  with 
gonadal  or  adrenocortical  dysfunction.21  In  each 
of  these  cases,  the  endocrinopathies  followed  the 
meningitis  by  some  months  to  years.  In  the 
majority  of  cases,  there  was  associated  suprasellar 
calcification. 

This  is  the  first  report  to  our  knowledge  of 
vasopressin-sensitive  diabetes  insipidus  occurring 
during  the  course  of  neonatal  meningitis.  In  both 
cases,  the  etiological  organism  was  the  Group  B 
beta  streptococcus.  In  tuberculous  meningitis, 
the  affinity  of  the  pathological  process  for  the 
base  of  the  brain  has  been  suggested  as  a factor 
in  the  subsequent  endocrinologic  manifestations. 
The  propensity  of  the  streptococcus  to  involve 
this  area  is  unknown.  The  diminished  urinary  vol- 
ume and  increased  urinary  osmolality  on  vaso- 
pressin injection  in  spite  of  the  presence  of  bio- 
assayable  ADH  activity  in  the  urine  of  both 
infants  suggests  a partial  hormone  deficiency 
state.  This  most  likely  resulted  from  hypothalamic 
or  neurohypophyseal  injury  secondary  to  the 
meningitis. 

SUMMARY 

Two  neonates,  who  during  the  course  of  Group 
B beta  streptococcal  meningitis  developed  vaso- 
pressin-sensitive diabetes  insipidus,  are  described. 
Both  infants  were  studied  by  a 6-hour  water 
deprivation  test  with  urine  and  plasma  osmolali- 
ties and  urine  volumes  measured  hourly.  Their 
urine,  when  bioassayed  for  antidiuretic  activity, 
revealed  some  response  in  both  cases. 

It  is  suggested  that  these  infants  developed  dia- 
betes insipidus  secondary  to  inadequate  ADH- 
release  from  the  neurohypophysis.  A propensity 
of  Group  B beta  streptococcal  meningitis  in  the 
neonate  to  involve  hypothalamic  endocrine  regu- 
lation centers  is  thus  suggested. 

Frank  T.  Tobey  Memorial  Children’s  Hospital 
860  Madison  Ave. 

Memphis.  Tenn.  38103 
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Emergency  . . . 

continued  from  page  114 

lated  to  high  dosage  or  the  eating  or  injecting  of 
marijuana  or  to  the  occasional  acute  panic  reac- 
tions occurring  at  low  dosage. 

More  severe  reactions  related  to  “bad  trips” 
with  the  psychedelic  or  hallucinogenic  drugs  may 
occur.  The  management  of  these  reactions  and 
their  recurrences  will  require  longer  term  medi- 


Hypertension  . . . 
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times,  e.g.  emergency  medical  identification  tags, 
marked  “adrenal  insufficiency.” 

CAH  is  transmitted  by  a recessive  autosomal 
gene.  The  parents  of  a child  with  CAH  should  be 
cautioned  that  the  chance  of  having  another  af- 
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cal  care  than  is  possible  in  an  emergency  room 
and  is  therefore  considered  to  be  beyond  the 
province  of  this  paper. 

Through  the  use  of  proper  first-aid  and  emer- 
gency room  procedures  and  through  the  coopera- 
tion of  the  National  Network  of  Poison  Control 
Centers  in  expediting  diagnosis  and  availability 
of  care,  it  should  be  possible  to  salvage  the  vast 
majority  of  acute  poisonings. 


fected  child  is  1 in  4 on  each  subsequent  preg- 
nancy. Terence  J.  McKenna,  M.R.C.P. 
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Cholecystitis,  Pericholecystic  Abscess,  and 
Septicemia  Due  To  Clostridium  Perfringens 

CASE  PRESENTATION 

Present  Illness:  This  45-year-old  black  male  was  ad- 
mitted with  a history  of  weakness,  nausea  and  vomiting 
of  two  weeks  duration.  These  symptoms  increased  in 
severity  so  that  eventually  he  was  confined  to  bed,  and 
was  unable  to  retain  solid  food  and  only  small  amounts 
of  liquids.  During  this  same  period  of  time,  he  de- 
veloped a severe  polyuria.  There  was  no  history  of 
hematemesis,  melena  or  diarrhea.  There  was  no  family 
history  of  diabetes.  He  had  been  an  alcoholic  for  the 
past  20  years,  and  had  several  admissions  to  another 
VA  Hospital  for  pancreatitis.  He  had  a left  below  the 
knee  amputation  for  a gunshot  wound  in  WW  II.  He 
had  subtotal  gastrectomy  eight  years  before,  however, 
he  had  two  abdominal  scars  and  a left  thoracotomy 
scar.  He  did  not  know  what  the  second  abdominal 
operation  was,  or  what  the  thoracotomy  was  for,  and 
a review  of  the  charts  from  a distant  hospital  was  non- 
revealing. 

Physical  Examination  : Temperature  104°,  pulse  108. 
blood  pressure  150/90.  The  patient  appeared  acutely  ill. 
lethargic,  severely  dehydrated,  with  Kussmaul’s  respira- 
tions and  the  odor  of  acetone  to  his  breath.  The  sclerae 
were  icteric;  the  pupils  reacted  to  light  and  accommoda- 
tion. The  lungs  were  clear.  The  heart  was  not  enlarged; 
there  was  a sinus  tachycardia.  There  was  a healed  surgi- 
cal incision  in  the  area  of  the  left  8-9  ribs.  The  abdomen 
was  not  distended.  The  liver  was  palpable  one  finger 
below  the  umbilicus  and  tender.  No  other  organs  or 
masses  were  felt.  There  were  two  upper  abdominal 
healed  surgical  scars.  No  masses  were  felt  on  rectal 
examination.  The  neurological  examination  was  within 
normal  limits.  The  left  leg  was  amputated  below  the 
knee. 

Laboratory  Data:  WBC  21,800.  82  neutrophils,  10 
bands,  4 lymphocytes  and  4 monocytes,  RBC  3.331.000. 
hematocrit  29%,  hemoglobin  9 grams.  Urine  4+  sugar, 
3+  acetone,  bile  negative,  urobilinogen  +1:4,  CO., 
combining  power  5 mEq/L,  amylase  145  units,  urea 
nitrogen  31  mgm%,  bilirubin  total  3.70  mgm%,  direct 
1.85  mgm%.  Total  protein  6 Gm„  albumin  3.1,  alkaline 
phosphatase  64.7  KA  units,  transaminase  80  units; 
chlorides  108,  sodium  136.  potassium  3.3  mEq/L.  Three 
blood  cultures  obtained  on  the  second  day  of  hospitaliza- 
tion were  positive  for  Clostridium  perfringens.  A liver 
scan  showed  a slightly  enlarged  liver,  with  no  definite 
filling  defects.  The  gallbladder  was  not  visualized. 

X-rays:  Chest — heart  normal,  lung  fields  clear.  There 
has  been  a surgical  removal  of  the  8th  rib  on  the  left 
side  with  regeneration.  Abdomen— normal  distribution 
of  gas  outlining  the  colon.  The  right  side  of  the  colon 
is  displaced  by  an  enlarged  liver.  Opaque  medication 
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is  noted  in  the  stomach.  A repeat  abdominal  film  on 
the  following  day  showed  the  liver  shadow  enlarged 
with  displacement  of  the  colon.  There  are  several  small 
collections  of  air  in  the  right  upper  quadrant.  It  was 
difficult  to  ascertain  whether  this  was  free  air  or.  more 
likely,  bowel  gas.  Cholangiogram  showed  visualization 
of  the  hepatic  radicles  and  common  duct,  which  were 
not  dilated  or  obstructed.  The  media  passed  into  the 
small  bowel.  Superimposed  on  the  hepatic  radicles  was 
a bizarre  density  which  on  lateral  view  proved  to  be 
ossification  of  an  abdominal  scar.  On  fluoroscopy  the 
diaphragmatic  excursions  were  normal  bilaterally.  Flat 
and  upright  abdominal  films  showed  moderately  severe 
degenerative  changes  throughout  the  lumbar  spine. 
There  was  a rounded  1 cm.  nodular  calcification  in  the 
right  mid-abdomen.  Gas  was  present  in  the  large  and 
small  bowel.  No  definite  abnormal  abdominal  masses 
were  demonstrated,  and  there  were  no  calcifications 
regional  to  the  urinary  or  biliary  systems. 

Clinical  Course:  The  patient  was  initially  given  large 
doses  of  insulin  and  IV  fluids.  On  the  second  day  of 
hospitalization,  his  temperature  rose  to  102°.  In  view 
of  his  blood  culture,  he  was  started  on  20  million 
units  of  IV  penicillin  daily  and  gas  gangrene  antitoxin. 
His  temperature  decreased  and  his  alkaline  phosphatase 
began  to  fall,  and  came  down  to  28  KA  units.  His  total 
bilirubin  fell  to  1.35  mg%  with  a direct  fraction  of 

0. 55  mg%,  and  his  diabetes  remained  in  good  control. 
His  urine  was  negative  for  bile  and  urobilinogen.  On 
his  15th  hospital  day,  an  exploratory  laparotomy  was 
performed. 

CLINICAL  DISCUSSION 

DR.  MICHAEL  GOMPERTZ:  We  might  be- 
gin with  some  facets  of  this  case  that  are  clear; 

1. e.,  the  patient  was  an  alcoholic,  he  had  chronic 
relapsing  pancreatitis  which  was  probably  second- 
ary to  alcoholism,  and  he  had  pancreatic  dia- 
betes. Apparently,  the  diabetes  had  caused  no 
overt  difficulties  until  an  overwhelming  infection, 
Clostridium  perfringens  septicemia,  precipitated 
ketoacidosis. 

There  are  several  possible  sites  of  origin  of 
this  infection.  Clostridium  perfringens  is  an  ane- 
robic  gram  positive  rod  normally  present  in  the 
intestinal  tract  of  man  and  capable  of  causing 
gas  gangrene  in  wounds  and  in  areas  of  tissue 
damage  where  there  is  anoxia,  usually  as  a result 
of  vascular  damage  and  tissue  necrosis. 

One  possibility  in  this  case  is  a pancreatic  ab- 
scess following  an  episode  of  acute  pancreatitis. 
The  amylase  is  often  only  slightly  elevated  in 
acute  attacks  in  patients  with  chronic  pancrea- 
titis. Of  course,  this  patient  was  seen  late  in  his 
course,  at  which  time  the  serum  amylase  would 
be  expected  to  be  normal.  The  fourfold  elevation 
of  alkaline  phosphatase  and  mild  jaundice  are 
compatible  with  extrahepatic  obstruction  due  to 
inflammation  of  the  head  of  the  pancreas.  The 
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absence  of  pain  is  not  easy  to  explain,  though 
cases  of  “painless  pancreatitis”  have  been  re- 
ported. In  addition,  the  alcoholism  and  acidosis 
may  both  have  contributed  to  a clouded  sen- 
sorium,  resulting  in  an  inaccurate  history.  In 
addition  to  the  lack  of  pain,  the  large  tender  liver 
is  a finding  against  pancreatitis  with  abscess  for- 
mation unless  we  postulate  hepatic  involvement 
due  to  the  infectious  process. 

Could  this  patient  have  had  gallbladder  dis- 
ease? The  bilirubin  of  3.7  and  alkaline  phospha- 
tase of  64  KA  units  could  easily  be  explained  by 
extrahepatic  obstruction  due  to  common  duct 
stone.  Again,  the  absence  of  pain  is  disturbing, 
but  this  is  by  no  means  rare  in  common  duct 
stone  with  obstructive  jaundice.  However,  we 
are  told  that  an  intravenous  cholangiogram  did 
not  show  a dilated  common  duct  and  demon- 
strated normal  biliary  radicles,  though  it  failed 
to  visualize  the  gallbladder.  In  this  patient,  there 
are  three  possible  reasons  for  non-visualization  of 
the  gallbladder:  (1)  acute  cholecystitis  with 

cystic  duct  obstruction,  probably  due  to  stone; 
(2)  a recent  attack  of  acute  pancreatitis,  follow- 
ing which  the  gallbladder  may  not  be  visualized 
for  three  or  four  weeks,  though  the  mechanism 
for  this  is  not  understood;  (3)  the  possibility  that 
this  patient’s  second  abdominal  operation  was  a 
cholecystectomy. 

For  the  sake  of  discussion,  at  this  point  I shall 
assume  that  the  gallbladder  has  not  been  re- 
moved. We  are  told  that  there  are  several  small 
collections  of  air  in  the  right  upper  quadrant. 
This  might  be  due  to  air  in  the  small  bowel,  gas 
in  the  liver  from  an  abscess,  an  internal  biliary 
fistula,  and  other  causes.  One  cause  is  acute 
emphysematous  cholecystitis  which  is  character- 
ized radiologically  by  a fluid  level  in  the  gall- 
bladder on  an  upright  film,  or  a ring  of  gas 
present  in  the  gallbladder  on  a scout  film.  A 
pericholecystic  abscess  due  to  gas  forming  organ- 
isms is  another  possibility.  May  we  see  the  films 
now,  please? 

DR.  IRVING  K.  ETTMAN:  The  chest  film 
is  normal  in  all  respects,  except  for  evidence  of 
a rib  resection  on  the  left.  An  oral  cholecysto- 
gram  shows  contrast  media  in  the  gastric  pouch 
and  non-visualization  of  the  gallbladder.  The  in- 
travenous cholangiogram  shows  visualization  of  a 
normal  common  duct  on  the  2-hour  film  and 
some  dye  entering  the  duodenum  on  the  3-hour 
film.  The  gallbladder  is  not  visualized.  The  scout 
film  reveals  a soft  tissue  mass  in  the  right  upper 
quadrant  which  appears  to  be  liver,  and  some 
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areas  of  gas  which  are  probably  in  the  small 
bowel. 

DR.  GOMPERTZ:  Then  this  is  not  the  picture 
of  acute  emphysematous  cholecystitis. 

DR.  ETTMAN:  That  is  correct.  We  see  some 
flecks  of  air,  but  I think  they  are  in  the  small 
bowel.  The  characteristic  ring  of  air  surrounding 
the  gallbladder  in  acute  emphysematous  chole- 
cystitis is  not  present  on  these  films. 

DR.  GOMPERTZ:  As  this  patient  was  treated,, 
he  improved  remarkably,  and  there  is  one  point 
which  seems  of  importance  clinically,  and  that  is 
the  change  in  size  of  his  liver.  This  was  described 
as  large  and  tender  on  physical  examination  and 
also  on  the  scout  film,  but  only  slightly  enlarged 
on  liver  scan.  I think  it  is  fair  to  assume  that  the 
scan  was  done  after  the  acute  episode  was  subsid- 
ing. At  the  same  time,  his  jaundice  was  clearing 
and  his  alkaline  phosphatase  was  falling.  All  this 
taken  together  could  mean  relief  of  common  duct 
obstruction.  On  the  other  hand,  we  see  elevations 
of  alkaline  phosphatase  with  space  occupying  le- 
sions of  the  liver  and  the  fall  of  this  enzyme  and 
decrease  in  hepatic  size  may  have  been  related  to 
decrease  in  size  of  a liver  abscess.  In  a report  by 
Sherman  and  Robbins1  of  130  patients  with  all 
types  of  liver  abscess,  Clostridium  perfringens 
ranked  seventh  as  a cause.  Fourteen  of  130  cases 
were  due  to  this  organism,  so  that  it  is  certainly 
not  rare. 

I believe  this  patient  had  a liver  abscess,  but 
the  source  of  origin  is  not  clear.  Initially,  I pos- 
tulated the  possibility  of  a pancreatic  abscess  sec- 
ondary to  pancreatitis,  but  believe  that  such  an 
abscess  would  most  likely  be  retroperitoneal,  and 
would  probably  not  involve  the  liver  secondarily, 
though  this  is  possible.  In  the  series  of  liver  ab- 
scesses by  Sherman  and  Robbins  and  in  most 
modern  series,  well  over  fifty  per  cent  originate  in 
the  biliary  tract  and  are  secondary  to  gallbladder 
disease.  Since  we  do  not  know  why  this  patient 
had  two  abdominal  operations,  and  his  gall- 
bladder did  not  visualize,  I must  make  a guess  as 
to  whether  or  not  he  had  a cholecystectomy.  We 
know  he  had  a gastric  resection,  so  it  is  logical 
to  assume  that  the  second  scar  may  have  been 
related  to  ulcer  disease,  perhaps  an  acute  perfora- 
tion which  was  plicated.  Another  possibility  is 
that  he  was  operated  upon  in  one  of  his  episodes 
of  acute  pancreatitis  because  a surgical  abdomen 
was  suspected.  This  is  all  conjecture.  Since  I 
must  make  a decision,  I will  say  that  he  had  acute 
cholecystitis,  probably  secondary  to  a cystic  duct 
stone,  that  he  developed  a pericholecystic  abscess 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


and  a liver  abscess  as  a result  of  ascending  cho- 
langitis, and  a septicemia  due  to  Clostridium 
perfringens.  In  addition,  I think  the  patient  had 
alcohol  induced  chronic  pancreatitis,  pancreatic 
diabetes,  and  ketoacidosis  precipitated  by  Clos- 
tridium perfringens  sepsis. 

DR.  J.  M.  YOUNG:  Do  you  remember  the 
mortality  rate  in  the  series  of  liver  abscesses  you 
referred  to? 

DR.  GOMPERTZ:  This  was  a postmortem 
study,  so  that  it  was  100%.  I do  not  know  the 
mortality  in  liver  abscess  in  general,  but  would 
guess  that  it  is  quite  high. 

DR.  JOHN  J.  McCAUGHAN:  I don’t  under- 
stand why  you  have  to  postulate  a liver  abscess  in 
addition  to  the  gallbladder  disease,  which  is  suffi- 
cient to  explain  everything. 

DR.  GOMPERTZ:  You  are  quite  right  that 
acute  cholecystitis  and  a pericholecystic  abscess 
alone  could  cause  the  entire  clinical  picture  if 
this  resulted  in  obstructive  jaundice  and  hepato- 
megaly. In  thinking  about  this  case,  I was  im- 
pressed with  the  fact  that  a large  tender  liver 
reverted  to  normal  size  on  antibiotic  therapy,  and 
that  bilirubin  and  alkaline  phosphatase  fell  at  the 
same  time.  Thus  I assumed  that  a necrotic  gall- 
bladder had  formed  an  abscess  in  the  liver  by 
direct  extension  and  this  cleared  partially,  or 
mostly,  on  therapy.  However,  there  was  no  evi- 
dence of  this  by  the  time  the  scan  was  done.  I 
am  probably  wrong  in  postulating  abscess  for- 
mation in  the  right  lobe  of  the  liver. 

Clinical  Diagnoses 

1.  Acute  cholecystitis  with  cystic  duct  stone. 

2.  Liver  abscess  with  septicemia. 

3.  Chronic  pancreatitis  and  pancreatic  diabetes. 

PATHOLOGIC  FINDINGS 

DR.  YOUNG:  It  is  always  necessary  in  cases 
of  sepsis  with  positive  blood  cultures  to  consider 
the  sources  which  might  be  the  cause.  The  mor- 
tality rate  in  this  type  of  case  is  quite  high,  some- 
times running  25  or  30  per  cent.  This  is  particu- 
larly true  in  acalculous  cholecystitis  cases.  In 
acalculous  cholecystitis  there  is  usually  some 
common  duct  abnormality  or,  as  Dr.  Gompertz 
has  indicated,  there  is  a fair  percentage  of  cases 
of  chronic  pancreatitis.  Allergies  have  been  in- 
volved in  a number  of  these  cases  also.  I can  well 
recall  one  case  of  polyarteritis  nodosa  that  devel- 
oped an  acute  acalculous  cholecystitis.  Malig- 


nancies along  the  common  duct  or  cholecystic 
duct  or  even  in  the  proximal  end  of  the  gall- 
bladder can  set  off  a situation  such  as  this.  The 
finding  of  one  of  the  Clostridium  species  in  in- 
fections of  the  common  bile  duct  and  the  gall- 
bladder is  certainly  not  rare.  Diabetics  are  apt 
to  develop  these  secondary  infections. 

In  our  case,  the  exploration  of  the  common 
duct  was  very  difficult,  but  Dr.  Bowers  did  find 
what  he  thought  was  a small  gallbladder  with  a 
mass  of  scar  tissue  around  it.  He  had  to  remove 
some  of  the  liver  tissue  with  it.  The  very  small 
gallbladder  did  show  hemorrhage  and  inflamma- 
tion throughout  the  wall  which  was  relatively 
thin.  Beyond  the  wall  was  an  abscess  cavity  con- 
taining old  blood  and  pus.  At  the  time  of  the 
operation,  the  common  duct  was  explored.  It  was 
relatively  small,  but  thick  walled  and  definitely 
scarred  throughout.  It  was  difficult  to  enter. 
There  was  no  purulent  material  in  it  at  that  time, 
but  Dr.  Bowers  did  find  a small  stone,  which 
no  doubt  led  to  the  obstruction  and  cholangitis. 
A culture  taken  from  the  gallbladder  at  the  time 
of  surgery  grew  out  E.  coli,  but  no  Clostridia 
species.  A culture  from  the  common  duct  was 
sterile.  No  stones  were  present  in  the  abscess. 
Even  though  the  liver  tissue  was  from  near  the 
gallbladder,  scarring  was  limited  to  the  periportal 
region,  and  makes  one  think  that  there  was 
definitely  an  element  of  ascending  cholangitis  in 
this  case. 

DR.  GOMPERTZ:  You  do  not  really  know 
where  that  stone  came  from,  do  you? 

DR.  YOUNG:  No. 

DR.  GOMPERTZ:  It  is  possible — I suppose 
it  is  possible  he  had  a common  duct  obstruction 
due  to  the  stone. 

DR.  YOUNG:  I think  he  probably  did.  I do 
not  think  there  is  any  question  that  he  had  an 
acute  cholecystitis  and  a local  perforation  with 
a lot  of  necrotic  tissue  to  set  up  this  focus  for  the 
gas  bacillus  infection  which  he  had.  This  is  the 
usual  story. 

DR.  GOMPERTZ:  I surveyed  the  literature 
about  perfringens  septicemia.  This  occurs  infre- 
quently in  patients  who  had  cholecystectomies 
done  and  who  had  sepsis  following  this  operation. 
This  is  a relatively  common  organism  around  the 
biliary  tract. 

DR.  YOUNG:  This  is  particularly  true  where 
the  common  duct  has  been  dilated  in  the  pres- 
ence of  infection. 

continued  on  page  125 
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Bone  Scanning 

Since  1917,  a wide  variety  of  bone  seeking  iso- 
topes (Radium,  Thorium,  140Ba,  45Ca,  47Ca, 
144Ce,  72Ga,  r,8Ga,  198Au,  131 1 Fibrinogen,  32P, 
35S)  have  been  employed  to  study  bone.  While 
useful  information  was  derived  from  the  use  of 
these  isotopes,  all  of  these  agents  were  unsatis- 
factory for  imaging  bones,  and  it  was  not  until 
1962  when  Blau  introduced  18F1  for  bone  imag- 
ing and  1963  when  Charkes  and  Sklaroff  intro- 
duced 85Sr  and  later  87mSr  that  successful  bone 
scanning  was  possible.  Both  fluorine  and  stron- 
tium isotopes  had  the  disadvantage  of  relatively 
high  gamma  energy  that  was  not  ideal  for  good 
collimation.  In  addition,  18F1  was  difficult  to 
obtain  and  85Sr  gave  radiation  doses  that  were  a 
little  high. 

In  1971,  Subramanian  demonstrated  that  in- 
organic polyphosphates  complexed  with  tech- 
netium 99m  that  was  reduced  by  tin  could  be 
used  to  image  bones.  The  polyphosphates  chemi- 
sorb very  well  to  the  hydroxy-apatite  of  bone, 
and  the  favorable  radiation  characteristics  of 
"mTc  (i.e.  high  photon  flux,  short  half-life,  and 
excellent  gamma  energy  level)  allow  good  bone 
images  to  be  obtained.  In  1972,  two  separate 
groups  reported  on  the  use  of  organic  phosphates 
(diphosphonates)  which  could  be  complexed 
with  reduced  technetium  99m  and  could  be  suc- 
cessfully used  for  bone  scanning.  These  agents 
might  have  a little  better  chemical  stability  in 
vitro  than  the  polyphosphates  (possibly  because 
there  are  no  problems  with  chain  length  of  phos- 
phate units),  they  are  probably  not  metabolized 
in  vivo  or  vitro  as  is  inorganic  polyphosphate, 
and  are  at  least  as  good  if  not  better  in  their 
target  to  non-target  ratio.  Technetium  labelled 
pyrophosphates  are  also  being  evaluated  at  the 
present  time. 

The  present  case  demonstrating  the  use  of  the 
technetium  diphosphonate  bone  scan  concerns  a 
68  year  old  white  lady  who  enjoyed  good  health 
until  eight  months  ago  when  a mass  was  discov- 
ered in  the  left  breast.  This  proved  to  be  car- 
cinoma of  the  breast  and  radical  mastectomy  was 
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done  uneventfully.  Two  axillary  nodes  were  in- 
volved. Five  months  later  the  patient  developed 
pain  in  the  right  hip.  A roentgenographic  skele- 
tal survey  for  metastatic  disease  revealed  meta- 
stases  to  the  area.  Before  instituting  x-ray 
therapy,  a bone  scan  was  done  (Fig.  1 ) reveal- 
ing multiple  metastases  in  LI,  L3,  L5,  T9,  T12, 
right  ileum,  right  femur,  skull,  one  rib,  sternum, 
and  left  femur.  External  x-ray  therapy  to  the 
right  hip  was  then  undertaken.  The  scan  was 


Fig.  1. 
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performed  three  hours  after  the  IV  injection  of 
10  millicuries  of  99mTc  diphosphonate.  Radiation 
to  bone  and  to  whole  body  is  significantly  less 
than  with  85Sr  or  than  is  received  in  a skeletal 
x-ray  survey. 

The  radiation  therapist  is  often  in  a dilemma 
because  the  technetium  diphosphonate  bone  scan 
is  very  sensitive  and  commonly  demonstrates  mul- 
tiple lesions  unseen  by  skeletal  x-rays  and  with  no 
localizing  pain.  Frequently  there  are  too  many 
lesions  to  irradiate,  and  in  such  cases  the  radia- 
tion therapist  may  be  forced  to  irradiate  only 
those  abnormal  regions  that  are  painful. 

Because  technetium  diphosphonate  is  so  much 
more  sensitive  than  the  skeletal  survey,  many 
university  hospitals  are  now  doing  bone  scans 
instead  of  skeletal  series  by  x-ray  and  are  discov- 
ering many  more  metastatic  lesions  and  discover- 
ing them  earlier  than  they  were  with  x-ray.  Bone 


scanning  will  steadily  increase  in  use  as  patients 
with  suspected  metastases  to  bone  will  be  scanned 
earlier  and  more  frequently  in  the  course  of  their 
disease.  In  addition,  better  bone  scans  will  even- 
tually be  done  as  bone  marrow  imaging  improves 
(possibly  with  Indium  mCl ) and  as  new  isotopes 
that  seek  out  bone  crystals  (Pb,  Thallium,  Lu- 
tecium, etc.)  are  developed.  In  addition,  there  is 
in  these  endeavors  some  serendipity  that  has  been 
appreciated  already  and  that  promises  useful 
agents  in  the  future.  Technetium  polyphosphate 
and  technetium  diphosphonate  both  localize  well 
in  kidneys  and  have  been  used  very  successfully 
as  kidney  scanning  agents.  In  addition,  different 
types  of  organic  phosphates  which  will  probably 
localize  in  other  organs  are  currently  under  inten- 
sive study  as  agents  that  can  be  labeled  with 
reduced  technetium. 

Robert  L.  Bell,  M.D.,  Director 
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ANATOMICAL  DIAGNOSES 

1.  Acute  and  chronic  cholecystitis  with  perichole- 
cystic  abscess. 


2.  Common  duct  stone  with  ascending  cholan- 
gitis. 

3.  Septicemia  due  to  Clostridium  perfringens. 
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Interpretations  of 
Serum  Lipid  Studies 

Over  the  past  several  years  the  clinical  aspects 
of  hyperlipidemia  have  been  extensively  discussed 
in  the  medical  literature,  and  the  various  hyper- 
lipoproteinemia phenotypes  have  become  well 
known.  Interpretation  of  blood  samples  sent  to 
the  laboratory  for  a “lipid  profile”  is,  however, 
frequently  confusing  and  very  often  misleading. 
A few  simple  tests,  done  properly,  are  generally 
all  that  is  necessary  to  provide  much  helpful  clini- 
cal information.  Serum  (or  plasma)  cholesterol 
and  triglyceride  determinations  are  essential,  al- 
though the  published  “normal”  values  may  in  fact 
be  quite  different  from  clinically  desirable  values 
regarding  their  importance  in  cardiovascular  dis- 
ease. Elevation  of  any  of  the  lipoprotein  com- 
ponents (chylomicrons,  and  beta,  prebeta,  and 
alpha  lipoproteins)  may  elevate  serum  choles- 
terol, whereas  hypertriglyceridemia  generally 
reflects  increased  chylomicrons  and/or  prebeta 
lipoproteins.  Visual  inspection  of  the  sample 
should  also  be  done — elevated  chylomicrons  re- 
sults in  a “cream”  layer  on  the  surface;  diffuse 
turbidity  generally  reflects  hyperprebetalipo- 
proteinemia  (and  therefore  hypertriglyceridemia) 
and  elevated  beta  or  alpha  lipoproteins  produces 
no  turbidity.  Lipoprotein  electrophoresis  is  not 
particularly  useful  as  a screening  procedure  but 
provides  helpful  confirmatory  information  in  the 
overall  evaluation  of  an  abnormal  sample.  Ultra- 
centrifugation, requiring  specialized  equipment, 
is  of  primary  value  in  confirming  type  III 
hyperlipoproteinemia.  All  tests,  of  course,  are 
meaningless  in  the  absence  of  complete  clinical 
historical  information  and  a careful  physical 
examination. 

In  general,  the  rare  type  I pattern  shows 
chylomicronemia  without  turbidity,  high  choles- 
terol, and  very  high  triglycerides;  type  V is  simi- 
lar but  is  turbid  due  to  elevated  prebeta  lipopro- 
teins. Type  II  shows  increased  beta  lipoproteins 
and  hypercholesterolemia,  with  either  normal 
(Ha — clear  serum)  or  elevated  (lib — turbid 
serum)  triglycerides  and  prebeta  lipoproteins. 


From  the  Department  of  Pathology,  Methodist  Hospi- 
tal, Memphis,  Tenn. 
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Type  III  is  rare,  generally  showing  fluctuating  but 
elevated  cholesterol  and  triglyceride  values,  fre- 
quently with  turbid  serum,  and  an  abnormal  1 

blurred  prebeta-beta  region  on  electrophoresis. 
Type  IV  is  extremely  common,  characterized  by 
normal  or  high  cholesterol,  very  high  triglycer- 
ides, serum  turbidity,  and  elevated  prebeta  lipo- 
proteins. 

However,  the  greatest  single  problem  in  pat- 
tern interpretation  and  the  predominant  and  all 
too  frequent  reason  for  misleading  results  of 
serum  lipid  analysis  in  clinical  laboratory  practice 
is  simply  that  of  improper  patient  preparation  by 
the  managing  physician.  It  is  absolutely  essential 
that  the  patient  fast  for  12-16  hours  prior  to 
sampling;  the  presence  of  chylomicrons,  for  ex- 
ample, in  a non-fasting  sample  may  or  may  not 
be  of  clinical  significance,  and  is  meaningless. 
The  patient  must  be  in  a period  of  caloric  stability 
for  at  least  two  weeks,  with  neither  recent  weight 
gain  nor  loss.  There  must  be  no  acute  stress,  ill- 
ness, or  trauma;  following  myocardial  infarction 
at  least  three  months  should  elapse  prior  to  lipid 
study.  Estrogenic  steroid  preparations  and  preg- 
nancy may  greatly  alter  serum  lipid  levels,  result- 
ing in  meaningless  patterns.  Many  disease  states 
will  alter  lipid  and  lipoprotein  patterns  (“second- 
ary” hyperlipoproteinemias)  and  must  be 
treated  and  controlled  for  proper  lipid  evalua- 
ation;  such  disorders  are,  for  example,  thyroid 
disease,  diabetes,  alcoholism,  hepatic  disease, 
pancreatitis,  nephrosis,  and  the  dysproteinemias. 
Age  must  also  be  considered,  the  “normal” 
serum  lipid  levels  increasing  slightly  with  advanc- 
ing age.  Finally,  numerous  technical  artifacts  may 
distort  the  electrophoretic  pattern  and  give  mis- 
leading results,  such  as  bacterial  contamination, 
old  sera,  and  repeated  freezing  and  thawing  of  a 
specimen. 

Thus  all  the  above  factors  must  be  considered 
in  the  evaluation  of  a patient  for  a primary,  heri- 
table, familial  lipid  abnormality  with  its  thera- 
peutic, prognostic,  and  genetic  implications.  And, 
in  fact,  there  is  a growing  opinion  today  that  of 
even  greater  importance  than  lipid  analysis  of  a 
particular  patient  in  this  regard  is  the  thorough 
study  of  the  variations  of  lipid  levels  of  the  family 
members  and  close  relatives  of  such  a subject. 
Without  such  an  effort,  the  diagnostic  value  of  the 
“lipid  profile”  for  primary  hyperlipoproteinemia 
is  limited. 

Dean  G.  Taylor.  M.D. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


A 


rm 


from  the  tenne/zee  deportment 
of  mental  health 


The  Computer  Comes 
To  Mental  Health 

As  part  of  a continuing  effort  to  improve  the 
quality  of  patient  care  and  management,  the  De- 
partment of  Mental  Health  has  installed  a highly 
sophisticated  computer  based  Clinical  Informa- 
tion System  designed  to  provide  accurate  daily 
census  data,  patient  tracking  and  patient  prog- 
ress, drug  control,  and  records  of  direct  services. 
The  new  Information  System  is  providing  a 
valuable  assist  to  clinicians,  ward  personnel,  and 
hospital  administrators  and  their  staffs.  Additional 
accounting  and  administrative  sub-systems  will 
soon  be  added. 

Through  the  use  of  the  computer,  medical  rec- 
ords take  on  greater  sophistication  and  accuracy; 
information  is  more  readily  retrievable,  daily 
instructions  are  provided  to  ward  personnel  rela- 
tive to  individual  treatment  plans,  and  adminis- 
trators receive  daily  census  reports  which  include 
patient  status  reports  and  movement  within  the 
hospital. 

In  addition  to  the  direct  clinical  applications, 
the  computer  can  be  used  for  an  almost  un- 
limited statistical  examination  of  the  patient 
population;  geographic  areas  of  higher  referrals, 
or  particular  diagnoses  can  be  identified,  as  well 
as  socio-economic  characteristics.  Age,  sex  and 
racial  factors  can  be  determined  and  cross  tabu- 
lated with  a wide  variety  of  other  variables.  The 
data  base  makes  it  possible  to  analyze  patterns  of 
facility  utilization  which  will  be  helpful  for  both 
planning  and  evaluation. 

The  computer  also  provides  a basis  for  the 
evaluation  of  the  various  treatment  modalities, 
drugs,  individual  clinicians,  and  the  overall  effec- 
tiveness of  each  of  the  Psychiatric  Hospitals  and 
Developmental  Centers. 

The  Tennessee  Information  system  is  an  adap- 
tation of  the  Multi-State  Information  System 
(MSIS)  which  was  developed  over  a five-year 
period  at  a cost  of  more  than  $10,000,000  at 
Rockland  State  Hospital  in  Orangeburg,  New 
York.  Financed  by  the  National  Institute  of  Men- 
tal Health,  MSIS  provides  on-line  computer  ser- 
vice to  a number  of  State  Mental  Health  Depart- 
ments, principally  in  the  North  East. 


The  basic  MSIS  soft-ware  package  has  been 
modified  for  use  on  Tennessee’s  Department  of 
Finance  and  Administration  operated  central 
computer  installation.  Terminals  which  communi- 
cate with  the  central  computer  through  tele- 
processing have  been  installed  in  each  of  the 
Mental  Health  Department’s  five  psychiatric  hos- 
pitals and  three  Developmental  Centers.  Eventu- 
ally these  terminals  will  also  be  available  to 
support  the  community  based  programs  in  the 
hospitals’  service  area. 

Responsibility  for  developing  the  Information 
System  is  vested  in  the  Assistant  Commissioner 
for  Planning  and  Program  Coordination,  J.  Frank 
Dearness,  who  also  serves  as  Tennessee’s  liaison 
with  the  Multi-State  Information  System  at  Rock- 
land State  Hospital.  A new  section  has  been 
established  within  the  Division  to  carry  out  the 
Department  of  Mental  Health’s  mission  in  the 
area  of  computer  systems — The  Management 
Systems  Services  Section  under  the  direction  of 
Parker  Sherrill. 

Major  innovations,  which  will  later  be  adopted 
by  a number  of  other  states  across  the  country, 
are  being  added  by  Tennessee  to  the  basic  MSIS 
package.  Among  these  are  a specialized  system 
designed  for  Mentally  Retarded  Clients  and  a 
Hospital  Billing  and  Accounts  Receivable  Sys- 
tem (HBARS).  HBARS  will  greatly  improve  the 
Department’s  ability  to  generate  and  follow 
through  with  its  billings  in  a more  timely  fashion. 

Confidentiality  of  patient  records  remains  as 
a major  concern  of  the  Department.  Many  safe- 
guards have  been  built  into  the  system  to  prevent 
access  to  patient  information  by  anyone  other 
than  authorized  personnel.  While  a central  com- 
puter is  used  for  data  processing,  it  is  not  possi- 
ble for  one  hospital  to  gain  access  to  another 
hospital’s  medical  records.  It  is  possible,  however, 
to  work  with  the  statistical  data  base  without 
identifying  any  individual  patients. 

The  Department’s  new  Information  System  has 
great  potentials  for  future  development.  Under 
the  leadership  of  Mr.  Dearness  and  Mr.  Sherrill, 
a variety  of  possible  future  uses  of  the  System 
have  been  identified.  Among  the  more  significant 
of  these  are:  A problem/goal  oriented  record  in 

continued  on  page  130 
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History: 

This  41-year-old  white  male  chronic  alcoholic  was 
admitted  to  the  hospital  with  a chief  complaint  of  right 
hand  tremor  of  six  months’  duration  and  gait  unsteadi- 


contributing  factor  to  the  patient’s  presentation  for 
medical  assistance  was  his  desire  to  enter  an  alcoholic 
rehabilitation  program. 

Examination: 

General  physical  examination  was  unremarkable. 
Neurologic  examination  revealed  a cerebellar  intention 
tremor  of  the  right  upper  extremity.  The  patient  had 
a mild  ataxic  gait.  The  right  upper  and  lower  extrem- 
ities were  slightly  hypotonic,  although  deep  tendon 


Fig.  I — left — Towne’s  view. 

right — AP  left  common  carotid  angiogram. 


Fig.  II — left — Lateral  left  common  carotid  angiogram, 
right — Magnification. 


ness.  The  patient  had  no  other  complaints  and  the 
remainder  of  his  history  was  uninformative.  A major 


From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Flospital,  Nashville,  Tenn.  37232. 


reflexes  were  equal  and  normal  bilaterally.  Pain,  touch 
and  vibratory  sensations  were  intact.  Fundoscopic  ex- 
amination revealed  very  early  changes  of  papilledema. 
The  mental  status  examination  revealed  marked  defi- 
ciency in  recent  memory  and  a slowing  of  mentation. 


128 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Fig.  Ill — Lateral  and  anterior  brain 


scan. 


Radiologic  Findings: 

Skull  film:  (Figure  I-a)  There  is  a 1 cm.  left 
to  right  shift  of  the  calcified  pineal,  indicating  a 
large  supratentorial  left  hemispheric  mass.  There 
is  minimal  thinning  of  the  cortex  over  the  dorsum 
sellae.  No  abnormal  intracranial  calcification  is 
seen. 

Left  carotid  arteriogram:  (Figures  I-b,  Il-a  & 
b)  There  is  marked  medial  and  upward  displace- 
ment of  the  middle  cerebral  artery  and  its  Sylvian 
branches.  The  main  middle  cerebral  trunk  is  dis- 
placed almost  to  the  midline.  The  anterior  cere- 
bral artery  and  internal  cerebral  vein  (in  the 
roof  of  the  third  ventricle)  are  displaced  2 cm. 
to  the  right  of  midline.  Magnification  views  show 
irregular  narrowing  of  the  middle  cerebral  artery 
indicating  encasement  and/or  stretching.  Nota- 
bly, there  is  no  tumor  stain  or  AV  shunting.  The 
meningeal  vessels  are  normal  in  caliber  and 
course.  The  appearance  is  that  of  a large,  avascu- 
lar left  middle  fossa  mass. 

Brain  scan:  (Figures  1 1 I-a  & b)  The  brain  scan 
showed  a slight  increased  activity  over  the  high 
left  convexity  seen  only  on  the  frontal  view. 

Radiological  Diagnosis: 

The  avascularity  of  the  lesion,  absence  of  up- 
take on  scan  and  normal  meningeal  vessels  ex- 
clude meningioma.  The  minimal  clinical  findings, 
together  with  the  massive  size  and  avascularity 
of  the  lesion,  indicate  a process  that  has  been 
present  for  a considerable  period  of  time.  Glioma, 
subdural  hematoma,  epidural  hematoma,  abscess, 
sarcoma  and  metastatic  tumor  are  therefore  all 


extremely  unlikely.  Absence  of  calcification  and 
bone  destruction,  together  with  lateral  location, 
rules  against  but  does  not  exclude  chordoma.  On 
this  basis,  the  pre-operative  diagnosis  of  epider- 
moid or  dermoid  inclusion  cyst  was  made. 

Surgical  and  Pathologic  Report: 

A large,  cheesy,  white  mass  characteristic  of 
an  epidermoid  cyst  was  found  embedded  in  the 
left  temporal  lobe  causing  marked  thinning  of  the 
cortex.  The  tumor  encased  the  middle  cerebral 
artery.  No  communication  with  the  ventricular 
system  or  extension  into  the  posterior  fossa  was 
observed.  Removal  of  the  entire  lesion  intact 
was  not  possible.  The  cyst  substance  removed 
piecemeal  filled  an  emesis  basin.  The  entire  lesion 
including  its  capsule  was  ultimately  removed. 

Final  Diagnosis: 

Intracerebral  epidermoid. 

Discussion: 

Intracranial  epidermoid  and  dermoid  seque- 
stration (inclusion)  cysts  are  not  neoplasms. 
Their  origin  is  felt  to  be  from  inclusion  of  ecto- 
dermal elements  during  fetal  life.6  These  lesions 
have  also  been  called  “pearly  tumors”  and  choles- 
teatomas.7 They  bear  no  relationship  to  chronic 
inflammatory  cholesteatomas  of  the  middle  ear,2’4 
nor  are  they  related  to  the  ovarian,  mediastinal, 
pituitary  or  pineal  teratomas  and  dermoids,  which 
are  true  neoplasms  of  germinal  layers.4  The  cysts 
are  lined  by  stratified  squamous  epithelium  and 
supported  by  an  outer  collagenous  tissue  capsule. 
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Slowly  progressive  expansion  results  trom  central 
exfoliation  of  keratinized  material.  This  material 
gives  the  typical  white,  cheesy  appearance  to 
epidermoid  cysts.  If  the  cyst  contains  hair,  teeth, 
or  other  dermal  elements  it  is  classified  as  a 
dermoid  and  generally  contains  a buttery,  yellow 
fluid.  Epidermoids  represent  between  0.2  and  1 
per  cent  of  all  intracranial  tumors.2  They  occur 
to  one  side  of  the  midline,  the  most  common 
locations  being  the  CP  angle,  parapituitary,  tem- 
poral lobe,  and  third  and  fourth  ventricle. lj2*3 
When  located  in  the  temporal  lobe  as  in  this 
patient,  they  may  become  very  large  and  are 
frequently  embedded  in  the  temporal  lobe  itself. 
Epidermoids  present  later  in  life  clinically  than 
dermoids,  having  a peak  incidence  in  the  fifth 
decade.  Intracranial  dermoid  cysts  are  much  more 
rare  and  the  true  incidence  is  difficult  to  estab- 
lish.6 They  tend  to  be  midline  lesions,  most  com- 
monly presenting  as  defects  in  the  occipital  bone 
associated  with  an  overlying  dermal  sinus  in  the 
skin  and  frequently,  a posterior  fossa  cyst  which 
may  extend  into  the  fourth  ventricle. 

If  the  cyst  wall  is  not  intact,  air  extends  into 
the  crevices  of  its  content  at  pneumoencephalog- 
raphy, producing  a pathognomonic  bubbly  ap- 
pearance.4 Granulomatous  meningitis  may  follow 
rupture  of  the  cyst  into  the  ventricle  or  subarach- 
noid space.6  As  in  this  patient,  symptoms  may  be 
minimal.  Clinical  findings  frequently  underesti- 
mate the  size  and  extent  of  the  lesion.  Dementia, 
seizures  and  long-standing  isolated  cranial  palsy 
have  been  described  as  common  presentations.8 
Dementia  is  related  to  the  degree  of  hydroceph- 
alus, which  may  be  produced  by  mass  effect  or  by 
fragments  of  the  lesion  blocking  the  CSF  pathway. 

The  most  common  location  of  an  epidermoid 
in  the  skull  is  the  diploic  space  of  the  bony  cal- 
varium. In  this  location,  they  are  frequently  dis- 
covered as  a lucent  defect  with  scalloped,  scle- 
rotic margins,  incidental  to  skull  films  obtained 
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which  treatments  and  therapeutic  goals  are  asso- 
ciated with  specific  patient  problems;  a program 
evaluation  package  for  monitoring  the  perfor- 
mance of  mental  health  programs  and  to  assure 
equity  of  service  among  ethnic  groups,  continu- 
ity of  care  and  availability  of  service;  utilization 
review  systems;  a computer  diagnosis  and  treat- 
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for  other  reasons.  Surgical  removal  is  recom- 
mended by  some  because  of  an  inability  to  ex- 
clude intracranial  extension. 

Intraspinal  lesions  are  more  commonly  der- 
moids than  epidermoids.  The  lesion  can  be  sus- 
pected pre-operatively,  given  a history  of  previous 
faulty  lumbar  puncture,  long  duration  of  symp- 
toms, diffuse  enlargement  of  the  spinal  canal  over 
several  segments  on  X-ray,  spina  bifida  occulta, 
or  persistent  pilonidal  sinus.5 

Removal  of  the  entire  cyst  wall  and  its  content 
is  the  treatment  of  choice.2  In  some  instances, 
conservative  surgical  approach  is  justified  since 
the  lesion  will  require  many  years  to  recur  de- 
spite incomplete  removal. 

In  the  case  presented,  the  entire  cyst  and  its 
contents  were  removed,  despite  the  enormous  size 
of  the  lesion  and  encasement  of  the  middle  cere- 
bral artery.  The  patient  had  an  uneventful  recov- 
ery and  was  discharged  with  no  neurologic  deficit. 
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ment  plan  and  a clinical  “inferential  monitor” 
which  can  examine  a patient’s  record  on  a prob- 
lem basis  to  distill  a progress  abstract. 

With  the  strong  support  of  Commissioner 
Treadway,  the  Tennessee  Department  of  Mental 
Health  is  assuming  a national  leadership  role  in 
expanding  computer  application  for  improving 
mental  health  patient  care  and  the  management 
of  mental  health  facilities. 
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HISTORY 

This  52-year-old  gentleman  has  a history  of  hyper- 


tension and  exertional  angina  pectoris.  His  electro- 
cardiogram (ECG)  has  been  abnormal  due  to  left 
bundle  branch  block  (LBBB)  for  several  years.  He  was 
admitted  to  the  coronary  care  unit  because  of  persistent 
chest  pain  and  was  suspected  of  having  suffered  an  acute 
myocardial  infarction.  His  clinical  course  and  serum 
enzymes  supported  the  admitting  diagnosis.  His  ECG’s 
at  the  time  of  admission  (A),  the  day  after  admission 
(B)  and  six  days  after  admission  (C)  are  illustrated. 


DISCUSSION 

The  ECG  diagnosis  of  myocardial  infarction  is 
based  on  the  premise  that  the  myocardium  is  elec- 
trically stimulated  in  a predictable  manner  as  a 
reference  for  deviations  in  QRS  morphology.  In 
LBBB  electrical  stimulation  is  so  profoundly 
altered  that  the  expected  deviations  are  not  usu- 

From  the  Department  of  Cardiology,  St.  Thomas  Hos- 
pital, Nashville,  Tenn.  37203. 
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ally  observed.  The  ability  to  read  myocardial 
infarction,  chamber  enlargement,  etc.  in  the 
presence  of  LBBB  remains  a controversial  sub- 
ject in  ECG  and  vectorcardiographic  literature. 
Although  it  has  long  been  recognized  that  tran- 
sient ST  segment  shifts  may  occur  in  patients 
with  LBBB  during  acute  myocardial  infarction, 
this  phenomenon  is  infrequently  documented.  In 
the  above  illustrations,  it  would  be  impossible  to 
diagnose  an  acute  intermediate  event  if  given 
only  the  admitting  (A)  and  follow  up  (C) 
ECG’s.  However,  during  the  height  of  clinical 
symptoms  and  enzyme  rises  (B)  an  easily  recog- 
nizable anteriorly  directed  ST  segment  shift  is 
documented  and  is  typical  of  that  seen  in  anterior 
septal  myocardial  infarction  in  the  absence  of 
LBBB.  It  can  be  predicted  from  this  series  of 
ECG’s  that  angiography  would  reveal  disease 
of  the  anterior  descending  artery  and  probably  of 
the  anterior  septal  left  ventricular  well. 

Final  diagnosis:  Left  bundle  branch  block 

Acute  anterior  myocardial  in- 
farction 

Harry  L.  Page,  Jr..  M.D. 

W.  Barton  Campbell,  M.D. 

Co-directors 
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/elf-evoluotiofl  quiz 


VENEREAL  DISEASE,  DIAGNOSIS,  TREATMENT  AND  CONTROL 

(This  test  was  written  for  statistical  purposes  only  and  was  designed  to  determine  the  scope  and  adequacy  of 
venereal  disease  training  the  new  medical  officers  had  received  prior  to  entering  military  service.)* 


Multiple  Choice 

1.  With  a low  titred  VDRL  test,  a patient  with  no 
clinical  evidence  of  syphilis  may: 

( ) A.  Have  syphilis  and  was  never  treated  or 

was  inadequately  treated. 

( ) B.  Have  had  syphilis  and  was  successfully 

treated  at  some  time  in  the  past. 

( ) C.  Have  a biologic  false  positive  test. 

( ) D.  All  of  the  above. 

2.  The  term  treponemal  serologic  test  refers  to  the 
fact  that  the  antigen  used  in  the  testing  is  either  a 
treponeme  or  a product  derived  therefrom.  One  of 
the  following,  however,  utilizes  living  organisms 
in  the  actual  test.  Which  one: 

( ) A.  FT  A 

( ) B.  TPI 

( ) C.  RPCF 

( ) D.  Kolmer 

3.  In  determining  whether  or  not  CNS  syphilis  is  ac- 
tive, the  most  important  spinal  fluid  finding  is: 

( ) A.  Reactivity  of  the  VDRT  test 

( ) B.  Protein 

( ) C.  Cells 

( ) D.  Colloidal  gold  curve 

4.  To  cover  all  possibly  infected  contacts,  patients  with 
secondary  syphilis  should  be  interviewed  for  sexual 
contacts  of  the  past: 

( ) A.  One  month 

( ) B.  Three  months 

( ) C.  Six  months 

( ) D.  Twelve  months 

5.  About  one-fourth  the  patients  with  a primary  syphi- 
lis lesion  will  have  a non-reactive  serologic  test  for 
syphilis.  Therefore,  the  only  absolute  method  of 
diagnosis  is: 

( ) A.  History  of  sexual  contact 

( ) B.  Clinical  characteristic  of  the  lesion 

( ) C.  The  darkfield  examination 

( ) D.  Establish  diagnosis  of  syphilis  in  a sexual 

contact 

6.  Infectious  mononucleosis  and  syphilis  may  have  all 


*This  is  a copy  of  the  Army  VD  Quiz  which  was  sub- 
mitted for  publication  by  Col.  Jerome  H.  Greenberg, 
M.D.,  Director  of  Health  and  Environment  for  the 
U.S.  Surgeon  General’s  Office. 
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of  the  following  signs  or  symptoms  in  common  ex- 
cept: 

( ) A.  Positive  heterophil  antibody  test 
( ) B.  Reactive  serologic  test  for  syphilis 
( ) C.  Low  grade  fever  and  generalized  rash 

( ) D.  Generalized  lymphadenopathy 

7.  A woman  in  her  third  month  of  gestation  is  found 
to  have  a reactive  VDRL  1:1.  A search  of  her  medi- 
cal history  revealed  that  she  had  Bicillin  four  years 
previously  for  diagnosis  of  latent  syphilis.  At  that 
time  VDRL  was  1:8.  At  follow-up  examination  one 
year  later  the  titre  was  1:1  and  all  physical  findings 
negative.  The  physician  managing  this  patient 
should: 

( ) A.  Treat  immediately  to  avoid  congenital 
syphilis 

( ) B.  Do  a spinal  tap 

( ) C.  Document  the  adequacy  of  past  treat- 

ment and  follow  carefully 
( ) D.  Ask  for  a FTA-ABS 

8.  The  most  important  reason  for  the  difficulty  in 
gonorrhea  control  is: 

( ) A.  At  present  no  epidemiology  is  being  ap- 

plied 

( ) B.  The  N.  gonorrhea  is  becoming  resistant 
to  penicillin 

( ) C.  In  females  the  disease  by  and  large  is 
asymptomatic 

( ) D.  Diagnostic  tests  in  the  female  are  limited 

9.  The  most  accurate  and  practical  diagnostic  test  for 
gonococcal  urethritis  in  the  male  is: 

( ) A.  Gram  stain  of  urethral  exudate 

( ) B.  Culture  using  Thayer-Martin  medium 

( ) C.  Culture  using  conventional  GC  base 

media 

( ) D.  Fluorescent  antibody 

10.  The  primary  lesion  in  lymphogranuloma  venereum 
is  an  evanescent: 

( ) A.  Inguinal  adenitis 

( ) B.  Papule  or  vesicle 

( ) C.  Ulcer 

( ) D.  None  of  these 

11.  The  incubation  period  for  symptoms  of  acute 
chancroid  infection  in  the  male  is: 

( ) A.  3-5  days 

( ) B.  2-14  days 

( ) C.  7-21  days 

( ) D.  10-90  days 
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True/False 

12.  Darkfield  examinations  of  the  rectum  and  anus  are 
not  necessary  and  difficult  because  of  other  trepon- 
emes  present  in  the  rectum. 

( ) A.  True  ( ) B.  False 

13.  Epidemiologic  treatment  refers  to  the  treatment  of 
bona  fide  sexual  contacts  to  infectious  syphilis  who 
may  or  may  not  be  in  the  prodromal  or  incubating 
stages  of  disease. 

( ) A.  True  ( ) B.  False 

14.  Gonorrheal  infections  have  been  shown  to  be 
asymptomatic  in  10-15%  of  male  cases. 

( ) A.  True  ( ) B.  False 


20.  In  male  gonorrhea  any  urethral  discharge  three  days 
after  appropriate  initial  treatment  means  the  patient 
should  be  retreated  with  the  same  regimen. 

( ) A.  True  ( ) B.  False 

Match  the  Appropriate  Number. 

An  Item  May  Be  Used  More  Than  Once 

A.  Syphilis 

B.  Gonorrhea 

C.  Chancroid 

D.  Lymphogranuloma  Venereum 

E.  Granuloma  inguinale 


15.  Initial  treatment  of  acute  gonorrhea  in  the  female  21.  ( 

who  is  not  sensitive  to  penicillin  is  4:8  million  units 
of  benzathine  penicillin.  ^ 

( ) A.  True  ( ) B.  False  ->3  ^ 

16.  Syphilis  is  communicable  during  the  second  stage. 

( ) A.  True  ( ) B.  False  24  < 

17.  Congenital  syphilis  results  from  prenatal  transmis-  ^ 

sion  of  spirochetes  from  mother  to  fetus  in  the  first 
three  months  of  pregnancy.  ->6  ( 

( ) A.  True  ( ) B.  False 

27.  ( 

18.  Chancroid  is  a self-limited  infection. 

( ) A.  True  ( ) B.  False  28.  ( 

19.  The  treatment  of  choice  for  chancroid  is  sulfa-  29.  ( 
soxizole. 

( ) A True  ( ) B.  False 

^ ^ ^ 

Surgeons  and  Hepatitis 

Doctor  Sheilda  Sherlock.  Chairman  of  the  Department  of  Medicine  of  the  Royal  Free 
Hospital.  University  of  London,  and  an  authority  on  hepatitis,  has  cautioned  surgeons  that 
they  run  the  risk  of  contracting  hepatitis  in  operating  on  infected  patients.  One  prominent 
Rhode  Island  surgeon  succumbed  to  an  acute  fulminating  hepatitis  following  a finger  prick 
while  operating  on  a much  transfused  patient.  Another,  a victim  of  post-necrotic  liver 
degeneration  several  years  after  an  acute  hepatitis,  may  have  been  similarly  exposed. 

Sherlock  observed  that  cases  of  infection  in  surgeons  following  cuts  and  punctures  in  the 
operating  room  are  well  known.  According  to  the  literature,  she  notes,  35  per  cent  of  all 
gloves  are  found  to  be  ruptured  at  the  end  of  an  operation,  while  the  incidence  rises  to 
85  per  cent  for  operations  lasting  over  an  hour.  She  has  asked  glove  manufacturers  to 
attempt  to  develop  gloves  that  are  less  vulnerable,  but  this  is  obviously  a difficult  task. 
Wire  sutures  are  a particular  hazard,  and  should,  she  believes,  be  avoided.  Their  special 
properties,  however,  make  them  valuable  in  certain  situations,  although  the  advent  of  non- 
reactive plastic  sutures  may  render  them  less  essential  in  most  circumstances. 

With  discovery  of  the  hepatitis  B antigen,  a marker  for  the  presence  of  virus  in  both 
patient  and  surgeon  is  now  available.  The  fact  that  surgeons  are  contracting  the  virus  from 
patients  recently  has  been  confirmed  by  this  means. 

Besides  the  well  established  modes  of  transmission  by  syringes,  needles,  and  blood 
transfusions,  Sherlock  has  probably  unlocked  another  mystery  of  serum  hepatitis  by  suggest- 
ing that  mosquitoes  can  transmit  type  B hepatitis  and  probably  help  perpetuate  the  reservoirs, 
particularly  in  underdeveloped  countries.  Toothbrushes,  shaving  brushes,  or  anything  else 
that  might  transmit  blood  should  also  be  suspect. 

She  admits  that  ultimately  she  does  not  have  the  answer  for  the  protection  of  surgeons. 
‘Try  not  to  cut  yourselves,”  she  says,  “and  I don't  have  the  answer  to  this.  I think 
something  will  have  to  be  done  about  giving  better  protection  during  operations.” 

A rather  discouraging  prospect,  no  doubt,  but  surgeons  live  daily  with  danger. 

Reprinted  from  the  Rhode  Island  Medical  Journal,  Nov.,  1973 


) Ulcer  with  clean  base  and  indurated  edges 

) Penile  ulcer  with  ragged  edges,  dirty  gray  base 

) Large,  friable  ulcerated  areas  with  beefy  red 
base 

) Purulent  urethral  discharge 
) Rectal  stricture 
) Purulent  arthritis 
) Frei  test 

) Penicillin  and  Probenecid 
) Multiple  sinus  tracts 

( Answers  on  page  157) 
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Diagnostic  Patterns  in  Disability 
Tennessee  and  the  Nation 

JAMES  C.  GARDNER,  M.D. 


This  short  statistical  analysis  of  data  compiled 
by  the  Social  Security  Administration  shows  the 
extent  and  nature  of  Tennessee’s  participation  in 
the  social  security  disability  program.  It  compares 
some  of  the  state’s  data  with  national  averages, 
and  includes  a comparison  of  worker  disability 
allowances  by  diagnostic  groups  for  Tennessee 
and  the  U.S.  overall. 

Under  the  provisions  of  the  Social  Security 
Disability  Program,  the  nation’s  largest  disability 
plan,  a worker  under  65  can  receive  monthly 
benefits  if  he  or  she  becomes  unable  to  work  due 
to  a mental  or  physical  impairment  that  has 
lasted — or  is  expected  to  last — at  least  1 2 months 
or  is  expected  to  result  in  death. 

More  than  96  million  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such  severe 
and  extended  disability.  In  addition,  the  depen- 
dents of  these  workers  are  also  eligible  for 
monthly  benefits.  Over  1.8  million  workers  and 
1.4  million  dependents  are  now  receiving  dis- 
ability benefits  at  the  rate  of  almost  $5  billion 
a year. 

Currently,  44,166  disabled  workers  in  Ten- 
nessee are  collecting  $7,271,263  a month  in 
benefits.  In  addition,  9,857  wives  or  husbands 
of  disabled  workers  and  28,243  children  of  dis- 
abled workers  in  Tennessee  are  receiving  $488, 
948  and  $1,254,967,  respectively. 

The  latest  year  for  which  tabulated  data  are 

From  the  DISABILITY  DETERMINATION  SEC- 
TION. Division  of  Vocational  Rehabilitation,  Tennessee 
Department  of  Education,  1808  West  End  Bldg. — 7th 
Floor,  Nashville,  Tenn.  37203. 


available  showing  disabled  worker  diagnostic  pat- 
terns by  state  is  1970.  Disabled  workers  in  Ten- 
nessee who  began  receiving  benefits  in  that  year 
constituted  8,052  of  the  350,384  new  beneficiaries 
nationwide. 

Table  1 compares  the  frequency  of  diagnostic 
groups  in  Tennessee  with  the  U.S.  overall.  It 
shows  that  diseases  of  the  circulatory  system  com- 
prised the  largest  diagnostic  group  in  the  country 
in  1970.  Diseases  of  the  musculo-skeletal  system 
and  mental  disorders,  including  psychoneurotic 
and  personality  disorders,  were  the  second  and 
third  largest  diagnostic  groups,  respectively.  All 
states  do  not,  however,  follow  this  pattern. 

Within  these  overall  diagnostic  groups,  the 
most  prevalent  primary  diagnosis  in  both  Ten- 
nessee and  the  nation  in  1970  was  chronic  is- 
chemic heart  disease.  Tennessee  recorded  1,523 
cases  in  that  year.  The  nation’s  second  most 
common  primary  diagnosis,  schizophrenic  dis- 
orders, accounted  for  353  cases  in  Tennessee. 
Following  these,  in  order  of  decreasing  national 
prevalence,  were  osteoarthritis  and  allied  condi- 
tions, with  Tennessee  reporting  299  cases; 
emphysema,  376  cases;  displacement  of  inter- 
vertebral disc,  259  cases  in  Tennessee;  diabetes 
mellitus,  183  cases;  and  rheumatoid  arthritis  and 
allied  conditions,  243  cases.  Cerebro-vascular 
disease,  listed  eighth  among  the  most  prevalent 
primary  diagnoses  in  1970,  recorded  230  cases; 
and  neuroses  ranked  tenth  with  226  cases. 

Additional  information  about  the  social  secur- 
ity disability  program  may  be  obtained  from  the 
Division  of  Vocational  Rehabilitation. 


TABLE  1.  Social  Security  Worker  Disability  Allowances  1970 — Diagnostic  Groups 


DIAGNOSTIC  GROUP 

U.S. 

TENNESSEE 

Diseases  of  the  circulatory  system 

108,906 

31.1% 

2662 

33.1% 

Diseases  of  the  musculo-skeletal  system 

52,086 

14.9% 

1 100 

13.7% 

Mental,  psychoneurotic,  and  personality  disorders  . . 

38,406 

1 1 .0% 

1003 

12.5% 

Neoplasms  

36,095 

10.3% 

746 

9.3% 

Accidents,  poisonings,  and  violence  

28,231 

8.1% 

613 

7.6% 

Diseases  of  the  respiratory  system  

24,254 

6.9% 

606 

7.5% 

Diseases  of  the  nervous  system  and 

sense  organs  

22,575 

6.4% 

447 

5.6% 

Allergic,  endocrine  system,  metabolic, 

and  nutritional  diseases 

13,141 

3.8% 

251 

3.1% 

Diseases  of  the  digestive  system  

9,051 

2.6% 

211 

2.6% 

Infective  and  parasitic  diseases  

8,760 

2.5% 

190 

2.4% 

Other  

8.875 

2.5% 

223 

2.8% 

TOTAL  

350,384 

100.0% 

8052 

100.0% 
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f mCDICM  DIGEST 

NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


Professional  Standards  Review  has  chopped  Tennessee  into  three  areas  for 
Professional  Standards  Review  Organizations.  The  three  area  designations 
are  Area  1 — West  Tennessee  to  the ' Tennessee  River;  Area  2 — Middle 
Tennessee  from  the  Tennessee  River  to  the  Cumberland  Plateau;  and  Area 
3 — From  the  Cumberland  Plateau,  all*  the  rest  of  East  Tennessee  . . . The 
above  map  designates  the  boundaries  of  the  three  areas,  and  they  almost 
entirely  coincide  with  the  boundaries  of  the  three  grand  divisions  of 
the  State  . • . HEW  designated  twenty-five  of  the  smaller  states  as 
statewide  PSRO  areas  . . • The  proposal  submitted  by  the  Tennessee 
Foundation  for  Medical  Care,  Inc.,  formed  by  the  Tennessee  Medical 
Association,  recommended  that  all  of  Tennessee  be  one  PSRO  organization. 
This  was  rejected  by  HEW. 

£ >}c 

STRONG  FORMAL  PROTEST  MADE  TO  HEW  ...  On  January  4,  a letter  from  the 
President  of  TMA  was  forwarded  to  the  Director  of  the  Office  of 
Professional  Standards  Review,  protesting  the  area  designations  for 
Tennessee,  as  published  in  the  Federal  Register  of  December  20,  1973 
. . . The  protest  strongly  states  the  unsatisfactory,  unworkable  area 
designations  made  by  HEW.  The  areas  are  mainly  artificial  boundaries  with 
respect  to  medical  practice,  medical  affiliation,  and  medical  cooperation 
. • . The  letter  strongly  called  for  immediate  reconsideration  of  the 
Tennessee  area  and  again  urged  that  Tennessee  be  designated  a statewide 
single  PSRO  area  . • . The  TMA  President's  protest  concluded  by  stressing 
bitter  disappointment,  since  physicians  in  Tennessee  have  done  their 
utmost  to  cooperate  with  PSRO  requirements  . . • Only  Doctors  of  Medicine 
and  Osteopathy  can  organize  PSRO's  prior  to  January  1,  1976.  The  protest 
concluded  with  the  feeling  that  the  action  taken  by  HEW  was  a gross 
injustice  and  that  further  discussions  and  negotiations  should  take  place 
at  the  earliest  possible  date.  On  January  29,  a delegation  from  TMA 
visited  with  the  Assistant  Secretary  for  Health,  and  the  PSRO  Director  in 
Washington,  to  voice  opposition  to  the  area  designations  and  to  urge 
reconsideration  of  TMA's  and  the  Tennessee  Foundation's  original  proposal. 


SOME  HIGHLIGHTS  OF  AMA  HOUSE  ACTIONS  ...  The  yellow  pages  of  the 
January  Journal  reported  some  of  the  major  issues  acted  upon  at  the 
clinical  session  of  the  AMA  House  of  Delegates,  meeting  in  Anaheim, 
California,  December  1-5,  The  following  is  a summary  of  some  of  the 
other  major  actions  taken: 

— Confidentiality  of  Records  . . . The  House  adopted  a report  which 
described  efforts  to  find  practical  solutions  to  problems  related  to 
maintaining  the  confidentiality  of  patient  records.  The  House  instructed 
the  Council  to  prepare  model  legislation  to  preserve  confidentiality  as 
a guide  to  possible  state  legislation.  AMA  went  on  record  in  opposition 
to  violation  of  the  confidentiality  of  patient  records  by  government 
agencies  under  all  circumstances. 

— National  Blood  Program  . . . The  concept  of  the  proposed  AMA  plan  to 
implement  the  government’s  national  blood  policy  by  organizing  blood 
banks  and  transfusion  facilities  within  a national  system  that  retains 
regional  and  local  responsibilities  and  authority  was  endorsed  by  the 
House . 

— Professional  Liability  . . , The  House  endorsed  a report  from  the  AMA 
Board  of  Trustees  which  summarizes  the  development  of  the  new  Medical 
Liability  Commission  formed  by  AMA  and  the  American  Hospital  Association, 
along  with  several  national  medical  specialty  organizations.  A high 
priority  for  financial  and  organizational  support  for  the  Commission 
was  directed  by  the  House  . • . The  action  also  puts  the  AMA  on  record 
as  urging  all  delegates,  state  and  local  medical  associations,  and  other 
medical  organizations  to  support  the  new  Commission,  and  submit  to  it  any 
appropriate  comments,  suggestions  or  ideas  for  easing  malpractice 
problems. 

--Miscellaneous  Actions  of  the  AMA  House  • . . Referred  to  the  Council 
on  Medical  Service  a resolution  urging  the  AMA  to  oppose  wide  differences 
in  fees  for  medical  services  performed  by  equally  qualified  physicians 
who  practice  in  different  geographic  areas  of  the  state  • • . Adopted  a 
report  outlining  progress  made  in  persuading  the  Aetna  Life  and  Casualty 
Insurance  Company  to  limit  the  use  of  its  surgical  predetermination  form 
. . . Endorsed  a Board  of  Trustees  action  in  supporting  the  enactment  of 
legislation  for  medical  devices. 


WHEN  IS  YOUR  TAX  RETURN  SAFE  FROM  IRS  AUDIT?  ...  The  IRS  recently  set 
up  target  dates  for  commencing  income  tax  audits.  Under  its  new  schedule 
audits  of  individual  income  tax  returns  are  to  begin  within  twenty 
months  after  the  filing  date  (twenty-one  months  in  the  case  of 
corporations).  This  means  that  if  you  have  not  heard  from  the  IRS  by  the 
end  of  1973,  you  are  probably  "home  free"  on  your  1971  return  (filed 
around  twenty  months  before)  . . . This  assumes  that  (1)  the  IRS  will 
stick  to  this  schedule  and  (2)  the  return  will  not  be  picked  up  for 
post-target  date  audit  as  a result  of  some  unusual  factor  affecting  your 
return.  Also,  if  an  IRS  audit  of  a later  year's  return  results  in  a tax 

deficiency,  and  the  same  item  appears  in  a prior  return  for  a year  that 

is  still  open  under  the  statutes  of  limitations,  the  IRS  agent  may  adjust 

the  earlier  (unless  there  is  only  a small  amount  of  tax  involved). 

NOTE:  IRS  has  also  set  a target  date  for  completing  audits  of  tax 

returns — six  months  after  the  above  starting  dates.  These  dates  apply 
only  to  the  usual  type  of  audit  under  the  normal  three  year  period  of 
limitations. 

(Excerpt  from  Client's  Monthly  Alert  Roundup) 


TENNESSEE  FOUNDATION  FOR  MEDICAL  CARE  OPERATIONAL  ...  The  TMA-sponsored 
Tennessee  Foundation  for  Medical  Care,  Inc.  (TFMC)  has  received  initial 
federal  funding  and  is  now  operational  with  offices  and  staff  located  in 
Nashville.  Funding  came  in  a grant  of  $444,358  provided  by  the  Tennessee 
Mid-South  Regional  Medical  Program  to  underwrite  the  start-up  of  the 
Foundation's  TARP  project. 

TARP,  the  Tennessee  Admissions  Review  Project,  is  a cooperative  effort 
of  the  Foundation,  along  with  the  Tennessee  Hospital  Association  and 
other  health  related  agencies  to  develop  a statewide  review  system  to 
monitor  hospital  admissions  and  length  of  stay  for  Medicaid  patients. 

William  D.  Tribble,  Ph.D.,  Nashville  health  care  administrator,  has 
been  appointed  Acting  Director  to  implement  the  activities  of  the 
Foundation  under  the  guidance  of  the  TFMC  Board  of  Directors.  The 
Foundation  is  fully  operational  with  staff  on  board  and  is  actively 
representing  Tennessee  physicians  in  setting  up  appropriate  programs 
and  coordinating  the  statewide  development  of  TARP. 

According  to  Dr.  Tribble,  Foundation  staff  members  are  available  for: 
assisting  hospitals  and  medical  staffs  in  establishing  or  making 
plans  for  more  effective  Utilization  Review  in  compliance  with 
JCAH  requirements  and  PSRO  ; 

advice  and  assistance  in  the  development  and  evaluation  of  medical 
care  criteria  and  professional  norms  ; 
advice  on  the  development,  implementation,  and  evaluation  of  peer 
review  methods  ; 

advice  and  assistance  in  establishing  the  PSRO's  organizational 
structure;  e.g.,  designing  by-laws,  written  membership  policies, 
methods  for  involving  physicians  in  the  PSRO's  review  activities, 
accounting  systems,  reports  management  systems,  etc.; 
assistance  in  designing  and  implementing  professional  educational 
activities  to  be  performed  by  PSRO's; 
consultation  and  advice  on  the  organizational  and  management  aspects 
of  PSRO  operations. 

The  TFMC  Board  and  staff  are  keenly  aware  of  the  Foundation's  role  in 
the  future  development  of  PSRO  in  Tennessee,  and  are  committed  to  assuring 
that  the  responsibility  of  the  physician  herein  is  met  and  that 
physicians  continue  in  the  leadership  role,  keeping  bureaucracy  at  a 
minimum. 

The  Foundation  has  launched  a comprehensive  education-communications 
program  aimed  at  keeping  Tennessee  physicians  current  and  aware  of 
developments  in  the  PSRO  area. 

Foundation  Board  members: 

George  A.  Zirkle,  Jr.,  M.D. , Knoxville,  Chairman 
James  W.  Hays,  M.D.,  Nashville 
John  K.  Duckworth,  M.D.,  Memphis 


J.  Kelley  Avery,  M.D.,  Union  City 


Nat  E. 

Hyder,  Jr., 

M.D.  , 

Erwin 

Edward 

G. 

Johnson, 

M.D.  , 

Chattanooga 

Thomas 

K. 

Ballard, 

M.D.  , 

Jackson 

Charles 

B. 

Thorne , 

M.D.  , 

Nashville 

Olin  0.  Williams,  M.D.,  Murfreesboro 
Jack  Thompson,  M.D.,  Jackson 

Newly-appointed  staff  at  TFMC  in  addition  to  Dr.  Tribble  are: 

Yaw  Chin  Ho,  Ph.D.,  Assistant  Director 
G.  R.  Addleman,  M.H.A.,  Assistant  Director 
Karlene  Briscoe,  Administrative  Assistant 
Gail  Warren,  Administrative  Assistant 
Walter  Steele,  Programmer 

The  Foundation  office  is  located  at  Suite  200-Executive  Square,  2400 
Crestmoor  Road,  Nashville,  Tennessee  37215  and  the  phone  number  is 
615/385-2444. 


GENERAL  ASSEMBLY  BACK  IN  SESSION  ...  The  second  session  of  the  88th 
Tennessee  General  Assembly  began  January  8,  1974.  A total  of  49 
legislative  days  are  available  to  the  Assembly  during  1974  insomuch  as 
only  41  working  days  were  utilized  during  the  initial  1973  session. 
Legislative  reform  in  both  the  House  and  Senate  was  an  area  of  immediate 
concern  to  the  lawmakers.  Several  rule  changes  were  adopted  in  an  effort 
to  speed  up  the  legislative  process.  A major  change  was  adopted  which 
provides  for  all  standing  committees  to  meet  on  Tuesday  and  up  until  Noon 
on  Wednesdays.  Regular  sessions  will  take  place  Monday  evening,  Wednesday 
afternoon  and  all  day  Thursdays.  TMA  continues  to  co-sponsor  with  the 
Tennessee  Hospital  Association  a First  Aid  facility  in  the  State  Capitol. 
Volunteer  physicians  from  across  the  state  staff  the  station  on  Tuesday, 
Wednesday  and  Thursday.  THA  provides  the  services  of  a registered  nurse. 
TMA  members  desirous  of  serving  as  the  Physician-of-the-Day  should 
contact  TMA  Headquarters. 

O-  si,  «j>.  -J* 
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CALL  TOLL  FREE  FOR  LEGISLATIVE  INFORMATION  . . . Interested  persons  may  now 

call  toll  free  from  anywhere  in  Tennessee  to  find  out  the  status  of  any 
particular  piece  of  legislation.  The  service  is  being  provided  by  the 
General  Assembly  in  an  effort  to  keep  the  public  informed  of  legislative 
activity.  Phone  1-800-342-8490. 


FAMILY  PRACTICE  PROGRAMS  INCREASING  ...  It  was  disclosed  during  the 
December  AMA  Clinical  Convention  that  there  are  more  than  six  times  as 
many  Family  Practice  residents  in  training  today  than  there  were  in  1969 
and  that  nearly  half  of  the  Nation's  medical  schools  now  have  active 
Family  Practice  Programs.  At  the  meeting,  the  Council  on  Medical 
Education  submitted  a report  which  shows  that  49  of  the  110  medical 
schools  have  active  programs,  11  have  programs  under  development,  13  have 
only  graduate  programs  or  elective  preceptorships  and  28  have  no  Family 
Practice  Program.  More  than  65%  of  the  programs  are  less  than  three 
years  old. 


Having  been  involved  recently  in  the  actions  of  organized  medicine  by 
virtue  of  my  attendance  at  the  AMA  clinical  session  in  Anaheim,  I thought 
it  would  be  of  interest  to  point  out  the  positive  approaches  in  terms  of 
policy  as  well  as  action  taken  for  us  by  organized  medicine. 

I have  no  intention  of  outlining  the  usual  benefits,  i.e.,  the  various 
insurance  programs,  attractive  member  retirement  plan,  physician  placement 
service,  leading  scientific  publications,  legal  information,  etc., — these  things 
enumerated  by  staff  to  impress  upon  us  the  obvious  tangible  results  of 
Morse  Kochtitzky  0ur  dues. 
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One  of  the  foremost  things  currently  is  PSRO.  The  AMA  and  TMA 
are  continuing  to  make  positive  approaches  to  what  we  feel  is  a very 
bad  law.  Not  only  are  we  making  every  effort  to  have  the  law  amended  to 
meet  some  of  our  objections,  but  at  the  same  time,  the  TMA  Board  has 
supported  repeal.  We  therefore  find  ourselves  working  within  the  framework 
of  a law  that  has  cost  containment  as  its  primary  purpose  with  better 
patient  care  as  something  to  which  the  Government  gives  lip  service. 


Probably  the  most  important  function,  but  one  which  receives  less 
publicity  and  thereby  goes  unnoticed,  is  our  continuing  medical  education 
program.  Not  just  the  education  of  practicing  physicians,  but  do  you 
understand  that  the  AMA  plays  a major  role  in  the  accreditation  of  medical 
schools  and  our  intern  and  residency  program?  Actually,  the  accreditation 
committee  is  financed  and  staffed  by  AMA. 

You  might  also  have  noted  that  there  is  an  intense  effort  being  made 
to  obtain  relief  for  physicians  from  the  oppressive  economic  controls.  These 
have  been  minimally  successful,  but  all  of  the  changes  have  been  in  the 
right  direction,  and  I think  we  can  expect  further  help  in  this  area. 

Other  positive  approaches  that  we  can  see  and  which  will  directly  affect 
our  practice  and  our  ability  to  continue  our  previous  mode  of  health  care, 
are  the  AMA’s  proposal  which  would  organize  blood  banks  and  transfusion 
facilities  within  a national  system,  yet  retaining  regional  and  local 
responsibility  and  authority;  the  selection  of  physicians  (with  the  help 
of  the  American  Hospital  Association)  to  hospital  governing  boards; 
guidelines  for  emergency  rooms;  the  emergence  of  a generally  accepted 
insurance  reporting  form;  an  active  program  for  VD  prevention;  a continuing 
sound  and  positive  approach  to  National  Health  Insurance;  and  many 
more  we  could  point  out. 

Actually,  these  are  positives  which  you  and  I can  see  and  feel  in  our 
every  day  living.  If  every  physician  knew  and  understood  that  this  was 
the  prime  thrust  of  organized  medicine,  then  we  would  have  the  help, 
cooperation,  and  understanding  of  the  entire  profession. 


Sincerely, 


PRESIDENT 
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CANCER— 1974 

A short  while  back,  the  operating  room  nurse 
who  brought  me  for  frozen  section  our  second 
malignant  breast  biopsy  of  the  morning  said, 
“What  is  this  anyway — national  cancer  week?” 
We  had  indeed  had  a week  filled  with  cancer 
operations.  Not  many  days  later  a good  friend 
and  colleague  had  his  second  primary  cancer 
within  a few  months — this  time  an  inoperable 
lung  cancer  (he  is  a heavy  smoker).  There  is 
nothing  unusual  about  any  of  this  any  more — 
a heavy  cancer  operation  schedule,  the  involve- 
ment of  a friend  or  relative,  and  multiple  cancers. 
But  unlike  a lot  of  other  things,  familiarity  with 
it  does  not  breed  contempt. 
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It  has  been  about  75  years  since  Roswell 
Park,  for  whom  the  famous  cancer  institute  was 
named,  said  that  if  someone  would  give  him  ten 
thousand  dollars,  he  could  find  a cure  for  cancer. 
Last  year  President  Nixon  announced  a multi- 
billion dollar  crusade  against  cancer,  and  while 
we  are  perhaps  closer  to  a breakthrough  than  we 
were  75 — or  even  five — years  ago,  it  hasn’t  hap- 
pened yet,  and  distressing  numbers  of  people  con- 
tinue to  die  of  cancer — many  needlessly. 

We  have  indeed  come  a long  way,  even  though 
we  are  still  largely  in  the  dark  about  carcinogene- 
sis and  a real  cure.  So  at  present  our  best  weapon 
against  cancer  still  is  early  detection.  We  have 
lots  of  methods  for  this:  the  “Pap”  smear  and 
other  cytologic  procedures,  mammography,  the 
promise  of  serologic  procedures,  and  just  plain 
looking  for  the  obvious  warning  signs  of  cancer — 
bleeding,  discharge,  a lump,  and  so  on,  to  name  a 
few. 

I certainly  do  not  wish  to  minimize  the  im- 
portance of  money  or  methods.  But  important  as 
they  are,  they  will  not  “hack  it”  alone.  What  is 
required  is  education — education  of  the  public 
and  of  you,  doctor — and  motivation.  The  Pap 
smear  will  do  no  good  if  no  one  uses  it.  It  all 
boils  down  to  personal  involvement. 

What  money  does  best  is  cure  poverty.  It  will 
not  do  much  else  by  itself.  We  have  a penchant 
for  acting  as  though  it  were  otherwise.  Christiani- 
ty spread  in  the  first  century  A.D.  because  each 
Christian  was  a missionary.  Now  we  give  God 
a tip  on  Sunday — sometimes — and  let  the 
preacher  do  it.  And  we  give  a few  dollars  to  the 
American  Cancer  Society,  or  worse,  say  “Let 
the  Feds  do  it,”  and  hope  the  paid  workers  will 
get  the  job  done.  They  cannot.  Death  from 
cancer  of  the  cervix  has  decreased  because  vol- 
unteers— not  doctors — spread  the  word  about 
Pap  smears.  With  a little  more  help,  it  could 
have  been  wiped  out.  People  are  still  dying  from 
it — needlessly,  because  of  lack  of  education  and 
commitment. 

We  must  give  more  effort  to  public  education. 
A letter  in  Our  Mail  Box  tells  what  one  doctor 
is  doing.  He  is  getting  them  young  and  bringing 
them  up  right,  which  is  really  the  only  way.  But 
there  still  are,  and  probably  will  continue  to  be, 
adults  who  need  to  be  reached.  Insofar  as  can- 
cer is  concerned,  the  American  Cancer  Society 
expends  a great  deal  of  its  funds  and  efforts  for 
public  education.  In  fact,  though  its  service  func- 
tion is  perhaps  more  visible,  it  considers  itself 
primarily  an  educational  organization.  Because  it 
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is  geared  for  cancer  education,  and  committed 
to  it,  no  one  can  do  it  better. 

There  are  counties  in  this  state  where  not  a 
single  doctor  is  involved  in  the  work  of  the 
American  Cancer  Society.  Your  money  is  im- 
portant, but  they  need  you ! They  need  you  to 
help  carry  out  a program  of  professional  and 
public  education  about  cancer.  Whatever  suc- 
cess we  have  at  present  against  cancer  depends 
on  early  detection  and  treatment.  1 cannot  under- 
stand how  doctors,  who  every  day  see  their  pa- 
tients dying  of  cancer,  can  leave  any  stone 
unturned  to  make  it  otherwise.  Why  not  get 
involved  with  your  local  unit  of  the  American 
Cancer  Society?  The  life  you  save  could  be  that 
of  someone  very  dear  to  you — it  could  even  be 
your  own! 

J.B.T. 

The  Stygian  Smoke  (Contemporary) 

[Smoking  w]  a custom  loathsome  to  the  eye, 
hateful  to  the  nose,  harmful  to  the  brain,  dan- 
gerous to  the  lungs,  and  in  the  black  stinking 
fumes  thereof  nearest  resembling  the  horrible 
Stygian  smoke  of  the  pit  that  is  bottomless. 

King  James  I of  England, 
Counterblast e to  Tobacco,  1604. 

It  is  said  that  no  one  is  as  virtuous  as  a re- 
formed prostitute,  and  I suspect  there  is  no  anti- 
smoking zeal  quite  like  that  of  an  ex  tobacco 
addict,  of  which  I am  one — as  of  24  years,  2 
months,  17  days,  4 hours  and  20  minutes  ago. 
But  it  really  astounds  me  when  I see  doctors 
smoking,  in  the  face  of  overwhelming  evidence  of 
its  harmfulness.  These  same  doctors  probably 
wonder  why  their  patients  will  not  follow  instruc- 
tions, and  no  doubt  berate  them  for  it. 

I know  doctors  who  have  gone  through  the 
trauma  of  stopping,  only  to  start  again,  some- 
times after  several  years.  A few  years  back  we 
were  doing  a brain  scan  on  a colleague  with 
cerebral  metastases,  while  another  colleague, 
cigarette  in  hand,  looked  on.  When  I challenged 
him,  he  said,  “I  don’t  inhale!”  Though  there  are 
encouraging  signs — sometimes  no  one  is  smoking 
in  a group  of  a dozen  or  more  doctors — far  too 
much  tobacco  is  in  use,  and  the  per  capita  con- 
sumption, after  falling  for  several  years,  is  on  its 
way  back  up.  Doctors  are  doing  their  part  in 
promoting  the  increase. 

Some,  ostrich-like,  say  the  evidence  is  still  in- 
conclusive that  cigarettes  cause  lung  cancer.  Ac- 
tually, the  incidence  of  cancers  in  other  areas, 
for  example  the  urinary  bladder,  is  higher  in 


smokers  than  in  non-smokers.  Changing  the  type 
of  smoking  (from  cigarettes  to  cigar  or  pipe)  only 
changes  the  site  of  the  cancer,  and  makes  the 
smoker  even  more  offensive  to  non-smokers.  To 
my  way  of  thinking,  cancer  is  the  least  undesir- 
able of  tobacco’s  multiple  plagues.  It  does  bad 
things  to  the  cardio-vascular  system,  the  digestive 
system,  and  the  nervous  system.  It  paralyzes  the 
cilia  of  the  bronchial  tree,  leading  to  stasis  and 
chronic  bronchitis.  But  its  worst  effect  is  on 
the  elastic  tissue  of  the  lungs,  which  leads  to 
emphysema. 

Listed  above  are  the  things  smoking  does  to 
the  smoker.  Listed  below  are  the  things  it  does 
to  his  friends,  neighbors,  acquaintances,  non- 
acquaintances, and  enemies. 

Studies1’2  have  shown  that  the  carbon  mon- 
oxide content  of  the  blood  reaches  significant 
proportions  in  a healthy  smoker.  This  is  com- 
pounded in  a closed  environment.  The  same 
studies  have  shown  that  a non-smoker  in  the 
same  room  with  a smoker  will  have  a CO  level 
of  only  slightly  lower  than  that  of  the  smoker. 
They  further  showed  that  CO  can  reach  a dan- 
gerous, and  perhaps  lethal,  level  in  patients  with 
chronic  Jung  disease  or  cardiac  insufficiency — this 
in  people  who  are  innocent  bystanders. 

A consequence  of  smoking  not  often  consid- 
ered is  the  economic  loss  which  smoking  en- 
genders. The  sickness  and  death  which  it  causes 
or  contributes  to  divert  scarce  health  resources 
from  other  needs,  and  reduce  national  economic 
production  when  patients  become  invalid  or  die. 
Think  about  it,  doctor. 

The  worm  is  turning.  The  right  to  smoke  is 
being  replaced  by  the  right  not  to  be  poisoned. 
A recent  medical  assembly  was  told,  “Those  of 
you  who  feel  you  must  smoke  before  intermission, 
be  sure  only  to  inhale  during  the  meeting.  Don’t 
exhale  until  you  get  outside.”  Smokers  are  being 
put  on  the  defensive,  and  non-smokers  are  losing 
their  timidity.  More  and  more,  smoking  in  medi- 
cal (and  other)  meetings  is  being  forbidden. 

Well,  smokers,  how  about  it?  You  have  great 
influence  over  your  patients.  Why  not  do  them, 
yourselves,  and  those  around  you  a favor  and 
join  those  of  us  who  would  rather  switch  and 
breathe?  After  all,  nine  out  of  ten  doctors  who 
tried  camels  preferred  automobiles.  J.B.T. 

REFERENCES 

1.  Dublin,  WB.  Secondary  Smoking.  Bull  Coll  of 
Amer  Pathologists,  P-244.  Sept.  1972. 

2.  The  Surgeon  General's  Reports  1969,  1970,  1971. 
Health  Consequences  of  Smoking.  USPHS. 


FEBRUARY,  1974 


145 


On  Prescribing  Drugs 

Many  of  the  jokes  about  doctors  derive  from 
our  illegible  handwriting.  In  the  “old  days”  (good 
ole?)  doctors  wrote  their  prescriptions  in  Latin — 
it  was  a sort  of  status  symbol,  and  it  also  kept  the 
patients  in  ignorance.  More  recently,  Latin  was 
exchanged  for  poor  penmanship,  whereby  we 
often  also  keep  the  pharmacist  in  ignorance, 
putting  him  in  the  position  of  constantly  calling 
to  see  what  we  really  meant,  or  of  using  his 
imagination. 

In  Our  Mail  Box  (printed  below)  there  is  a 
communication  which  I hope  you  will  read  and 
take  to  heart.  It  consists  of  a listing  of  look- 
alike  and  sound-alike  drugs.  You  will  see  that 
many  of  them  have  widely  different,  even  antag- 
onistic actions,  and  to  confuse  them  would  fre- 
quently be  dangerous  and  even  lethal. 

It  may  be  that  the  bureaucrats  will  solve  it  all 
for  us  by  requiring  us  to  use  only  generic  terms, 
and  by  vastly  diminishing  our  choice  of  drugs 
( perish  the  thought).  But  unless  or  until  that 
happens  I urge  you  to  be  certain  that  your  pre- 
scriptions are  written  legibly  and  that  you  make 
sure  that  the  floor  nurse  accurately  transcribes 
your  verbal  orders.  To  do  so  will  avoid  a lot  of 
confusion,  not  to  mention  grief,  malpractice  suits, 
and  even  deaths. 

J.B.T. 


To  the  Editor: 

I have  compiled  a listing  of  drugs  whose  names  look 
alike  or  sound  alike.  When  a pharmacist  takes  a pre- 
scription over  the  telephone  or  attempts  to  decipher  a 
physician’s  handwriting,  a drug  product  not  intended 
by  the  prescriber  might  be  dispensed.  Such  an  error 
might  be  the  result  of  a sound-alike  or  look-alike  drug. 

I am  enclosing  a partial  list  of  such  drugs  with 
striking  similarities.  Physicians  are  urged  to  exercise 
great  care  when  writing  or  telephoning  prescriptions. 

Benjamin  Teplitsky,  R.  Ph. 
1461  Shore  Parkway 
Brooklyn,  New  York  11214 

DRUGS  WHOSE  NAMES 
LOOK  ALIKE  OR  SOUND  ALIKE 

Aerolone  Aralen  Arlidin 

Ananase  Orinase  Tolinase 


Anavar 

. . Anavac  

. . Antepar 

Arfonad  

. . A frin  

. . Aspirin 

Asminyl 

. . Asmolin 

. . Esimil 

Benadryl 

. . Benylin  

. . Bentyl 

Butisol  

. . Butibel  

. . Butabell 

Capla  

. . Keflin 

. . Keflex 

Chlorambucil 

. . Chloromycetin 

. . Chlor-Trimeton 

Coram  ine 

..Calamine  

. . Calomel 

Cordex  

. . Cordran 

. . Codeine 

Demerol  

. . Dicumarol 

. Deprol 

Digoxin  

. . Digitoxin 

. Desoxyn 

Dilantin  

. . Phelantin 

. . Delalutin 

Disipal 

. . Disophrol  . 

. . Stilphostrol 

Donnatal  

. . Dianabol  

. . Donnagel 

Dopar  

. Dopram 

. . Dorana 

Doriden  

. . Loridine  

. . Doxidan 

Elavil 

. . Aldoril  

. . Mellaril 

Empirin 

. . Empiral  

. . Emprazil 

Enduron 

. . Imuran 

. . Eutron 

Esimil 

. . Estinyl  

. . Ismelin 

Estomul 

. Ilomel 

. . Isomel 

Ethamide  

. . Ethionamide  . . 

. . Ethinamate 

Feosol 

. . Feostat  

. . Festal 

Haldrone  

. Halodrin 

. Haldol 

Harmonyl  . . . 

. . Hormonin 

. . Homapin 

Isordil  

. . Isuprel  

. . Isomel 

Kaomin  

. . Kao-Con 

. . Kaon 

Kelex  

. . Keflex  

. . Keflin 

Maalox  

. . Maolate  

. . Marax 

Mebaral  

. . Mellaril 

. . Medrol 

Meprobamate 

. . Meperidine  . . 

. . Mepergan 

Mesantoin 

. . Mestinon 

. . Metatensin 

Modane  

. . Matulane  

. . Mudrane 

Ornex  

. . Orinase  

. . Ornade 

Pantopon  

. . Protopam  . 

. . Parafon 

Pathocil  

. . Pathilon 

Pitocin 

Peritrate  

. . Lotusate  

. . Pentryate 

Persantine  . 

. . Persistin  

. . Trasentine 

Sansert  

. . Cenasert  

. . Singoserp 

Sterazolidin 

. Butazolidin 

. . Stelazine 

Temaril  

. . Demerol 

. . Tepanil 

Thyrar  

. . Thyrolar  

. . Tryptar 

Urised  

. . Urestrin  

. . Uracel 

Urithol  

. . Uritral  

. . Uritone 

Valadol  

. . Vallestril  

. . Vistaril 

Valmid  

. . Velban 

. . Valpin 

Vontrol  

. . Vastran  

. . Vosol 

Zactirin  

. . Saccharin 

. . Zentron 

To  the  Editor: 

As  many  of  us  are  aware,  Tennessee  adopts  new 
health  education  texts  in  1975.  The  1974  year,  then 
might  well  serve  for  communities  to  decide  what  is 
wanted,  needed,  and  practical  to  include  in  the  new 
texts. 

To  date,  our  public  school  texts  have  been  avoiding 
some  of  the  more  important  personal  and  family  health 
issues.  This  has  had  the  effect  of  allowing  pre-adolescent 
and  adolescent  peer  group  pressure  to  arise — in  the 
absence  of  any  useful  options — as  the  chief  determinant 
of  youthful  behavior  in  many  of  our  youngsters.  Teach- 
ers, school  principals,  school  boards,  parents,  juvenile 
judges  and  law  enforcement  officers  know  what  we 
mean. 
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Many  of  you  may  NOT  know  that  Tennessee  has 
had  a Bedford  County  pilot  program  IN  PROGRESS 
for  a year  now,  under  the  direction  of  Robert  Kirk, 
Ph.D.,  of  the  U.T.  Department  of  Health  and  Safety. 
(Bob,  Cy  Mayshark  and  I co-authored  a college-level 
health  education  text  once.) 

It  seems  to  some  of  us  that  NOW  is  the  time  to 
obtain  the  best  possible  input  from  the  powers  that  be, 
and  from  expert  consultants,  so  that  the  1975  and  future 
texts  may  provide  what  students  need  and  want,  before 
they  look  elsewhere  for  their  information.  Having 
teacher  training  in  the  presentation  of  controversial 
materials  is  also  of  prime  importance. 

For  example,  I find  that  one  adopts  a much  dif- 
ferent approach  when  answering  the  (anonymously 
written)  questions  of  Tyson  seventh-graders,  from  the 
approach  used  with  the  more  sophisticated,  smaller, 
less  uptight  eighth-graders  whom  I have  known  longer 
and  better.  My  experience  is  as  a father  and  as  an 
Optimist  Club,  visiting  sponsor  of  the  junior  high  school 
"Smart  Set”  drug  abuse  prevention  clubs.  Thus,  I know 
teacher-training  to  be  important;  probably  a bit  more 
important,  even,  than  what  is  inside  the  textbook. 

But  it  takes  both:  the  trained,  concerned,  able  and 
gifted  teacher,  and  the  formal  curriculum:  the  latter 
helping  the  teacher  “do  his  or  her  thing,”  and  not  hin- 
dering. The  school  administration — if  selected  from 
the  best  teachers — will  be  able  to  help.  too.  Sometimes, 
though,  they  seem  not  to  relate  well  to  either  teachers’ 
needs,  or  students’  needs.  The  pressures  on  adminis- 
trators and  teachers  are  sometimes  very  real  and  very 
great.  Parents,  kept  in  the  dark,  ANGER! 

Administrators  in  Knox  County  and  Knoxville  City 
Schools  are  obliged  to  be  politic.  So  are  the  politicians 
to  whom  they  must  relate.  Thus,  it  is  particularly  gratify- 
ing to  see  on  the  horizon  some  recommendations  com- 
ing from  the  Governor’s  “Tennessee  Commission  on 
Children  and  Youth"  recently.  Peer  group  pressure  is 
being  recognized  as  the  prime  determinant  of  post- 
grammar school  behavior.  A proprietary  program  for 
county  schools,  “Seed  of  Hope,”  is  being  introduced  in 
Knoxville  on  January  2,  as  presented  at  WBIR  by 
Juvenile  Judge  Dick  Smith,  of  Hamilton  County.  City 
Schools  have  already  opened  their  doors  to  Kiwanis 
and  Optimist  Club-sponsored  "peer  group  prevention” 
programs,  such  as  “Smart  Set.” 

But,  we  still  need  to  “spread  the  word”  at  an  age 
and  in  a context  where  it  will  fall  on  fertile  minds 
still  open  to  receive  it.  This  means  comprehensive 
health  texts  beginning  in  grammar  school  and  re-empha- 
sized in  increasing  detail  upward  through  junior  high 
and  high  schools. 

Perhaps  right  now  we  should  be  looking  at  available 
texts,  and  planning  to  visit  with  textbook  publishers. 
Perhaps  we  should  be  contacting  those  textbook  authors 
we  know  best  and  trust,  who  live  in  the  same  community 
where  the  rest  of  us  live:  seeing  problems  arise,  worsen 
or  resolve.  Perhaps  we  need  to  be  writing  our  own  texts. 
Perhaps  PTA’s  need  to  popularize  adult  education  pro- 
grams in  comprehensive  health  education. 

There  are  entirely  too  many  parents — and  grand- 
parents— who  do  not  understand  the  limitations  of  a 
toothbrush,  of  dictatorial  taboos,  of  condoms,  or  of 


good  intentions.  Perhaps  we  need  to  be  in  touch  with 
adult  education  programs  available  locally  through  city, 
county  and  state  systems.  Perhaps  we  need  to  be  in 
touch  with  radio  and  television  public  information 
officers. 

In  short,  we  do  NOT  have  to  wait  for  public  mis- 
information crises  such  as  last  year’s  great  “clap-flap” 
on  the  U.T.  campus  during  winter  quarter.  We  have  a 
large  job.  but  not  an  impossible  one,  I think. 

Finally,  the  naivete  of  supposedly-sophisticated  adult 
voters  in  this  country,  in  the  area  of  mental  health, 
became  painfully  apparent  in  the  Thomas  Eagleton 
affair.  Some  of  us  feel  strongly  that  mental  health  does 
not  just  happen  along  to  those  whose  thoughts  are 
“right.”  Mental  health  can  and  should,  be  set  as  a 
reachable  goal,  with  some  of  the  steps  available  through 
quality  comprehensive  health  education  texts,  in  public 
schools,  beginning  at  grammar  school  level.  When  goals 
are  not  set,  they  are  not  reached.  When  intimate  rela- 
tionships exist  between  mental-emotional  health  and 
drug  orientation,  we  must  touch  all  bases  in  order 
to  win. 

We  will  bring  this  to  TMA  as  a resolution  in  April. 

Robert  Preston  Hornsby,  M.D. 

606  Main  Avenue,  S.W. 

Knoxville,  Tennessee  37902 


BELL.  WILLIAM  FREED,  Bolivar,  died  December  24, 
1973,  age  68.  Graduate  of  University  of  Tennessee, 
1932.  Member  of  Consolidated  Medical  Assembly  of 
West  Tennessee. 

HARRIS.  JOHN  W.,  Columbia,  died  December  21, 
1973,  age  41.  Graduate  of  University  of  Tennessee, 
1962.  Member  of  the  Maury  County  Medical  Society. 
JENKINS,  MARION  LOCKWOOD,  Corryton.  died 
December  22,  1973,  age  89.  Graduate  of  Lincoln 

Memorial  University,  1912.  Member  of  Knoxville 
Academy  of  Medicine. 

NEWMAN,  ROBERT  W„  Knoxville,  died  December 
10,  1973,  age  58.  Graduate  of  University  of  Tennessee 
College  of  Medicine,  1940.  Member  of  Knoxville 
Academy  of  Medicine. 

WATERHOUSE,  RICHARD  GREEN,  died  December 
20,  1973,  age  78.  Graduate  of  University  of  Virginia 
Medical  School.  1923.  Member  of  the  Knoxville  Acad- 
emy of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

C II  ATT  AN  0 O GA  -H  AMI  ETON  COUNTY 
MEDICAL  SOCIETY 

Hilda  N.  Alisago,  M.D..  Chattanooga 


FEBRUARY,  1974 
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NASHVILLE  ACADEMY  OF  MEDICINE 

Dennis  C.  Workman,  M.D.,  Nashville 
John  Burr  Bassel,  M.D.,  Madison 
Lloyd  H.  Ramsey,  M.D..  Nashville 
Hakan  Sundell,  M.D.,  Nashville 
Crafton  H.  Thurman,  M.D.,  Nashville 
John  A.  MacPhail,  M.D.,  Nashville 

WILSON  COUNTY  MEDICAL  SOCIETY 

Banin  A.  Mukherji,  M.D.,  McMinnville 


program/  one!  neui/  of 
medical  rocietie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  December  11,  1973  and  in- 
stalled new  officers  which  include:  Dr.  Mark  P.  Fecher, 
President;  Dr.  William  O.  Miller,  President-Elect;  Dr. 
Robert  B.  Gilbertson,  Vice-President;  Dr.  Henry  H. 
Long,  Secretary;  and  Dr.  William  G.  Laing,  Treasurer. 

Elected  to  the  Executive  Committee  for  a two  year 
term  were:  Drs.  Robert  H.  Collier,  T.  F.  Haase,  Jr., 
and  Robert  B.  Whittle. 

Memphis-Shelby  County  Medical  Society 

New  officers  have  been  installed  including:  Dr.  W. 

David  Dunavant,  President;  Dr.  Wilford  H.  Gragg,  Jr., 
President-Elect;  Dr.  Richard  L.  DeSaussure,  Vice- 
President;  Dr.  Daniel  J.  Scott,  Secretary,  and  Dr. 
Howard  Boone,  Treasurer. 

Nashville  Academy  of  Medicine 

The  Academy  held  its  annual  meeting  on  January  8. 
at  the  University  Club  in  Nashville. 

New  officers  for  1974  are:  Dr.  George  Holcomb, 

President;  Dr.  David  Pickens,  President-Elect;  Dr.  Fred 
Rowe,  Secretary-Treasurer. 

The  Academy  sponsored  a “Good  Mental  Health  is 
Total”  program  on  January  10,  17,  24  and  31.  The 
four-day  program  focused  on  four  areas  of  concern 
including:  “The  Family,”  “Helping  Children  Grow,” 

“Bourbon  in  Suburbia,”  and  “The  Changing  Woman.” 
During  1974,  a total  of  133  academy  members  will 
serve  on  the  Academy’s  20  standing  and  special  com- 
mittees to  conduct  the  various  affairs  of  the  Academy 
in  the  area  of  scientific  and  socio-politico-economic 
activities. 


notional  new / 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

Little  noticed  amid  congressional  confusion  in 
attempting  to  deal  with  the  energy  crisis  was  the 
passage  of  a major  health  bill  shortly  before 
adjournment.  The  bill  provides  $375  million 
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over  five  years  to  support  the  development  of 
Health  Maintenance  Organizations  (HMO’s) 
across  the  country. 

If  signed  into  law  by  the  President,  the  HMO 
legislation  will  go  far  in  determining  both  con- 
sumer and  provider  acceptance  of  prepaid  group 
health  care.  Despite  a substantial  flow  of  federal 
dollars  into  the  experimental  program,  HMO’s 
are  not  expected  to  encounter  easy  sailing.  Ardent 
supporters  of  the  program  admit  the  trial  period 
will  be  a rough  one  and  caution  against  over 
optimism. 

The  speculation  is  that  the  President  will  sign 
the  bill  inasmuch  as  the  money  provided  is  not 
far  over  what  the  Administration  originally  re- 
quested, though  the  bill  is  much  broader  in  scope 
than  the  President  wished. 

Two  key  provisions  of  the  $805  million  bill 
first  approved  by  the  Senate  earlier  this  year  were 
deleted  or  watered-down  in  conference  enough  to 
make  the  measure  more  palatable  to  the  adminis- 
tration. One  would  have  authorized  federal  sub- 
sidization of  HMO  premium  costs  for  people  who 
couldn’t  afford  all  or  part  of  the  cost.  The  other 
controversial  Senate  section  would  have  created 
an  independent  Commission  on  Quality  Health 
Care  Assurance  to  supervise  the  HMO  program. 
The  compromise  bill  vests  this  responsibility  with 
the  Assistant  Secretary  of  HEW  for  Health. 

To  qualify  for  federal  aid,  HMO’s  must  meet 
a long  list  of  federal  standards  of  minimum  bene- 
fits, stay  open  24  hours  a day,  provide  open  en- 
rollment, and  conform  to  numerous  other 
requirements.  Inducements  are  provided  to  at- 
tract people  from  poor  and  rural  areas. 

The  Senate  provision  authorizing  grants  to  as- 
sist HMO’s  in  meeting  operating  deficits  during 
the  initial  three  years  of  operation  was  knocked 
out  of  the  final  bill,  but  a loan  fund  was  re- 
tained to  aid  HMO’s  in  meeting  “a  portion  of 
initial  operating  costs  in  excess  of  gross  reve- 
nues.” 

Co-payments  were  barred  under  the  Senate 
bill.  However,  the  conference  agreed  to  allow 
HMO’s  to  charge  nominal  co-payments,  but  not 
to  the  extent  they  could  be  considered  a barrier 
to  seeking  treatment.  The  conference  committee 
said  the  co-payments  are  aimed  at  enabling  an 
HMO  “to  market  its  benefit  package  at  a com- 
petitive price.” 

The  final  bill  requires  larger  employers  to 
offer  workers  an  HMO  option  when  existing  con- 
tracts for  health  insurance  expire  provided  that  a 
qualified  HMO  is  operating  in  the  area. 
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The  bill  does  not  provide  a specific  number  of 
HMO’s,  but  the  bill’s  legislative  history  indicates 

the  Congress  had  in  mind  around  100  programs. 

^ ^ ^ 

Rep.  John  Rarick  (D.La.),  principal  congres- 
sional sponsor  of  legislation  to  repeal  the  Profes- 
sional Standards  Review  Organization  (PSRO) 
program,  has  dispatched  a letter  to  all  members 
of  the  House  urging  their  support. 

In  his  letter,  Rarick  said  PSRO  “is  the  hottest 
controversy  facing  medical  doctors  and  their 
patients.  The  American  Medical  Association’s 
prestigious  House  of  Delegates  yesterday  voted 
to  seek  congressional  repeal  of  this  controversial 
peer-review  law  that  goes  into  effect  on  1 January 
1974.” 

Rarick  quoted  AMA  President-elect  Malcolm 
C.  Todd,  M.D.,  as  calling  PSRO  “.  . . The  great- 
est threat  to  the  private  practice  of  medicine  of 
any  piece  of  legislation  ever  passed  by  Congress.” 

The  PSRO  section  of  Medicare  was  added  by 
the  Senate  and  was  never  adequately  debated,  the 
lawmaker  said.  “The  House  did  not  even  hold 
public  hearings  on  this  issue.” 

Rarick  cited  the  Wall  Street  Journal’s  state- 
ment on  PSRO — that  points  out  that  “the  con- 
troversial legislation  is  laced  with  pointed  refer- 
ences to  'new  obligations  imposed  on’  medical 
practitioners.  It  requires  physicians  to  open  their 
private  files  and  hospital  records  to  outside  in- 
spectors. Strong  financial  sanctions  are  provided 
for  physicians  who  fail  to  comply.” 

Rarick  wrote  that  he  is  concerned  over  the 
effect  of  the  legislation  on  private  medical  prac- 
tice in  this  country.  “I  am  convinced  that  the 
medical  profession  has  done  an  outstanding  job 
of  policing  its  own  profession  and  establishing  a 
high  code  of  ethics.  It  simply  does  not  make 
sense  to  bog  down  the  medical  profession  with 
further  government  intervention  that  threatens  the 

relationship  between  doctor  and  patient.” 

^ ^ ^ 

The  first  round  of  congressional  hearings  on 
National  Health  Insurance  (NHI)  concluded  fol- 
lowing a week  of  testimony  from  experts  in  the 
health-economic  field  who  laid  a general  philo- 
sophical foundation  for  full-scale  legislative  ses- 
sions early  in  the  new  year. 

The  hearings  by  the  House  Health  Subcom- 
mittee were  the  opening  gun  in  what  promises  to 
be  a busy  1974  in  congress  on  the  issue  of  a NHI 
bill. 

The  Subcommittee,  headed  by  Rep.  Paul 
Rogers  (D.  Fla.),  has  charted  six  weeks  of 


further  testimony  in  January  and  February  that 
will  consider  specific  legislative  proposals.  The 
House  Ways  and  Means  Committee  also  is 
slated  to  explore  NHI  sometime  next  year.  Sen- 
ate sessions  are  expected  to  open  during  the 
winter  or  spring  by  both  Senate  Finance  and 
Senate  Labor  and  Public  Welfare  Committees. 

The  next  major  development  in  the  field  will 
be  the  formal  disclosure  of  the  details  of  the 
Administration’s  new  plan,  expected  to  be  un- 
veiled in  President  Nixon’s  January  State  of  the 
Union  speech  to  Congress  and  probably  in  a 
special  message  to  Congress  on  health. 

The  new  Administration  plan  will  be  more 
liberal  than  the  previous  one,  but  it  will  continue 
to  be  based  on  the  principle  of  requiring  employ- 
ers to  furnish  comprehensive  health  insurance  to 
their  workers.  The  major  changes  are  a broad 
catastrophic  provision  tied  to  income  and  federal 
subsidization  of  premiums  for  all  poor  people. 
Medicare  and  Medicaid,  apparently,  would  lose 
their  separate  identities  and  become  part  of  the 
new  program  under  the  jurisdiction  of  the  Public 
Health  Service. 

According  to  Budget  Director  Roy  Ash,  NHI 
should  be  kept  to  a size  that  will  avoid  creating 
more  demands  for  health  services  than  can  be  met 
with  existing  resources.  Otherwise,  he  said  in 
an  interview  with  the  New  York  Times,  there  is  a 
danger  that  the  sole  accomplishment  would  be  an 
increase  in  the  prices  of  health  services. 

Many  of  the  witnesses  before  Roger’s  Subcom- 
mittee predicted  that  a financing  mechanism  for 
NHI  without  other  provisions  would  add  to  in- 
flation of  health  care  costs  without  much  impact, 
if  any,  on  the  health  of  Americans.  Other  experts 
questioned  whether  any  type  of  NHI  would  im- 
prove health,  contending  that  environment,  life 
styles,  poverty,  etc.,  are  to  blame  for  poor  health 
conditions. 

The  closest  approach  to  a consensus  was  that 
too  much  hope  should  not  be  placed  in  a NHI 
program  to  solve  the  health  care  problems  of  the 
nation. 

One  of  the  final  witnesses,  Robert  J.  Myers, 
former  Chief  Actuary  of  the  Social  Security  Ad- 
ministration, denied  there  has  been  any  crisis  in 
health  care  costs,  asserting  that  health  has  simply 
been  caught  up  in  the  “general  price  and  wage 
inflation  resulting  from  the  Viet  Nam  war,  plus 
the  more  rapid  wage  increases  of  hospital  per- 
sonnel . . . plus  the  historical  trend  of  medical 
care  costs  rising  more  rapidly  than  the  general 
price  level  . . .” 
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Myers  said  there  is  “far  too  much”  first  dollar 
coverage  in  private  health  insurance  and  not 
enough  catastrophic  coverage.  Catastrophic,  he 
said,  “is  sorely  needed  by  most  Americans”  and 
should  vary  with  income  and  assets. 

“I  am  convinced  that  cost-sharing  provisions, 
properly  designed  can  have  a beneficial  effect  in 
preventing  overutilization  without  being  an  unjust 
economic  barrier  that  will  result  in  preventing  the 
insured  from  receiving  necessary  medical  care. 

Under  a sweeping  NHI  such  as  proposed  by 
Sen.  Edward  Kennedy  (D.Mass.),  and  labor  “the 
providers  of  services  might  rebel  if  the  financial 
screws  on  them  are  tightened  too  rapidly  or  too 
much,  or  the  beneficiaries  might  rebel  if  they  are 
regimented  or  controlled  too  much  as  to  their 
desires  for  medical  services,”  Myers  told  the  Sub- 
committee. 

Herbert  Denenberg,  Pennsylvania  Commis- 
sioner of  Insurance,  asked  for  strict  cost  and 
quality  controls  in  any  NHI  program.  “Pumping 
more  dollars  into  a health  care  system  with  ser- 
ious structural  shortcomings  will  aggravate 
present  problems.” 

Earl  Brian,  M.D.,  California  Secretary  of 
Health,  stressed  that  the  cooperation  of  organized 
medicine  and  other  health  providers  is  necessary 
for  a NHI  program  to  work.  Otherwise,  the  na- 
tion’s health  care  system  will  deteriorate,  he  said. 
As  many  responsibilities  as  possible  should  be  left 
to  the  providers,  according  to  Dr.  Brian.  He 
cited  the  cooperation  of  organized  health  groups 
in  California  despite  state  controls  that  have 
“alienated  the  health  care  community.”  The  de- 
mand for  medical  care  will  always  exceed  the 
dollars  available,  he  said,  so  any  program  must 
contain  restrictions  which  relate  it  to  the  free 
market  system.  The  present  concern  over  Pro- 
fessional Standards  Review  Organizations  is  only 
a harbinger  of  what  would  happen  if  a bureau- 
cratic NHI  were  enacted  and  demonstrates  the 
“imprudence  of  permanent  government  controls,” 
he  asserted. 

^ ^ ^ 

Sen.  Edward  Kennedy’s  Health  Subcommittee 
hearings  on  the  drug  industry  lived  up  to  their 
explosive  expectations  with  HEW  Secretary 
Caspar  Weinberger  throwing  the  first  bomb  by 
announcing  that  the  Administration  would  pro- 
pose a cost-saving  drug  plan  for  Medicare  and 
Medicaid  patients  under  which  reimbursement 
would  be  limited  to  “the  lowest  cost  at  which  the 
drug  is  generally  available.” 


Estimating  the  savings  at  from  $25  to  $60  mil- 
lions a year,  the  HEW  proposal  was  a blow  to  the 
pharmaceutical  industry  which  viewed  it  as  a 
step  toward  generic  prescribing  and  a set  back  to 
the  brand  name  concept.  Congress  would  have 
to  approve  the  proposal,  however. 

Under  questioning  from  Subcommittee  mem- 
bers, Weinberger  was  vague  about  how  the  pro- 
gram would  work,  but  emphasized  that  physicians 
would  remain  free  to  prescribe  as  they  choose. 
Sen.  Kennedy  praised  the  proposal.  Sen.  Gaylord 
Nelson  (D.Wis.)  said  the  HEW  recommenda- 
tion “must  be  only  the  first  step  in  a massive 
intrusion  by  the  federal  government  into  the 
prescribing  habits  of  physicians.” 

The  first  day’s  session  featured  charges  that 
drug  companies  are  monopolistic,  keep  prices 
jacked  high,  and  spend  huge  amounts  on  adver- 
tising. Physicians  were  described  as  inept  and 
too  generous  prescribers  of  drugs  influenced  in- 
ordinately by  advertising  and  drug  detail  men.  It 
was  implied  that  100  deaths  a day  due  to  adverse 
drug  reactions  were  the  fault  of  the  drug  industry 
and  the  prescribing  physicians. 

Sen.  Gaylord  Nelson  (D.Wis.  ),  a Subcommit- 
tee member,  urged  that  prescription  drug  adver- 
tising be  banned  and  trade  names  eliminated. 
Consumer  advocate  Ralph  Nader  agreed  and 
recommended  patent  restriction. 

In  an  opening  statement,  Kennedy  said  the 
hearings  are  designed  to  “search  for  legislative 
solutions  to  the  problems  surrounding  the  way 
drugs  are  developed,  marketed  and  used  in  this 
country.”  He  said  “Too  many  physicians  are 
prescribing  too  many  drugs  on  the  basis  of  too 
little  information  . . . such  irrational  prescribing 
is  a product  of  physician  ignorance,  not 
malice.  . . .” 

Kennedy’s  Subcommittee  had  never  before  as- 
serted broad  jurisdiction  in  the  drug  field.  The 
hearings  were  viewed  as  a stake-out  to  this  aspect 
of  health  and  government,  and  also  as  a bow  to 
Nelson  who  has  been  investigating  the  drug 
industry  for  years  and  is  its  strongest  critic  on 
Capitol  Hill.  Nelson  is  a new  member  of  the 
Kennedy  Subcommittee.  His  previous  forum  was 
a Senate  small  business  Subcommittee. 

James  H.  Sammons,  M.D.,  Chairman  of  the 
Board  of  the  American  Medical  Association,  told 
the  Subcommittee  that  in  the  heat  of  controversy 
it  should  be  emphasized  that  “Today  there  are  a 
large  number  of  drug  preparations  available 
through  a complex  delivery  system  replete  with 
checks  and  balances  provided  by  industry,  the 
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Food  and  Drug  Administration,  physicians,  phar- 
macists, and  in  some  instances  allied  health  per- 
sonnel.” 

Dr.  Sammons  continued,  “It  is  not  surprising 
that  this  complex  and  important  system  carries 
with  it  complex  problems  that  different  groups 
within  the  system  perceive  differently  . . . simple 
solutions  for  the  management  of  our  problems 
are  not  realistic.” 

The  AMA  official  said  the  reduction  in  fund- 
ing for  research  investigators  could  have  an  ad- 
verse effect  on  development  of  improved  drugs. 
The  complexity  of  FDA  procedures  “is  becoming 
self-defeating  and  some  new  approaches  are  re- 
quired if  we  are  to  be  able  to  provide  new  and 
useful  therapeutic  agents  to  alleviate  existing 
maladies.” 

Whatever  is  done,  Dr.  Sammons  said,  “the 
physician  must  be  able  to  prescribe  the  drug  in 
dosage  and  strength  deemed  appropriate  for  his 
patient.  . . .” 

“Where  appropriate,  we  believe  the  physician 
should  prescribe  the  least  expensive  product,”  Dr. 
Sammons  testified.  “But  the  generic  name  on  the 
bottle  is  not  a guarantee  of  equivalence,  nor  for 
that  matter  does  a generic  prescription  even  guar- 
antee to  the  patient  that  he  will  receive  the  least 
expensive  product.” 

C.  Joseph  Stetler,  President  of  the  Pharmaceu- 
tical Manufacturers  Association,  testified  that, 
“What  the  secretary  is  proposing  represents  an 
extraordinarily  radical  approach  to  health  care, 
one  which  may  give  the  appearance  of  providing 
first  class  medical  care  at  less  cost,  but  which 
will  either  require  Medicare  and  Medicaid  benefi- 
ciaries to  accept  inferior  products  or  force  them 
to  pay  the  cost  of  first  class  medicine  from  their 
own  household  budgets.” 

Stetler  said  the  proposal  might  have  some  merit 
if  therapeutic  equivalence  of  drugs  could  be  as- 
sured, “but  the  published  evidence  is  almost 
entirely  on  the  other  side.  Reports  of  the  clinical 
inequivalence  of  drugs  sold  under  the  same 
generic  name  are  increasing  as  are  quality  con- 
trol failures.” 

On  another  tact,  Stetler  said  new  drug  dis- 
coveries have  been  a major  contributor  to  im- 
proving health  care,  and  that  drug  prices  have 
held  stable  in  a period  of  soaring  inflation. 

But,  he  warned,  America  is  falling  behind 
foreign  competitors  in  the  rate  of  pharmaceutical 
innovation,  adding  that  the  industry’s  pattern  of 
discovery  of  new  drugs  and  the  stable  prices  of 
medicines  are  threatened  by  proposals  to  reduce 


incentives  for  drug  producers  to  continue  their 
massive  research  programs. 

"Price  setting,  dilution  of  patent  rights,  or  a 
government  takeover  of  research  and  development 
or  promotional  activities,”  suggested  by  some, 
would  be  self-defeating  and  lead  to  higher  prices 
and  lower  productivity,  Stetler  said. 

Although  the  industry’s  dollar  investment  in 
research  is  continuing  to  climb,  Stetler  testified 
that  fewer  American  pharmaceutical  firms  are 
sponsoring  such  activities  due,  in  part,  to  the 
tangle  of  government  delays  and  regulations. 

In  his  slashing  testimony,  Sen.  Nelson  said  the 
AMA  “has  cooperated  in  creating  confusion”  and 
has  been  “disastrous  in  this  field  because  the  cus- 
todians of  health  care  in  this  country  are  the 
guide  to  us  on  what  good  medical  practice  is.” 
The  AMA  “has  done  more  damage  to  the  good 
practice  of  drug  prescribing  than  if  it  did  not 
exist  at  all,”  Nelson  said.  The  AMA’s  drug 
manual  was  “degraded”  due  to  pressure  from 
drug  companies  . . . “For  money!  It  is  as  simple 
as  that,”  he  asserted. 

Nader  accused  the  industry  of  “price  gouging 
and  causing  serious  harm  to  tens  of  thousands  of 
people  that  is  unparalleled  in  its  history.” 

The  hearings  will  resume  later  this  winter  and 
continue  through  to  summer. 

$ ^ 

The  Administration  has  moved  to  set  clear  fuel 
priorities  in  the  health  field  as  Congress  was 
warned  by  health  leaders  that  emergency  care, 
drugs  and  devices  and  hospital  care  could  be 
severely  affected  unless  sufficient  fuel  is  made 
available  this  winter. 

Immediately  following  a hastily  scheduled  one- 
day  hearing  before  the  Senate  Health  Subcommit- 
tee, William  E.  Simon,  head  of  the  Federal  Energy 
Office,  said  the  pharmaceutical  industry  will  get 
all  the  fuel  it  needs  for  production  and  research 
in  order  to  maintain  adequate  supplies  of  essential 
drugs  and  medical  supplies. 

A spokesman  for  the  American  Medical  Asso- 
ciation testified  there  is  a critical  need  to  make 
special  provisions  for  an  adequate  supply  of 
motor  fuel  to  meet  the  needs  of  medicine. 
J.  Cuthbert  Owens,  M.D.,  a member  of  the 
AMA’s  Commission  on  Emergency  Medical 
Services,  said,  “Physicians,  nurses,  life  support 
personnel,  rescue  workers,  and  ambulances  and 
other  emergency  motor  vehicles  must  have  a 
sufficient  and  continuous  supply  of  gasoline  to 
insure  the  provision  of  prompt  care  for  the  ill 
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and  injured.  In  addition,  adequate  fuel  must  be 
available  to  health  care  institutions,  as  well  as  to 
suppliers  of  necessary  medical  equipment  and 
supplies.” 

Leo  J.  Gehrig,  M.D.,  Vice  President  of  the 
American  Hospital  Association,  said  there  is  no 
federal  natural  gas  allocation  program  for  health 
care  institutions. 

“This  substantial  area  of  potential  energy  short- 
ages significantly  magnifies  the  effect  of  shortages 
of  other  fossil  fuels  on  hospitals,”  Dr.  Gehrig  told 
the  Subcommittee.  The  proposed  regulations  pub- 
lished on  December  13,  1973,  providing  for  man- 
datory allocation  of  middle  distillates,  allow 
hospitals  only  100%  of  their  1972  base  period 
volume,  he  pointed  out.  “With  increasing  natural 
gas  interruptions  there  is  need  for  hospitals  to 
receive  100%  of  current  fuel  requirements,”  Dr. 
Gehrig  said. 

“The  hospitals  of  this  country  must  be  pro- 
vided the  priority  and  supply  of  energy  sources 
to  permit  them  to  deliver  vital  services  to 
patients,”  Gehrig  said. 


medical  new/ 
m tenne/zee 


VU’s  Orgebin-Crist  Named  to 
Burch  Chair  in  Reproductive  Biology 

Marie-Claire  Orgebin-Crist,  D.Sc.,  director  of 
the  Center  for  Population  Research  at  Vander- 
bilt Medical  Center,  has  been  named  Lucius 
Burch  Professor  of  Reproductive  Physiology  and 
Family  Planning  at  Vanderbilt,  succeeding  Dr. 
Bert  O’Malley. 

The  chair  in  reproductive  physiology  and 
family  planning  was  endowed  anonymously  in 
1969  by  a $750,000  gift  to  the  university  in 
memory  of  Dr.  Lucius  Burch,  dean  of  the  Van- 
derbilt school  of  medicine  from  1913  to  1920, 
chairman  of  the  department  of  obstetrics  and 
gynecology  until  1945  and  member  of  the  board 
of  trust  until  his  death  in  1959. 

Dr.  Orgebil-Crist  holds  a Baccalaureate  Latin- 
Sciences,  a License  of  Natural  Sciences  and 
License  of  Biology,  Paris  University,  France,  and 
a Doctorate  of  Sciences,  Lyons  University, 
France. 

She  joined  the  Vanderbilt  faculty  in  1963  as  a 
research  associate,  and  rose  to  professor  of  ob- 
stetrics and  gynecology  during  her  tenure  at  the 
medical  center.  Dr.  Crist’s  work  involves  the 
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problems  of  male  reproduction  and  the  control  of 
male  fertility. 

She  is  a member  of  the  Population  Research 
and  Training  Committee,  National  Institute  of 
Health  and  Human  Development  from  1970  to 
1972  and  chairs  the  committee  until  1974,  and 
is  one  of  the  three  members  of  the  steering  com- 
mittee of  the  World  Health  Organization  task 
force  on  Regulation  of  Male  Fertility. 

U.T.  Medical  Units  College  of  Pharmacy 
Drug  Product  Equivalency 

Researchers  at  the  University  of  Tennessee 
Medical  Units  College  of  Pharmacy  have  de- 
termined that  certain  prescription  drug  products 
may  not  provide  effective  drug  levels.  The  work 
was  carried  out  in  the  laboratories  of  the  Me- 
dicinal Chemistry  Department’s  Division  of  Drug 
Metabolism  and  Biopharmaceutics.  Dr.  Marvin 
C.  Meyer,  Director  of  the  Division,  is  heading 
up  the  program.  Associated  with  him  are  Dr. 
Armen  Melikian,  Dr.  Gerald  Slywka  and  Dr. 
Phillip  Whyatt. 

The  studies  were  sought  by  Tennessee  phar- 
macists and  are  being  sponsored  by  the  Tennessee 
Department  of  Public  Health.  The  program  was 
implemented  in  connection  with  the  frequently 
debated  question  as  to  whether  presumably 
identical  products,  marketed  by  various  phar- 
maceutical companies,  and  sometimes  exhibiting 
a significant  price  disparity,  may  be  considered 
equivalent. 

The  first  two  studies  in  this  program  have 
investigated  the  extent  of  absorption  of  the  anti- 
biotic tetracycline  from  sixteen  different  products 
and  the  absorption  of  the  antibacterial  nitro- 
furantoin from  fourteen  different  products.  The 
drugs  were  evaluated  by  measuring  their  excre- 
tion in  urine  following  administration  of  the 
products  to  human  volunteers;  a cross-over  de- 
sign was  employed. 

The  nitrofurantoin  products  tested  were  the 
50  and  lOOmg  dosage  forms  available  from  five 
different  manufacturers.  Although  the  50mg 
tablets  obtained  from  McKesson  and  Wolins 
failed  to  reflect  adequate  absorption  of  the  drug, 
the  lOOmg  tablets  from  the  same  two  companies 
registered  adequate  absorption.  The  products 
which  failed  the  evaluation  were  absorbed  fifty 
percent  below  that  of  the  highest  values  deter- 
mined, and  were  eighty-eight  percent  lower  in 
the  duration  of  therapeutic  (30  jig/ ml)  urine 
levels.  At  least  one  of  the  companies  is  already 
in  the  process  of  re-examining  the  dosage  form 
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which  did  not  meet  the  criteria  of  the  evaluation. 

On  the  other  hand,  the  results  of  the  tetracy- 
cline studies  indicated  no  statistically  significant 
difference  between  the  sixteen  products  evaluated. 
The  products  tested  were  250mg  capsules  mar- 
keted by  sixteen  manufacturers. 

Continuing  studies  will  examine  other  drugs,  as 
well  as  evaluate  future  lots  of  tetracycline  and 
nitrofurantoin  products  to  determine  whether  the 
referenced  findings  are  representative. 

The  issue  of  drug  product  equivalency  is  the 
subject  of  national  concern.  The  State  of  Tennes- 
see, through  its  Department  of  Public  Health,  is 
taking  positive  action  by  means  of  this  unique 
program  of  drug  product  evaluation,  to  insure 
the  quality  of  medication  available  to  all  citizens 
of  the  State. 

KILLER— CANCER 
(March  11,  8-9:30  P.M.) 

Cancer  will  strike  one  out  of  every  four 
Americans  at  some  time  during  his  or  her  life. 
It  is  the  nation’s  second  largest  killer. 

The  National  Cancer  Act  of  1971  set  the 
stage  for  what  was  promised  as  a “billion  dollar 
fight  to  conquer  cancer.”  Whereas  many  individ- 
uals held  out  great  hope  for  a “quick  cure,”  can- 
cer specialists  are  far  more  cautious.  The  un- 
happy truth  is  that  over  60  percent  of  people 
afflicted  with  cancer — excluding  that  of  the  skin- 
die  from  it.  Almost  half  of  all  women  who  get 
breast  cancer  will  die  from  the  disease;  the 
fatality  rate  is  approximately  50  percent  for  men 
and  women  who  have  oral  cancer  as  well  as 
cancer  of  the  kidney  or  bladder.  Virtually  every- 
one who  gets  stomach  cancer  dies  from  this 
dread  disease,  and  the  survival  rate  is  only  9 
percent  for  those  afflicted  with  lung  cancer. 

In  the  area  of  prevention,  scientists  are  look- 
ing at  the  environment,  at  foods,  and  at  hereditary 
disposition  toward  certain  tumors.  At  the  basic 
research  level,  they  are  probing  the  character  of 
the  tumor  cell  to  find  out  why  it  grows  out  of 
control  and  are  stepping  up  the  search  for  elusive 
viruses  that  are  suspected  of  causing  some  human 
tumors. 

At  the  bedside,  they  are  improving  the  kinds 
of  treatment — and  are  giving  new  attention  to 
the  rehabilitation  of  cancer  patients  maimed  by 
surgery,  drugs,  or  the  disease  itself. 

Although  “cure”  is  a strong  word,  doctors 
believe  that  nearly  a dozen  known  types  of  cancer 
can  be  cured,  mostly  with  a battery  of  new  drugs 
in  delicate  combinations  with  each  other.  These 


“curable”  cancers  include  several  forms  of 
leukemia  and  lymphoma  that  strike  children, 
Hodgkin’s  disease,  which  afflicts  young  adults,  as 
well  as  cancer  of  the  placenta,  cervix  and  skin. 

Combination  drug  therapy,  while  holding  out 
hope,  seems  to  work  best  only  in  the  hands  of  a 
few  specialists.  Centers  for  cancer  treatment  now 
need  to  be  spread  across  the  country  so  that 
more  people  will  have  easier  access  to  the  best — 
and  latest — therapy,  in  the  hands  of  experts. 
Fifteen  cancer  centers  are  slated  to  go  into  opera- 
tion around  the  country  by  1975,  but  there  is 
much  more  to  be  done. 

Practicing  physicians  need  to  know  more  about 
who  the  experts  are:  individuals  need  to  seek 

means  for  early  detection;  and  communities  must 
look  into  environmental  causes.  These  are  among 
the  subjects  covered  on  the  Cancer  show  in  “The 
Killers”  series. 

Medical  Advisory  Board  for  Cancer:  Mr.  Alan 
C.  Davis,  vice  president,  American  Cancer  So- 
ciety; Mr.  Sol  Speigelman,  Ph.D.,  director,  Insti- 
tute for  Cancer  Research;  Dr.  Frank  J.  Rauscher, 
Jr.,  director,  National  Cancer  Institute;  Dr. 
Vincent  DeVita,  chief  medicine  branch,  National 
Cancer  Institute. 


per/onol  new/ 


DR.  RALPH  L.  BRICKELL,  JR..  Tullahoma,  has  been 
elected  President  of  the  Coffee  County  Medical  Society. 
DR.  JAMES  B.  COX.  Knoxville,  has  been  named  Chief 
of  Staff  at  the  Baptist  Hospital. 

DR.  WILLIAM  ALLEN  EXUM.  Kingsport,  has  been 
named  President  of  the  medical  staff  of  the  new  Indian 
Path  Hospital. 

DR.  GOTTLIEB  C.  FRIESINGER.  Nashville,  has  been 
elected  fellow  in  the  American  College  of  Cardiology. 
DR.  EDWIN  E.  GRAY,  Tullahoma,  is  the  new  Chief  of 
Staff  at  John  W.  Harton  Memorial  Hospital. 

DR.  R.  H.  HUTCHESON,  SR.,  Franklin,  was  named 
Williamson  County’s  “Man  of  the  Year”  for  1974. 

DR.  FELIX  G.  LINE,  Knoxville,  has  been  elected 
Chairman  of  the  Tennessee  Chapter  of  American 
Academy  of  Pediatrics. 

DR.  JOHN  R.  MORGAN,  Chattanooga,  has  been 
elected  to  fellowship  in  the  American  Academy  of 
Pediatrics. 

DR.  ARTHUR  M.  OWENS,  Dunlap,  has  been  elected 
to  active  membership  in  the  American  Academy  of 
Family  Physicians. 

DR.  JOHN  C.  THORNTON,  JR.,  Brownsville,  has 
completed  requirements  to  retain  membership  in  the 
American  Academy  of  Family  Physicians. 
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DR.  SIDNEY  L.  WALLACE,  Knoxville,  has  been  re- 
elected to  a second  term  as  Chairman  of  the  board  of 
the  East  Tennessee  Children’s  Rehabilitation  Center. 
DR.  COULTER  S.  YOUNG,  Manchester,  has  been 
elected  Chief  of  Staff  of  the  Coffee  County  Hospital. 


announcement/ 


CALENDAR  OF  MEETINGS 

STATE 

April  10-13  Annual  Meeting  of  Tennessee  Medical 
Association,  Gatlinburg  Auditorium, 
Gatlinburg,  Tenn. 


Feb.  15-21 

Feb.  21-23 

Feb.  28- 
March  1 

March  1-8 


March  8-10 


NATIONAL 

Thirteenth  Congress  of  the  Pan-Pacific 
Surgical  Association,  Hilton  Hawaiian 
Village  Hotel,  Honolulu,  Hawaii 

Seventeenth  Congress  of  Administration, 
American  College  of  Hospital  Adminis- 
trators, Palmer  House,  Chicago 

38th  International  Medical  Assembly  of 
Southwest  Texas,  El  Tropicano  Motor 
Hotel,  San  Antonio 

American  Society  of  Clinical  Pathol- 
ogists, Los  Angeles  Hilton,  Biltmore,  and 
Convention  Center,  Los  Angeles 

AMA-AMPAC  Public  Affairs  Workshop, 
Washington-Hilton  Hotel.  Washington, 
DC. 


March  9-16 

March  25-27 
March  27 

March  29- 
April  3 

April  1-5 
April  4-6 
April  4-7 
April  20-22 


April  21-22 


April  22-24 


April  22-25 


April  23-25 

April  25-26 

April  28- 
May  2 


International  Academy  of  Pathology, 
San  Francisco  Hilton,  San  Francisco 

American  College  of  Surgeons,  Houston 

American  Society  of  Clinical  Oncology, 
Rice  Hotel,  Houston 

American  Society  of  Abdominal 
Surgeons,  Caesar’s  Palace,  Las  Vegas 

American  College  of  Radiology,  Roose- 
velt Hotel,  New  Orleans 

American  Pediatric  Surgical  Association, 
New  Orleans 

American  Fertility  Society,  Diplomat 
Hotel,  Miami,  Fla. 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  The  Breakers, 
Palm  Beach,  Fla. 

American  Otological  Society,  The 
Breakers,  Palm  Beach,  Fla. 

American  Association  for  Thoracic 
Surgery,  Las  Vegas  Hilton,  Las  Vegas 

American  Academy  of  Pediatrics,  Spring 
Meeting,  Americana  Hotel,  Bal  Harbour, 
Fla. 

American  Laryngological,  Rhinological 
and  Otological  Society,  The  Breakers, 
Palm  Beach,  Fla. 

AMA  National  Conference  on  Rural 
Health,  Detroit  Hilton,  Detroit 

Industrial  Medical  Association,  Ameri- 
cana Hotel,  Miami,  Fla. 


❖ 


A Symbol 


to  Support . . • 


American  Medical 
Association  — Education 
and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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PHYSICIANS 

Private  practice  (solo,  partnerships,  groups)  opportu- 
nities exist  in  many  communities  of  the  Southeastern 
and  Southwestern  United  States. 

As  a public  service  to  the  communities  we  serve,  we 
are  performing  a free,  no  obligation,  service  acting  as 
a liaison  between  physicians  interested  in  practice 
opportunities  and  communities  in  need  of  their 
services.  All  communities  have  modern,  JCAH  ap- 
proved hospitals,  modern  offices,  and  recognized  needs 
for  additional  physicians. 

For  details  call  collect  615-327-9551  or  write  with  C.V. 
to: 

E.  J.  Ryan,  Jr.,  Corporate  Director,  Medical  Relations 

Hospital  Corporation  of  America 

One  Park  Plaza 

Nashville,  Tennessee  37203 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


The  continuing  medical  education  accredita- 
tion program  of  TMA,  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AMA  Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Medical  College  of  Georgia 
CME  Courses 


Date 

March  21-23 


March  28-29 
June  13-15 


Title,  Location 
1974 

Geriatric  Problems  in  Family  Prac- 
tice, Medical  College  of  Georgia, 
Augusta,  Ga. 

Gastroenterology,  The  Atlanta  Mar- 
riott, Atlanta,  Ga. 

Internal  Medicine,  Buccaneer  Motor 
Lodge,  Jekyll  Island,  Ga. 


American  College  of  Physicians 
Regional  Meeting 

Alabama  Regional  Meeting,  May  10-12,  1974,  Point 
Clear,  Alabama.  INFO:  Alwyn  A.  Shugerman, 
M.D..  1815  11th  Ave.,  S.,  Birmingham,  Ala.  35205 


Network  for  Continuing  Medical  Education 
Schedule  of  Upcoming  NCME  Programs 

Feb.  11-  PAUL  D.  WHITE:  CARDIOLOGY  IN 
Feb.  24  MY  TIME.  The  late  Dr.  Paul  D.  White 

describes  the  development  of  cardiology 
as  a specialty.  This  special  program  was 
first  introduced  during  the  American 
College  of  Cardiology  annual  meeting  in 
1968  and  is  offered  again  on  the  anniver- 
sary of  that  meeting. 

THE  DISTRESSED  NEWBORN:  THE 
FIRST  30  MINUTES,  with  Peter  A.  M. 
Auld,  Director,  Neonatal  Intensive  Care 
Unit,  and  Professor  of  Pediatrics,  New 
York  Hospital — Cornell  Medical  Center, 
New  York. 


Feb.  25-  TREATMENT  OF  PULMONARY 
March  10  EMBOLISM,  with  William  Hall,  M.D., 


Director  of  the  Pulmonary  Function 
Unit,  Strong  Memorial  Hospital;  Assis- 
tant Professor  of  Medicine,  University 
of  Rochester,  School  of  Medicine, 
Rochester,  New  York. 

THE  FIVE-MINUTE  JOINT  EXAM, 
with  John  J.  Calabro,  M.D.,  Chief  of 
Rheumatology,  Worcester  City  Hospital; 
Professor  of  Medicine,  University  of 
Massachusetts  Medical  School. 
DETECTING  OPEN  ANGLE  GLAU- 
COMA, with  Jerome  N.  Goldman,  At- 
tending Ophthalmologist,  Washington 
Hospital  Center,  Assistant  Clinical  Pro- 
fessor of  Ophthalmology,  Howard  Uni- 
versity Medical  School,  Washington, 
D.C. 

For  more  information  about  NCME,  write  the  Net- 
work for  Continuing  Medical  Education,  15  Columbus 
Circle,  New  York,  New  York  10023. 


The  University  of  Tennessee  College  of 
Medicine  Schedule  of  Continuing 
Education  Courses,  1974 


Feb. 

25-27 

Recent  Advances  in  Pulmonary  Dis- 
ease, Memphis 

Mar. 

3-8 

Fundamentals  of  Otolaryngology, 
Memphis 

Mar. 

14-16 

Fluctuant  Hearing  Loss,  Memphis 

Mar. 

17-20 

Principles  of  Rhinoplasty,  Memphis 

Mar. 

25-30 

Review  Course,  Memphis 

Apr. 

6-7 

Pediatric  Anesthesia,  Memphis 

Apr. 

18-19 

Leigh  Buring  Conference  on  Excep- 
tional Children,  Memphis 

Apr. 

29-30 

Emergency  Room  Care,  Memphis 

May 

10-12 

Fundamentals  of  Clinical  Otology, 
Memphis 

May 

15-18 

Clinical  EKG,  Paris,  Tenn. 

May 

20-24 

Intensive  Review  of  the  Science  of 
Anesthesiology,  Memphis 

Vanderbilt  University  CME 
Course  Listings 

1974 

Venereal  Disease : A New  Look  at  Treatment 
Tenn.  Dept,  of  Public  Health;  U.  of  Tennessee; 


Meharry  Medical  College March  16 

Diabetes:  1974  April 


13th  Annual  Seminar  in  Psychiatry 

Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  May 
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For  further  information  contact: 

Paul  E.  Slaton,  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for  phy- 
sicians in  family  practice  and  in  various  subspecialties 
have  been  developed  by  the  School  of  Medicine  and  the 
Division  of  Continuing  Education  of  Vanderbilt  Uni- 
versity. The  practicing  physician,  with  the  guidance 
of  the  participating  department  chairman,  can  plan  an 
individualized  program  of  one  to  four  weeks  to  meet 
recognized  needs  and  interests.  The  experience  will  in- 
clude contact  with  patients,  discussion  with  clinical  and 
academic  faculty,  conferences,  ward  rounds,  learning 
individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Ex- 
perience in  more  than  one  discipline  may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  . Robert  N.  Buchanan,  Jr.,  M.D. 
Endocrinology  & Diabetes  Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases Zell  A.  McGee,  M.D, 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology  Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D, 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physicians 
Recognition  Award  and  American  Academy  of  Family 
Physicians  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville.  Tennessee  37212  Tel.  615-322-2716 


American  College  of  Chest  Physicians 
Postgraduate  Programs,  1974 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  The  continuing  education  program  for 
physicians  sponsored  by  the  American  College  of  Chest 
Physicians  has  been  accredited  by  the  Council  on 
Medical  Education  of  the  American  Medical  Associa- 
tion and  is  acceptable  for  credit  toward  the  AMA 
Physician’s  Recognition  Award. 

For  further  information  contact:  Bradford  W. 

Claxton,  M.  Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago,  Illinois  60611. 

Feb.  25-Mar.  1 — “Problems  in  Clinical  Cardiology,” 
Miami  Beach,  Florida 

Mar.  4-6 — “Respiratory  Care  in  Shock  Syndromes” 
(With  a Special  Session  on  Underwater  Pulmonary 
Problems),  Honolulu,  Hawaii 
Mar.  27-29 — “Office  Management  of  Respiratory  Dis- 
ease,” Las  Vegas,  Nevada 

Apr.  3,  4 — "Advances  in  the  Management  of  Acquired 
Heart  Disease,”  Playboy  Club  Hotel,  Great  Gorge, 
N.J. 

May  23,  24 — “Critical  Care  Medicine — The  Nurse, 
The  Therapist,  The  Physician,”  Denver,  Colorado 

Symposium  on  Bone  and 
Joint  Radiology 

The  Departments  of  Diagnostic  Radiology  and 
Orthopaedic  Surgery  at  the  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky,  will  conduct  a 
symposium  on  Bone  and  Joint  Radiology  from  May 
1-3,  1974,  immediately  preceding  the  100th  Renewal 
of  the  Kentucky  Derby.  In  the  morning  sessions  a 
distinguished  guest  faculty  will  analyze  radiographs 
of  selected  unknown  cases  that  demonstrate  differential 
diagnostic  features  of  various  types  of  bone  and  joint 
pathology.  Each  registrant  will  be  sent  copies  of  the 
radiographs  of  each  case  prior  to  the  meeting.  After- 
noon sessions  will  be  devoted  to  informal  discussions 
between  small  groups  of  registrants  and  a member  of 
the  guest  faculty. 

For  further  details  and  an  application  form,  write: 
Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Ky.  40506 

Symposium  on  the  Recent  Advances 
In  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  spring,  with 
outstanding  specialists  in  the  field  of  allergy  as  featured 
speakers.  A golf  and  tennis  tournament  will  be  held 
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in  conjunction  with  this  symposium.  Please  contact: 
Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 
Asheville,  NC  28801 

Postgraduate  Symposium  of 
Rheumatic  Diseases 

The  10th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases  will  be  held  on  Thursday,  May  9, 
1974  in  the  auditorium  of  the  Health  Science  Center, 
University  of  Louisville  School  of  Medicine. 

American  College  of  Obstetricians 
And  Gynecologists  Annual  Meeting 

The  22nd  Annual  Clinical  Meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists  will  be 
held,  April  29  thru  May  2,  1974,  Las  Vegas,  Nevada. 

Highlights:  Fifty  papers  on  current  clinical  and 

basic  investigation.  The  President’s  Program,  “The 
Conquest  of  Breast  Cancer.”  One  panel  will  discuss 
the  management  of  breast  cancer  (diagnosis,  treatment, 
rehabilitation).  In  a second  panel  current  concepts, 
etiology,  pathology  and  research  will  each  be  a focus 
of  an  expert.  These  are  15  Position  papers  with  current 
thinking  on  the  more  common  and  important  problems 
in  the  specialty  as  seen  by  prominent  authorities. 
Registration  fee  for  non-members:  $125.00. 

Contact:  Mr.  Donald  F.  Richardson,  Associate  Director, 
The  American  College  of  Obstetrics  and 
Gynecologists, 

One  East  Wacker  Drive 
Chicago,  IL  60601 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs.  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 


Practical  Clinical  Cardiology 

“Practical  Problems  in  Clinical  Cardiology”  will  be 
held  at  the  Playboy  Plaza  Hotel,  Miami  Beach,  Florida, 
on  February  25-March  1,  1974,  sponsored  by  the 

American  College  of  Chest  Physicians  and  the  Mount 
Sinai  Medical  Center.  Main  emphasis  will  be  placed  on 
patient  management  encountered  in  every  day  practice. 
A free  exchange  of  information  between  faculty  and 
participant  will  be  encouraged  through  small  group 
discussions. 

Registration  fees  for  this  course  are:  ACCP  members 
$125;  Non-members  $150;  and  Residents  $75.  For 
further  information  write:  Bradford  W.  Claxton,  M.Ed., 
Director  of  Continuing  Education.  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chicago, 
Illinois  60611. 

George  Cooper  Lecture  Set  for  February  12 
at  University  of  Tennessee 

The  Department  of  Radiology  at  the  University  of 
Tennessee  will  feature  an  afternoon  on  Gastrointestinal 
Radiology  during  the  Annual  George  Cooper  Lecture 
to  be  held  February  22,  1974. 

Dr.  Bernard  Wolf,  Professor  and  Chairman.  Depart- 
ment of  Radiology  at  Mt.  Sinai  School  of  Medicine. 
New  York,  will  discuss  Gastro-esophageal  Reflux  & 
Hiatus  Hernia — One  or  Two  Diseases  and  Gastric 
Ulcers — Current  Problems. 

Also,  Dr.  Jerry  Phillips,  Memphis,  will  discuss,  The 
Radiographic  Findings  of  Pancreatic  Pseudo-Cysts. 

The  Lecture  will  be  held  in  Room  112  Chandler 
Building,  865  Jefferson  Avenue.  Memphis. 


❖ ❖ ❖ 

Score  Yourself  on  VD  Quiz 

(Answers  from  page  132-133) 

Key  for  grading  your  performance  on  the  venereal 
disease  quiz:  Correct  answers:  1,  D;  2,  B;  3,  C;  4,  C; 
5,  C;  6,  A;  7,  C;  8,  C;  9,  A;  10.  B;  11,  A;  12,  B;  13,  A; 
14,  A;  15,  B:  16,  A;  17,  B;  18,  B;  19,  A;  20,  B;  21,  A: 
22,  C;  23,  E;  24,  B;  25,  D;  26,  B;  27,  D;  28,  B,  and 
29.  D. 

SCORING 


Percentage 
of  Correct 

Number  of  Correct 

Answers 

Answers  (29  Questions) 

90-100 

27-29 

80-89 

24-26 

70-79 

21-23 

60-69 

18-20 

50-59 

15-17 

40-49 

12-14 

30-39 

9-11 

20-29 

8 or  less 
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NEW!! 

$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Name 

number 

Street 

city 

state  zip  code 

Date  of 

Birth 

Mail  to: 

DUNN-LEMLY-SIZER,  INC. 
800  Sudekum  Building 
Nashville.  Tenn.  37219 

Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  .(uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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November  16,  1973,  Cape  Canaveral 

At  9:01  a.m.  on  November  16,  1973,  the  last 
scheduled  manned  space  flight  left  Cape  Kennedy. 
This  mission  concludes  a decade  of  American 
supremacy  in  manned  space  travel. 

We  in  medicine  can  learn  a valuable  lesson 
from  the  space  program — not  only  from  its 
miraculous  achievements,  but  also  from  the 
reasons  for  its  demise. 

The  Apollo  program  was  designed  with  the 
initial  objective  of  achieving  a manned  lunar  land- 
ing and  safe  return  to  earth  in  the  1960’s — a goal 
thought  by  many  to  be  impossible.  In  July,  1969, 
the  first  astronaut  took  that  “one  small  step  for 
a man,  one  giant  leap  for  mankind.”  We  all  can 
recall  the  pride  that  we  felt  upon  achieving  the 
impossible.  The  space  program  has,  of  course, 


produced  much  more  than  lunar  landings.  There 
are  many  other  contributions  all  designed  to 
enhance  man’s  way  of  life  and  to  add  to  his 
knowledge  of  his  planet  and  the  universe. 

Even  the  best  informed  persons  are  still 
momentarily  stymied  when  confronted  with  the 
fact  that  the  Space  Program  costs  about  25 
billion  dollars.  But  when  one  realizes  the  mere 
monitoring  devices,  a space  technology  product, 
now  used  in  CCU’s  enable  one  nurse  to  do  the 
work  of  many  as  she  essentially  “specials” 
several  patients,  some  knowledgeable  physicians 
have  indicated  this  new  system  alone  increases  by 
10  to  30%  the  coronary  patient’s  survival  rate. 
Converting  these  figures  to  people  means  1-3  out 
of  10  coronary  victims  are  living  today  who  would 
have  otherwise  met  their  complete  demise  had  it 
not  been  for  the  space  program;  therefore,  I 
contend  that  the  “spin-offs”  alone  would  justify 
the  total  expenditure  dollar  for  dollar  of  the 
space  program  compared  to  any  previously  at- 
tempted medical  research  program. 
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Millions  of  words  have  been  written  on  this 
subject,  yet,  the  average  American  doesn’t  read 
the  scientific  papers  or  Congressional  Record  and 
has  not  received  the  message.  Many  of  our  legis- 
lators, therefore,  are  more  interested  in  funding 
welfare  programs  than  space  programs.  Why  do 
I relate  this  story?  Because  medicine’s  story  is 
similar.  We  are  so  busy  practicing  our  art  we 
have  failed  to  tell  the  story  about  the  best  health 
care  delivery  system  the  world  has  ever  known. 
Our  medical  research  papers  and  journals  are 
not  read  by  the  average  voter  either.  And,  like- 
wise, what  the  general  public  knows,  feels,  and 
expresses — that’s  what  counts.  Too  many  mem- 
bers of  the  U.S.  Congress  appear  determined  to 
continue  down  the  road  of  more  government 
intervention. 

The  lesson  which  we  in  medicine  can  learn 
from  the  space  program  is  apparent.  If  we  are 
to  win  the  battle  for  free  enterprise,  for  medicine 
and  for  our  patients,  we  must  profit  from  the 
mistakes  of  our  space  program  leaders.  We  must 


find  a way  to  get  the  facts  to  the  voters — and 
what  professional  man  talks  to  more  voters  each 
day  than  the  doctor?  The  doctor,  according  to 
a recent  poll,  is  held  in  the  highest  regard  by  our 
citizens,  and  the  politician,  sad  as  it  is,  remains 
far  down  the  list.  It  seems  incongruous  to  me 
that  they  should  be  deciding  and  directing  our 
eventual  fate.  So  Doctor,  for  your  own  survival 
maybe  you  should  begin  telling  your  patients  that 
there  is  no  medical  crisis — and  no  need  for 
PSRO,  HMO,  or  the  other  alphabetical  abortions. 

NASA’s  accomplishments  are  unbelievable  but 
their  ineptitude  in  telling  the  story  is  even  more 
amazing.  Doctor,  let’s  not  make  the  same  mis- 
take. The  alternative  might  be  a similar  type  of 
mediocrity  which  many  of  our  politicians  have 
apparently  decreed  for  the  world’s  finest  manned 
space  flight  program. 

Joseph  C.  Von  Thron,  M.D. 

President,  FMA 

— Reprinted  from  the  Journal  of  the  Florida  Medical 
Association,  Dec.  1973 
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Tuberculosis  in  Tennessee 


The  marked  decline  in  the  death  rate  (Fig.  1) 
and  the  case  rate  (Fig.  2)  of  tuberculosis  in 
Tennessee  is  obviously  gratifying,  but  before 
jubilation  is  excessive,  we  might  take  note  of  the 
fact  that  in  spite  of  the  above  figures,  Tennessee’s 
rank  among  the  fifty  States  in  1972  was  still  fifth 
highest  in  the  new  active  case  rate.  We  had  929 
new  active  cases  of  tuberculosis,  a rate  of  23.0 
per  100,000  population,  as  compared  with  the 
National  Case  Rate  of  15.8  per  100,000. 

The  decline  in  death  and  case  rates  reflects 
many  things,  some  of  which  are  listed  as  land- 
marks in  the  Tennessee  Control  Program  (Fig. 
1).  Not  mentioned,  however,  are  improved 
nutrition,  housing,  and  improved  general  medical 
care.  The  one  major  development  that  has  made 
necessary  complete  reappraisal  in  recent  years  of 
the  treatment  and  prevention  programs  and,  in- 
directly, the  case-finding  programs,  is  the  avail- 
ability of  effective  anti-tuberculosis  drugs,  espe- 
cially Isoniazid. 

Other  major  observations  making  possible,  and 
necessary,  reappraisal  of  treatment  programs  and 
length  of  hospitalization  of  the  tuberculosis 
patient,  occurred  in  the  mid  1950’s  and  1960’s. 
First,  was  the  observation  by  Weir1  at  Fitzsim- 
mons Army  Hospital,  that  prolonged  bed  rest 
was  no  longer  necessary  in  treating  patients  that 
were  on  adequate  anti-tuberculosis  medication 
(usually  after  only  a few  weeks)  once  their  acute 
symptoms  abated;  second,  the  acceptance  of  the 
fact  that  tuberculosis  under  treatment  with  ade- 
quate medication  became  non-infectious  at  a 
much  earlier  date  than  previously  was  believed, 
as  documented  by  Riley.2  Also,  by  the  mid 
1950’s  collapse  therapy  (temporary  or  perma- 

From  the  Division  of  Tuberculosis  and  Chest  Disease 
Control,  Tennessee  Department  of  Public  Health. 

* Director,  Middle  Tennessee  Field  Service. 


The  Problem  - The  Control 

H.  R.  ANDERSON,  M.D.* * 

nent)  was  largely  replaced  by  drug  therapy  and 
resectional  surgery  of  significant  residual  disease. 
The  need  for  hospitalization  for  surgery  for 


FIGURE  2 


TUBERCULOSIS  CASES  REPORTED  PER  100,000  POPULATION, 
TENNESSEE,  1953  - 1972 
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tuberculosis  was  not  found  to  be  indicated  in  the 
major  portion  of  cases  when  Cope3  and  his 
associates  documented  the  “open  negative  state” 
and  “open  healing”  of  cavitary  lesions  and  the 
relative  infrequency  of  relapse  in  cavitary  residual 
disease  in  patients  adequately  treated  with  anti- 
tuberculosis agents. 

These  observations  have  led  to  marked  reduc- 
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Fig.  1.  Tuberculosis  death  rate  per  100,000  population,  and  landmarks  of  control  program,  Tennessee  1920-1971 
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tion  in  the  need  for  prolonged  hospitalization. 
The  exceptions  are  the  non-tuberculous  complica- 
tions co-existing  in  patients  with  tuberculosis  and 
the  occasional  drug  resistant  case. 

THE  OUT-PATIENT  APPROACH 

Early  hospital  discharge  is  common.  Entire 
out-patient  treatment  of  active  cases  or  out- 
patient treatment  preceded  by  brief  hospitaliza- 
tion in  appropriate  general  hospitals  is  also 
utilized  in  some  cases.4  Hospitalization  is  de- 
sirable in  most  cases  to  accomplish  diagnostic 
procedures  and  to  institute  anti-tuberculosis  drug 
therapy  so  that  early  signs  of  toxicity  or  in- 
tolerance may  be  recognized  and  dealt  with.  This 
period  of  time  is  also  useful  in  instructing  the 
patient  in  the  needs  of  post-hospital  care. 

The  impact  of  these  realities  on  our  state  pro- 
gram has  been  to  point  up  a need  for,  and  now 
the  development  of,  an  enlarged  out-patient 
service  to  follow  the  cases.  This  program  in- 
cludes holding  monthly  clinics  in  selected  county 
health  departments  where  cases  can  be  evaluated 
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and  recommendations  made  by  a clinician  of  the 
Division  of  Tuberculosis  Control.  Active  and 
recently  active  patients  on  drug  therapy  are  seen 
monthly  by  a public  health  nurse  or  a tuberculosis 
program  assistant  to  ensure  that  medication  is 
being  taken  and,  if  not,  to  determine  why  not, 
and  to  be  as  certain  as  possible  the  patient  is 
not  having  drug  toxicity;  also  to  see  that  x-rays 
and  sputum  examinations  are  done  at  appropriate 
intervals. 

The  key  to  the  success  or  failure  of  the  pro- 
gram lies  in  the  regular  and  uninterrupted  ad- 
ministration of  anti-tuberculosis  drugs  for  a 
prolonged  time.  A very  good  generalization  is 
that  it  still  takes  as  long  now  as  it  did  twenty 
years  ago  to  recover  from  tuberculosis  and  re- 
main well.  The  period  of  time  is  still  from  one 
to  three  years  and  the  only  differences  are  that 
most  patients  receive  the  major  portion  of  their 
treatment  at  their  home  while  engaged  in  the 
normal  physical  activities  that  were  carried  out 
before  the  diagnosis  of  tuberculosis  was  made. 
Usually  the  only  requirements  at  home  are  that 
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they  take  the  prescribed  medication  regularly, 
that  they  see  their  physician  and/or  public  health 
physician  or  nurse  approximately  once  a month 
and  that  sputum  examinations  and  x-rays  are 
made  at  regular  intervals.  When  they  reach  the 
quiescent  and  later,  the  inactive  state,  less  fre- 
quent interval  examinations  are  required.  The 
duration  of  drug  treatment  is  dependent  upon 
the  extent  of  the  disease,  the  patient’s  response 
and  usually  is  from  eighteen  to  thirty-six  months. 

LOCATING  THE  NEW  TB  VICTIM 

It  is  important  to  note  that  infectiousness  of 
the  disease  and  activity  of  the  disease  are  no 
longer  necessarily  synonymous.2  Non-infectious- 
ness  occurs  before  the  patient  can  be  technically 
called  inactive  by  current  diagnostic  Standards 
and  Classifications  as  set  forth  by  the  National 
Tuberculosis  and  Respiratory  Disease  Associa- 
tion. 

Case  finding  programs  now  must  be  more 
selective.  It  has  been  demonstrated  that  Mobile 
X-ray  Unit  Surveys  are  no  longer  justified  and 
Mass  Skin  Testing  Projects  are  not  significantly 
productive  of  new  cases  of  tuberculosis.  (Table 
1 ) . The  State  Mobile  X-ray  Units  are  now  used 
almost  exclusively  for  holding  routine  county 
clinics  where  known  Tuberculosis  patients,  con- 
tacts, suspects  and  others  known  to  be  at  high 

FIGURE  3 


SOURCE  OF  NEWLY  DEVELOPED  ACTIVE  CASES 
WEST  TENNESSEE  FIELD  SERVICE  DISTRICT,  1971 


HEALTH 

DEPARTMENT 

CLINICS 


::  X-RAYED  BECAUSE  OF  CONTACT,  SYMPTOMS  OR  PREVIOUS  PATHOLOGY 
# X-RAYED  FOR  EMPLOYMENT  PURPOSES,  FOLLOW-UP  TO  PASS  SCREENING,  ETC. 

SOURCE:  Tennessee  Department  of  Public  Health 


risk  receive  x-ray  examinations. 

Most  of  our  new  active  cases  of  tuberculosis 
are  now  found  by  private  physicians  in  the  course 
of  evaluation  of  symptomatic  pulmonary  disease, 
or  in  patients  who  have  chest  x-rays  because 
they  are  hospitalized  or  under  treatment  for  some 
other  disease.  Other  significant  sources  of  cases 
are  household  and  close  contacts  to  cases  of 
tuberculosis  (Table  1)  and  the  reactivation  of 
cases  previously  considered  inactive  but  inade- 
quately treated  with  anti-tuberculosis  drugs  (Fig. 
3). 

Another  group  at  increased  risk  of  developing 
active  tuberculosis  are  tuberculin  reactors,  espe- 
cially those  who  have  become  reactors  recently,  or 
who  have  other  complicating  diseases  or  prob- 
lems such  as  diabetes,  post-gastrectomy  state, 
silicosis  or  reticuloendothelial  disease;  children 
with  measles  or  whooping  cough,  or  who  receive 
measles  vaccine,  as  well  as  the  tuberculin  reactors 
who  take  steroids  or  immuno-suppressive  drugs 
or  have  “non-specifically  abnormal”  x-rays.5 
Unless  there  are  contraindications,  these  patients 
should  receive  chemoprophylaxis  with  Isoniazid 
to  prevent  overt  tuberculosis  disease. 

The  prevention  program  relies  on  prompt  diag- 
nosis of  the  sputum  positive  cases  followed  by 
adequate  drug  therapy  to  convert  their  positive 
sputum  to  negative.  The  other  part  of  the 
preventive  program  is  the  administration  of 
Isoniazid  prophylactically  for  a sufficient  period 
of  time  (currently  one  year)  to  tuberculin  re- 
actors at  high  risk  as  noted  above.  Chemo- 
prophylaxis is  recommended  with  INH  only  if 
the  patient  can  be  monitored  adequately  (usually 
once  a month)  by  his  private  physician,  the 


TABLE  1 


COMPARISON  OF  RESULTS  OF  CASE  FINDING  ACTIVITIES  IN  ROUTINE  HEALTH  DEPART- 
MENT CLINICS  AND  MASS  SURVEYS  WITH  RESULTS  OF  CONTACT  FOLLOW-UP  EXAMINATIONS, 
DIVISION  OF  TUBERCULOSIS  AND  CHEST  DISEASE  CONTROL* 


■«.  i mn  mur  1071 


GROUP 

PERCENT  TUBERCULIN 
REACTORS 

YIELD  - NEW  ACTIVE 
CASES/1 .000  EXAMS 

ROUTINE  HEALTH  DEPARTMENT 

CLINICS 

8.8 

1 .3 

MASS  SURVEYS 

3.9 

0.9 

CLOSE  CONTACTS  TO  NEWLY 

DEVELOPED  ACTIVE  CASES: 

HOUSEHOLD  CONTACTS 

36.1 

20.9 

NON-HOUSEHOLD  CONTACTS 

23.4 

7.3 

♦EXCLUDES  DATA  FROM  DAVIDSON,  HAMILTON,  KNOX  AND  SHELBY  COUNTIES 


SOURCE:  Tennessee  Department  of  Public  Health 
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public  health  nurse,  or  program  assistant,  and 
only  on  an  individual  basis  dependent  upon  what 
his  risk  of  developing  active  tuberculosis  is.  This 
is  done  realizing  full  well  the  rare  occurrence  of 
INH-related  hepatitis. 

It  is  hoped  that  all  the  measures  available  to 
us  in  treatment  of  cases  and  contacts  can  be 
recommended  and  applied  with  the  individual  in 
mind.  It  is  also  our  goal  that  the  Program  be 
accomplished  with  as  little  loss  of  personal  free- 
dom by  the  patient  and  with  as  little  interference 
as  possible  with  private  medical  care,  while  at 
the  same  time  protecting  the  health  of  the  public 
during  the  period  of  infectiousness. 

Planning  for  the  future  is  important  when  we 
consider  the  anticipated  and  hoped  for  further 
reduction  in  new  active  cases  of  tuberculosis. 
Other  States  with  lower  case  rates  and  fewer 
tuberculin  reactors  seem  to  be  able  to  deal  with 
their  problem  within  the  general  framework  of 
clinic  or  office  management  after  the  new  cases 
have  a brief  period  of  hospitalization  in  a prop- 
erly equipped  and  staffed  hospital.  Tennessee’s 


program  looks  forward  to  and  plans  for  the  future 
as  we  consider  the  patient’s  needs  and  the  de- 
velopment of  the  new  regional  health  depart- 
ments. 

Note:  Charts  and  graphs  from  Tennessee  Department 
of  Public  Health,  Statistical  Service,  and  Division  of 
Tuberculosis  and  Chest  Disease  Control. 
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Clinical  Center  Study  of  Patients  With 
Primary  Breast  Cancer 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with 
suspicious  lesions  or  proven  breast  cancer  for  studies  now  in  progress  at  the 
Clinical  Center,  National  Institutes  of  Health  in  Bethesda,  Maryland.  These 
studies  are  being  conducted  by  the  National  Cancer  Institute’s  Medical  Breast 
Cancer  Service  and  Surgical  Breast  Oncology  Section. 

It  is  desirable  to  receive  referrals  prior  to  definitive  surgery  in  order  to 
evaluate  diagnostic  techniques,  estrogen  binding  protein  status  of  the  tumor, 
pathological  characteristics  of  the  tumor,  and  tumor  markers. 

In  the  event  this  is  not  possible,  postoperative  patients  will  be  considered 
for  adjuvant  chemotherapy  studies.  It  is  anticipated  that  adjuvant  immunotherapy 
will  soon  be  utilized  as  well.  Postoperative  patients  meeting  the  following  criteria 
will  be  considered: 

1)  Less  than  65  years  of  age, 

2)  Primary  breast  lesions  of  any  size  but  without  fixation  to  the  chest  wall 
or  involvement  of  the  skin, 

3)  Before  or  after  performance  of  a radical  or  modified  radical  mastectomy, 

4)  Demonstration  of  at  least  one  histopathologically  positive  axillary  node, 

5)  No  evidence  of  disease  outside  of  the  breast  and  axillary  contents. 

All  operative  reports,  pathology  reports,  blocks,  and  slides  must  be  for- 
warded with  the  patient  for  review. 

Physicians  interested  in  further  details  or  in  having  their  patients  considered 
for  admission  may  write  or  telephone: 

Douglass  C.  Tormey,  M.D.,  Ph.D. 

Chief,  Medical  Breast  Cancer  Service 
NCI,  Clinical  Center,  Room  6B17 
Bethesda,  Maryland  20014 
Telephone:  (301)  496-1547 
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Jejunoileal  Bypass  for  Morbid  Obesity: 
Appraisal  of  Results  in  100  Patients 

H.  W.  SCOTT,  JR.,  M.D.,  R.  H.  DEAN,  M.D.,  H.  J.  SHULL,  M.D.,  F.  W.  GLUCK,  M.D. 
H.  S.  ABRAM,  M.D.,  WARREN  WEBB,  Ph.D.,  R.  K.  YOUNGER,  B.A.  and  A.  B.  BRILL,  M.D. 


Mild  obesity  may  present  little  more  than  a 
cosmetic  problem.  However,  when  it  attains  the 
Gargantuan  level  of  the  fat  man  or  woman  in  the 
circus  the  hemodynamic  and  metabolic  alterations 
pose  a serious  life  shortening  threat.  Certainly, 
when  it  reaches  this  enormous  degree,  it  is  best 
termed  morbid  obesity.  Although  no  precise  defi- 
nition for  this  syndrome  is  generally  accepted, 
we  identify  morbid  obesity  as  existing  in  any 
person  whose  weight  has  reached  a level  two  to 
three  more  times  his  ideal  weight  and  who  has 
maintained  this  level  of  obesity  for  five  years  or 
more  despite  efforts  by  himself,  family,  friends, 
and  physicians  to  bring  about  effective  and  sus- 
tained reduction  of  weight  to  medically  acceptable 
standards. 

The  management  of  massive  intractable  obesity 
has  been  the  focus  of  investigation  in  numerous 
centers  in  recent  years.  The  record  of  accom- 
plishment in  medical  treatment  of  such  persons 
by  dietary  restriction,  including  rigid  in-hospital 
dietary  programs  of  800  to  0 calories  per  day 
for  periods  up  to  300  days,  has  been  marred  by 
the  extremely  high  rate  of  recurrence  of  obesity 
once  rigid  conditions  of  dietary  control  are  re- 
linquished. The  basis  for  a surgical  approach  to 
this  problem  is  the  dual  premise  that  massive 
obesity  of  the  “fat  man  in  the  circus”  variety  is  a 
serious  disease  of  life-shortening  severity  and  that 
long-term  dietary  control  is  usually  unsatisfactory. 

In  a clinical  and  metabolic  study  of  obesity  and 
the  effect  of  surgical  management  we  have  now 
employed  jejunoileal  bypass  in  over  100  patients 
over  the  past  six  years.  These  patients  were 
selected  for  operative  management  from  a much 
larger  group  of  obese  subjects  after  an  intensive 
in-hospital  appraisal  of  their  clinical,  endo- 
crinologic,  metabolic,  psychiatric,  and  body  com- 
positional status  according  to  the  following 
criteria:  1)  Obesity  of  massive  degree  (weights 

of  two  to  three  times  ideal  levels)  of  at  least  5 
years’  duration.  2)  Evidence  from  attending 
physician  indicating  failure  of  dietary  efforts  to 

From  the  Department  of  Surgery,  Medicine,  Psychia- 
try and  Radiology,  Vanderbilt  University  Medical  Cen- 
ter, Nashville,  Tenn.  37232. 


correct  obesity  over  a period  of  years.  3)  Evi- 
dence from  patient’s  history  and  evaluation  in- 
dicating patient’s  apparent  incapability  to  adhere 
to  prescribed  dietary  regimen  and/or  exercise 
programs.  4)  Absence  of  any  correctable  endo- 
crinopathy  (such  as  hypothyroidism  or  Cushing’s 
syndrome)  which  might  be  the  cause  of  obesity. 
5 ) Absence  of  any  other  unrelated  significant  dis- 
ease which  might  increase  operative  risk.  6) 
Presence  of  certain  complications  such  as  Pick- 
wickian syndrome,  hyperlipidemia,  adult  onset  of 
diabetes,  and  hypertension  which  might  be  allevi- 
ated by  significant  weight  reduction  with  intesti- 
nal bypass.  7)  Assurance  of  patient’s  cooperation 
in  conduct  of  pre  and  postoperative  metabolic 
and  body  compositional  studies  and  prolonged 
follow-up  evaluation. 

The  end-to-side  jejunoileal  shunt  described  by 
Payne  and  DeWind2  was  employed  in  the  first 
11  patients.3  Because  of  dissatisfaction  with  the 
rate  and  extent  of  weight  loss  in  some  of  these 
patients  we  have  used  a different  principle  of 
jejunoileal  bypass  in  the  subsequent  patients: 
following  the  new  principle  the  jejunum  was 
divided  a few  inches  from  the  ligament  of  Treitz 
and  its  proximal  and  anastomosed  to  the  distal 
end  of  transected  ileum  a few  inches  proximal 
to  the  ileocecal  valve.  The  long  length  of  by- 
passed jejunoileum  was  drained  by  anastomosis 
of  its  ileal  end  to  transverse  colon  or  sigmoid.4’5 

Clinical  Appraisal  of  Patients 

One  hundred  massively  obese  patients  who 
were  selected  by  the  above  criteria  were  sub- 
mitted to  jejunoileal  bypass  during  a 6 year 
period  ending  in  July,  1973.  Ages  ranged  from 
16  to  63  years  (average  36  years).  There  were 
62  women  and  38  men.  There  was  a long  history 
(5  to  10  years  or  more)  of  massive  obesity  re- 
fractory to  dietary  control  in  each  instance. 
Maximal  weights  prior  to  operation  ranged  from 
280  to  600  pounds  (127  to  272  kg.).  Immedi- 
ately before  operation  weights  ranged  from  230 
to  560  pounds  (105  to  255  kg.).  Preoperative 
clinical  evaluation  of  the  100  patients  in  this 
study  revealed  a variety  of  abnormalities  in  addi- 
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tion  to  massive  obesity.  A family  history  of 
massive  obesity  in  individual  parents,  grand- 

parents or  siblings  was  elicited  in  about  half  of 
the  patients.  Eighteen  patients  had  gallstones  and 
twelve  others  had  had  a previous  cholecystectomy. 
Thirty-eight  patients  had  glycosuria  and  diabetic 
glucose  tolerance  tests.  Endocrine  status  was 
otherwise  normal.  Hypertension  was  present  in 
17  patients.  Hyperlipidemia  and  hyperlipopro- 
teinemia existed  in  51  patients. 

Plan  of  Study 

In  an  effort  to  determine  the  optimal  dimen- 
sions of  the  end-to-end  jejunoileal  bypass  proce- 
dure the  following  plan  has  been  followed  in 
these  patients.  Twelve  to  eighteen  inches  of 
proximal  jejunum  were  joined  by  end-to-end 
anastomosis  to  the  distal  12  inches  of  ileum  in 
the  first  12  patients.  In  ten  of  this  group  12 
inches  of  proximal  jejunum  were  used.  In  all 

subsequent  patients  the  proximal  12  inches  of 

jejunum  were  joined  end-to-end  to  the  ileum  6 
to  8 inches  from  the  ileocecal  valve.  In  the  first 
2 1 patients  of  the  latter  group  the  jejunum  was 
joined  to  the  ileum  6 inches  proximal  to  the 
ileocecal  valve  and  in  the  subsequent  group  of 
patients  the  anastomosis  has  been  made  8 inches 
from  the  ileocecal  valve.  In  this  report  we  shall 
compare  the  clinical  results  of  the  group  of  1 1 
patients  who  had  Payne’s  operation  with  the 
results  of  the  groups  of  patients  who  had  the 
several  dimensional  variations  of  end-to-end  je- 
junoileal shunt. 

Operative  Procedure 

Preoperative  preparation  included  a 3 to  5 
day  bowel  cleansing  regimen  involving  liquid  diet, 
castor  oil,  cleansing  enemas  and  oral  kanamycin. 
The  early  patients  were  anesthetized  with  endo- 
tracheal fluothane,  but  “balanced  anesthesia”  is 
now  used.  For  the  larger  patients  a delivery 
table  was  substituted  for  the  standard  operating 
table.  A 15  to  20  minute  scrub  of  the  large 
redundant  expanse  of  skin  of  the  abdomen,  chest, 
perineum  and  upper  thighs  was  carried  out  in 
each  instance  with  an  iodine  containing  soap  solu- 
tion. A long  transverse  supraumbilical  incision 
was  used  in  most  patients.  The  redundant  fatty 
apron  has  been  excised  by  a transverse  elliptical 
incision  in  a few  patients.  Rectus  muscles  were 
divided  transversely  and  after  entering  the 
peritoneum  a plastic  wound  protector  was  in- 
serted. The  use  of  large  retractors  coupled  with 
liberal  administration  of  muscle  relaxants  facili- 
tated exposure  of  the  coelomic  cavity.  A biopsy 
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Figure  1.  Schematic  diagrams  of  the  several  dimen- 
sions of  end-to-end  jejunoileal  shunt  used  in 
this  study. 

of  the  liver  was  routinely  performed.  Figure  1 
shows  schematic  diagrams  of  the  several  dimen- 
sions of  intestinal  bypass  used. 

RESULTS 

There  were  3 postoperative  deaths  in  the  series. 
One  followed  mesenteric  venous  thrombosis  after 
simultaneous  extensive  ileal  and  mesenteric  re- 
action for  carcinoid;  another  from  pulmonary 
embolism;  and  a third  from  pneumonia  and 
sepsis.  Non-fatal  complications  occurred  in  27 
patients.  These  included  wound  seroma  in  10 
patients  and  superficial  wound  infection  in  13 
others.  One  of  these  also  developed  stomal  ob- 
struction which  required  revision  and  venous 
thrombosis  with  pulmonary  emboli.  One  other 
patient  had  thromboembolic  complications.  Two 
patients  developed  early  postoperative  hepatitis 
due,  we  believe,  to  halothane  anesthesia.  All  of 
these  patients  recovered  with  appropriate  treat- 
ment. 

In  the  majority  of  patients,  recovery  from  op- 
eration was  uneventful.  Nasogastric  suction  was 
discontinued  3 to  5 days  after  operation  and 
oral  liquids,  usually  restricted  to  1500  ml  daily, 
were  started.  In  the  first  few  days  after  institu- 
tion of  oral  liquids  multiple  watery  stools  oc- 
curred. Low  fat  diet,  restriction  of  fluids  with 
meals  and  diphenoxylate  hydrochloride  in  a dos- 
age of  5 mg  three  to  four  times  a day  or  Codeine 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


557  LBS 


Fig.  2A 

Figure  2.  Chronology  of  weight  loss  after  jejunoileal 
bypass  for  obesity. 


Fig.  2B 


15  to  30  mg  three  to  four  times  a day  usually  re- 
sulted in  control  of  the  diarrhea  during  the  early 
postoperative  period.  After  discharge  from  the 
hospital  each  patient  has  been  followed  in  con- 
junction with  the  family  physician  and  in  our 
clinic.  Periods  of  follow-up  in  the  groups  under 
study  range  from  a few  months  to  6 years. 

The  chronology  of  weight  loss  after  jejunoileal 
bypass  in  the  four  groups  is  illustrated  in  graphic 
form  in  Figure  2.  Although  early  precipitate 
weight  loss  occurred  in  each  group,  those  with 
Payne’s  operation  and  those  with  the  12  inches  to 
12  inches  end-to-end  jejunoileal  shunt  subse- 
quently lost  weight  more  gradually  and  their 
weights  tended  to  plateau  after  12  to  18  months 
at  levels  above  ideal  range.  After  2 or  more 
years  a majority  in  these  two  groups  has  begun 


Fig.  2C 


to  regain  weight.  In  contrast,  patients  in  the 
groups  of  end-to-end  jejunoileal  shunt  with  12 
inches  of  jejunum  joined  to  6 or  8 inches  of 
distal  ileum  have  had  a more  rapid  rate  of  weight 
loss  during  the  first  year  after  operation.  The 
graphs  show  that  70%  of  patients  in  these  groups 
followed  for  one  year  or  more  have  achieved 
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reductions  to  the  range  of  ideal  weight. 

Sequential  measurements  of  metabolic  and 
body  compositional  parameters  have  been  made 
in  most  of  the  patients  during  the  follow-up 
period.  A large  increase  in  fecal  fat  loss  has 
occurred  in  each  patient  in  whom  it  has  been 
possible  to  measure  this  in  the  period  after 
jejunoileal  bypass.  Malabsorption  of  fat  by  inter- 
ference with  enterohepatic  cycles  of  cholesterol 
and  bile  acids  has  been  accompanied  by  an  im- 
pressive and  sustained  fall  in  serum  cholesterol 
and  triglyceride  levels  in  all  patients.  As  can 
be  discerned  from  figure  3,  irrespective  of  base- 
line levels,  there  has  been  an  impressive  fall  in 
both  serum  cholesterol  and  serum  triglyceride 
concentrations.  These  reductions  have  been  main- 
tained below  160  mg/100  ml  throughout  the 
periods  of  followup.  Reduction  in  carbohydrate 
absorption  is  indicated  by  impairment  in  d-xylose 


tolerance  in  the  patients  in  whom  this  has  been 
measured  after  operation  and  by  the  flattening  of 
oral  glucose  tolerance  curves  in  the  postoperative 
period.  Details  of  other  metabolic  parameters 
have  been  reported  separately.1,5 

Diarrhea  ceased  within  1 to  3 months  after 
bypass  in  all  patients  in  the  12  inches  to  12 
inches  group  and  in  8 of  the  1 1 patients  in  the 
Payne  group.  Postoperative  diarrhea  has  persisted 
for  a slightly  longer  period  in  most  of  the  patients 
of  the  12  inches  to  6 inches  and  the  12  inches  to 
8 inches  groups.  Persistent  diarrhea  has  been  a 
problem  for  45%  of  patients  in  the  12  to  6 inch 
group.  In  contrast  only  17%  of  the  12  to  8 inch 
group  have  had  this  problem.  Electrolyte  deficits 
requiring  supplementation  have  only  occurred  in 
patients  with  persistent  diarrhea.  Other  late  com- 
plications have  included  incisional  hernia  in  10 
patients,  ureteral  stone  in  5,  hepatitis  due  to 


CHANGES  IN  SERUM  CHOLESTEROL  AND  TRIGLYCERIDES 
AFTER  JEJUNOILEAL  BYPASS 


MG% 
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Figure  3.  Changes  in  serum  cholesterol  and  triglyceride 
concentrations  after  jejunoileal  bypass. 
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alcohol  abuse  in  2 and  from  unknown  causes  in 
2 others.  Late  stomal  obstruction  required  opera- 
tive revision  in  1 patient,  and  unexplained  me- 
lena  has  caused  anemia  in  another.  The  Je- 
junoileal shunt  was  ultimately  taken  down  in 
the  2 patients  with  alcoholic  hepatitis  (one  died) 
and  in  another  because  of  severe  anxiety  and 
persistent  diarrhea. 

Follow-up  results  based  on  the  criteria  listed 
in  Table  I have  been  appraised  critically  in  all 
patients  of  each  group  who  have  been  followed 
for  one  year  or  more  after  jejunoileal  bypass. 

The  results  of  this  appraisal  are  depicted  in 
Table  II. 

TABLE  I 

100  OBESE  PATIENTS 
CRITERIA  IN  APPRAISAL  OF  RESULTS 

GOOD  Weight  Loss  Satisfactory 

No  Diarrhea  Problem 
No  Metabolic  Deficits 
FAIR  Weight  Loss  Not  Ideal 

Mild  Diarrhea  on  Occasion 
Minimal  Metabolic  Deficits 
POOR  Weight  Loss  Unsatisfactory 

Persistent  Diarrhea 
Severe  Metabolic  Deficits 

Table  I.  Criteria  used  in  appraisal  of  results  1 to  6 
years  after  jejunoileal  bypass. 

TABLE  II 

100  OBESE  PATIENTS 
RESULTS  OF  FOLLOW-UP  AFTER 
IEIUNOILEAL  BYPASS 


Years  Good 

Fair 

Poor 

PAYNE  PROCEDURE 

END-TO-END 
JEJUNOILEAL  SHUNT 

3-6 

1 

3 

7 

30  CM  to  30  CM 
(12" to  12") 

2-3 

3 

5 

2 

30  CM  to  15  CM 
(12"  to  6") 

1-2 

10 

8 

2 

30  CM  to  20  CM 
(12"  to  8") 

1 

15 

2 

1 

Table  II.  100  obese  patients.  Results  of  follow-up 
after  jejunoileal  bypass. 


Comments 

The  problems  of  etiology  and  practical  man- 
agement of  morbid  obesity  are  as  yet  unsolved. 
The  serious  social,  economic,  and  health  com- 
plications of  this  unfortunate  disorder  warrant 
continued  study.  The  major  obstacle  to  success- 
ful medical  therapy  seems  to  be  the  patients’ 
lack  of  ability  to  control  his  gluttonous  dietary 
habits  over  a prolonged  period  of  time.  For  these 


reasons  serious  consideration  has  been  given  to 
operative  procedures  which  induce  and  maintain 
weight  loss  despite  the  patient’s  continued 
gluttony. 

Initial  experience  with  extensive  intestinal  by- 
pass and  jejunocolic  anastomosis  demonstrated 
that  obligatory  weight  reduction  could  be 
achieved  in  these  patients,  but  the  excessive 
diarrhea  and  serious  metabolic  complications 
prompted  the  continued  search  for  a more  ac- 
ceptable procedure. 

This  study  compares  the  responses  of  a care- 
fully selected  group  of  100  massively  obese  sub- 
jects to  four  operative  variations  of  extensive 
small  intestinal  bypass  with  anastomosis  of 
proximal  jejunum  to  distal  ileum.  In  most  of  the 
patients  who  had  Payne’s  operation  or  the  12 
inches  to  12  inches  jejunoileal  shunt  satisfactory 
weight  reduction  was  not  achieved.  Although 
satisfactory  weight  reduction  resulted  after  the 
12  inches  to  6 inches  jejunoileal  shunt,  persistent 
diarrhea  and  attendant  metabolic  deficits  limit  its 
wide  clinical  application.  The  best  results  have 
been  obtained  after  the  12  inches  to  8 inches 
jejunoileal  shunt  where  satisfactory  weight  loss 
has  been  accompanied  by  minimal  problems  with 
diarrhea  and  metabolic  deficits. 

Studies  of  body  composition  after  jejunoileal 
bypass  indicate  that  both  body  fat  and  lean 
muscle  mass  are  lost  in  these  individuals  in  the 
early  postoperative  period.  The  loss  of  lean 
body  mass  is  proportionately  greatest  in  the  12 
to  6 group  concomitant  with  the  most  prolonged 
difficulty  with  diarrhea.  In  all  groups,  however, 
potassium  homeostasis  has  been  achieved  by  4 
to  6 months  and  subsequently  fat  is  lost  in 
preference  to  lean  body  mass. 

The  degree  of  rehabilitation  achieved  by  the 
majority  of  patients  in  this  study  has  been  im- 
pressive to  us.  The  large  reduction  in  serum  lipid 
concentration  as  well  as  the  large  reduction  in 
body  fat  which  result  from  jejunoileal  bypass  in 
obese  patients  should  be  of  value  in  halting  the 
progress  of  atherosclerosis  and  its  accompanying 
cardiovascular  manifestations.  We  believe  that 
the  results  to  date  warrant  continuation  of  this 
study  with  mandatory  long-range  metabolic  and 
nutritional  follow-up. 
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Evaluation  of  Heart  Sound  Screening  in  a 

$ 

Rural  Setting:  Medical  and  Economic  Effectiveness 


THOMAS  LOWRIE  LYON,  PH.D. 


In  September  of  1972  the  American  Heart 
Association  Task  Force  stated  that  they  did  not 
recommend  heart  sound  screening  programs  for 
the  detection  of  heart  disease  in  children.  The 
statement  was  qualified  in  the  following  manner. 

“There  may  be  a place  for  these  (heart  sound 
screenings)  in  the  overall  program  of  an 
American  Heart  Association  affiliate  where 
such  programs  are  on-going,  promote  good- 
will, assist  in  the  initiation  or  continuation  of 
lay  or  professional  education  programs,  or 
provide  a resource  for  unusual  local  prob- 
lems.”* 1 

A recently  completed  study  may  shed  some 
additional  light  on  the  question  of  the  cost  and 
effectiveness  of  mass  screening  using  computers.2 
The  study,  involving  26,616  students,  is  by  far 


the  largest  examination  of  school  children  re- 
corded in  the  journals.  (See  Table  1). 

Of  the  26,616  fourth  through  seventh  grade 
students  screened,  a major  portion  came  from  a 
low  income  rural  setting,  and  most  of  the  re- 
maining students  were  from  low  income  urban 
areas.  Examinations  were  carried  out  in  the 
schools  over  a three-year  period.  The  examining 
conditions  appear  not  to  be  as  good  as  those 
indicated  in  previous  studies. 

The  initial  screening  was  carried  out  with  the 
use  of  technicians  and  the  Phono-Cardio-Scan 
(PCS)  computer.  The  secondary  screening  of  the 
positives  was  handled  through  donated  physician 
time.  These  physicians  ranged  in  background 
from  family  practice  to  those  specially  trained  in 
heart  sound  detection.  Those  still  considered  as 


TABLE  1 


Study  Name 

Year  Study 
Completed 

Number  of 

Children 

Screened 

Clinical  or 
School 

Cost  per 

Child 

Screened 

Cost  per  prev- 
iously unfounc 
heart  disease 

Average  time 
per  Child 
Screened 

Number  per 
1000  found 
with  Heart 
Disease 

Number  per 
1000  new 
Heart  Disease 

% of  original 
number  referr- 
ed to  physi-  . 
cian  positive 

% of  orig- 
inal number 
referred  for 
complete 
evaluation 

% or  total 
found  nega- 
tive 

Number  ae- 
label  per 
1000 

False  Positive 
rate 

False 

Negative 

Sensitivity 
PCS  True 
Positive 
Accuracy 

Specificity 
PCS  True 
Negative 
Accuracy 

Chattanooga  Area 
Heart  Association 
PCS 

1973 

26,616 

S 

$2.62 

TC 

$364 

TC 

$541 

TC 

4-5  Min. 

60-75 
per  day 

Under  phy- 
sician 
care 

9.2  6.8 

Under  phy- 
sician 
care 

7.2  4.8 

14.9% 

3.1% 

85.1' 

Chattanooga  Area 
Heart  Association 
Physician  Screening 

1963 

1964 

2,707 

S 

Us 

min . 
40/hour 

5% 

2.6% 

Beckman  Handbook 
for  Technicians 

1966 

5,000 

C 

.48$ 

5 

7% 

0.9% 

Benefits  from  Mass 
Evaluation  of  School 
Children 
A New  Approach 

1967 

6,625 

S 

.74$ 

$128 

100  per 
1 hour 
cardiolo- 
gist 
time 

5 

18.8% 

7 8.5^ 

Heart  Disease 
Screening  of  Pre- 
School  Children 

1967 

2,125 

s 

3 min . 

4.65 

2.1 

5% 

4 

6.2% 

.02% 

83.3% 

93.7% 

New  Electronic  De- 
vices Zip  through 
Mass  Heart  Screening 

1969 

3,963 

s 

$1.40 

$300 

2-3  min. 

50-80 

day 

8 

4 + 

1% 

28 

Field 
98%CHD 
8 9%RED 
Clinic 

9 5% 

Heart  Sound  Screen- 
ing in  Children 
Durnin 

1966 

708 

C 

5.9% 

. 04% 

The  Rapid  Detection 
of  Heart  Disease  in 
Children 

Humetrics  Corporation 

c 

50$ 

$1.00 

Actual 
PCS 
Time 
1 min. 

2-5 

up  to 
5% 

9 5% 

up  tc 
20  + 

5% 

2% 

Heart  Sound  Screening 
in  Children 

1965 

3,797 

s 

$3.80 

$1450 

100  per 
day 

4.16 



nr% 

5-6%  with 
re-screen 

Auscultation  of  the 
Heart  Disease  by  Ma- 
chine and  Physician 

1966 

308 

Clinic 

Control 

Group 

(Specil 

select 

ically  con- 
ed for  tesl 

rolled  grou 
. A non-nor 

i,  specifica 
lal  populate 

Uv 

on) 

13% 

Cont 

rol 

Grou 

11.5% 

contro 

Group 

' 

83.6% 
L RHD 

8 8.5% 
RHD 

*From  the  University  of  Tennessee  at  Chattanooga. 

1 Joint  Council/Community  Program — Task  Force 
Recommendations  for  Medical  Education  and  Commu- 
nity Program  Priorities,  American  Heart  Association, 
September  30,  1972. 

2 Heart  Sound  Screening  Evaluation,  Chattanooga 
Area  Heart  Association,  March  1973. 
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positive  heart  disease  suspects  were  referred  on 
for  complete  evaluation  to  either  their  family 
physician  or  a children’s  heart  clinic,  dependent 
on  parent  prerogative  and  resource  limitation. 

The  total  cost  of  the  three-year  study,  includ- 
ing an  estimate  for  donated  physician  time  was 
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$69,949  or  $2.62  per  child  positively  benefited 
(screened).3  Of  the  26,616  screened  with  PCS, 
14.9%  (3,970)  were  referred  for  secondary 

screening  by  a physician.  This  represents  a sub- 
stantially higher  percentage  of  positives  than  in- 
dicated in  most  of  the  previous  studies.  (See 
Table  1). 

Of  the  group  referred  for  secondary  screening, 
835  or  3.1%  of  the  total  screened  were  found  to 
need  a complete  evaluation.  Of  this  latter  group, 
187  of  the  20,246  completed  cases  were  con- 
sidered to  need  clinical  or  physician  care  (defined 
as  some  form  of  heart  problem):  41  previously 
known  cases,  97  new  cases  under  care,  and  49 
new  suspect  cases  requiring  a recheck  in  one 
year.  Approximately  9.2  children  per  thousand 
were  considered  to  need  clinical  or  physician 
care,  and  7.2  per  thousand  of  these  were  new 


cases.  If  one  wishes  to  exclude  the  one  year 
recheck  of  suspect  children,  the  figures  fall  to  6.8 
and  4.8  per  thousand  respectively.  (See  Chart  1). 

The  cost  per  case  of  new  found  heart  disease 
was  $364  based  on  the  7.2  per  thousand  figure 
and  $541  using  the  4.8  figure.  Table  one  makes 
this  comparison  and  most  other  medical  and 
economic  comparisons  with  the  other  major 
screening  studies. 

RECOMMENDATIONS  AND 
CONCLUSIONS 

Recommendations  and  conclusions  can  be 
made  from  the  study  data  in  three  topic  areas: 
( 1 ) effectiveness  of  mass  computer  screening,  (2) 
cost,  and  (3)  improving  cost-effectiveness  of 
screening. 

( 1 ) The  efficiency  of  mass  computer  screen- 


CHART  1 

PHYSICAL  SCRE 

ENING  RESULTS 

* of 

Children 

30000 

25000 

TOTAL  NUMBEF 
SCREENED 
PCS 

26,616 

100% 

20000 

4000 

THOSE 
REFERRED 
BY  PCS 

FOR  PHYSICAL 

15000 

3000 

3,970 

100% 

of  -those 
referred 

lOOOfi 

2000 

5000 

3,970 

TOTAL  REFERRED 

1000 

THOSE  REFERRED 
FOR  COMPLETE 
EVALUATION 

SCREENING 

14.9% 

TOTAL  REFERRED 
FOR  FULL 
EVALUATION 
835 

835 

3970 

THOSE  FOUND 
NEEDING 
CLINICAL  OR 
PHYSICIAN 
CARE 
187 

NEW  CASES 
FOUND 
NEEDING 
CLINICAL  OR 
PHYSICIAN 
CARE 
146 

LOST 

CONTACT  - 
NO 

INFORMA- 

TION 

131 

3.1%' 

187/2439 

131/2439 

3 The  total  cost  was  broken  down  in  the  following 
manner:  The  total  direct  expenses  (including  the  un- 

amortized cost  of  two  PCS  computers — $8000)  was 
$51,514.  the  overhead  allocation  was  $10,734,  and  the 
cost  of  physician  time  was  imputed  as  $7,600. 


ing  must  be  questioned  in  light  of  the  high  num- 
ber of  positive  cases  (14.9%)  referred  for  phy- 
sician screening.  This  rate  is  substantially  higher 
than  the  5-7%  range  achieved  in  other  recent 
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studies  (See  Table  1).  The  14.9%  rate  was 
obtained  with  double  computer  screening  of  all 
positive  cases.4 

Part  of  the  high  referral  rate  can  be  attributed 
to  two  problem  areas:  (a)  lack  of  quiet  adequate 
screening  facilities  in  the  schools,  and  (b)  in- 
adequate preparation  and  education  of  children, 
teachers,  parents,  and  administrators.  The  posi- 
tive referral  rate  could  be  reduced  through  school- 
screening agency  cooperation  to  achieve  screening 
areas  more  conducive  to  clinical  screening  condi- 
tions. But  more  important,  the  screening  agency 
must  sell  teachers  and  school  administrators  on 
the  positive  educational  and  service  facets  of  the 
program.  There  is  no  reason  that  a special  or 
continuous  program  of  health  education  cannot 
be  built  into  the  school  curriculum.  Specifically, 
a heart  week  could  precede  the  actual  screening, 
with  classroom  presentations  on  health  main- 
tenance, disease  prevention,  and  signs  of  heart 
disease.  During  this  week  the  children’s  fear 
could  be  alleviated  and  the  screening  process 
speeded  up  by  preparing  them  through  films  and 
discussion  on  what  to  expect  and  why  health 
screening  is  useful.  Literature  should  also  be 
made  available  to  parents  to  make  them  aware 
of  heart  disease  problems  in  children  and  at  the 
same  time  explain  the  screening  process  to  elimi- 
nate anxiety. 

(2)  The  cost  per  previously  undiscovered  case 
of  heart  disease  is  high  in  comparison  with  all 
but  one  of  the  previous  studies.  However,  these 
costs  clearly  exaggerate  what  could  be  accom- 
plished under  a well  managed,  on  the  ground 
screening  program.  A good  portion  of  the  costs 
included  in  this  study  fall  into  the  overhead 
category  that  are  common  to  such  demonstra- 
tion projects. 

A rough  comparison  was  made  between  phy- 
sician mass  screening,  v/ith  the  resulting  estimate 
that  computer-technician  screening  costs  approxi- 
mately 30-50%  of  that  of  physician  screening.5 

4 No  information  was  gathered  in  this  study  on  false- 
negative rates  of  computer  screening.  But  previous 
studies  indicate  PCS  screening  is  reliable  in  minimizing 
missed  detection  of  children  with  heart  disease  (See 
Table  1).  The  very  high  positive  rates  in  the  study 
probably  indicates  over  caution  on  the  part  of  the  tech- 
nicians which  implies  a trade  off  of  more  false  positives 
but  less  false  negatives. 

5 The  30  to  50%  cost  comparison  is  based  on  a $50 
per  hour  cost  per  physician  hour  and  technician  time 
necessary  to  screen  a comparable  number  of  children 
plus  amortized  computer  cost.  The  actual  study  com- 
parison was  $1.31  per  child  screened  by  a physician  to 
65 (f  per  child  screened  by  computer. 
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Of  course  this  is  a substantial  savings  but  it  fails 
to  accentuate  the  point  that  physician  time  neces- 
sary for  mass  screening  is  an  extremely  scarce 
resource  probably  unavailable  in  most  commu- 
nities. 

(3)  If  mass  heart  sound  screening  is  to  be 
effective,  it  appears  its  best  chance  of  success  is 
in  one  of  the  following  settings:  (a)  public 

health,  (b)  in  combination  with  other  screening 
activities. 

Many  of  the  previous  studies  indicate  mass 
screening  would  be  most  effective  in  areas  with 
physician  shortages.  Public  health  agencies  in 
low  income  urban  and  rural  areas  could  integrate 
computer  screening  for  children  into  their  on- 
going programs  quite  reasonably.  These  areas 
theoretically  should  yield  the  highest  incidences 
of  new  cases,  and  the  recent  study  tends  to  sub- 
stantiate this.  (See  Table  1). 

The  other  option  would  be  to  contitnue  mass 
heart  sound  screening  in  schools,  but  to  work  up 
a combination  of  screening  tests,  such  as  vision 
and  hearing,  which  could  be  integrated  into  a 
health  week  or  some  other  health  designated  edu- 
cational process.  The  combination  of  screening 
programs  could  be  arranged  to  allow  minimum 
disruption  and  smooth  flow  while  spreading  ad- 
ministrative overhead  expenses.  The  more  com- 
plete package  of  health  education  and  multiple 
tests  would  increase  the  attractiveness  of  the  pro- 
gram and  improve  its  chances  of  success. 
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Low  Renin  Essential  Hypertension 

Patients  with  essential  hypertension  can  be 
divided  into  low,  normal,  and  high  renin  cate- 
gories, based  on  the  patient’s  peripheral  plasma 
renin  activity  under  various  conditions.  Each 
renin  subgroup  has  a different  clinical  presenta- 
tion, response  to  therapy,  and  prognosis.  Thus, 
classification  of  the  hypertensive  patient  accord- 
ing to  renin  activity  can  often  contribute  signifi- 
cantly to  the  medical  management  of  that  patient. 
This  article  will  focus  on  the  low  renin  subgroup 
of  essential  hypertension,  a group  that  comprises 
between  20%  and  30%  of  hypertensive  patients. 

Renin  is  an  enzyme  secreted  by  the  kidney  in 
response  to  any  condition  which  decreases  effec- 
tive blood  volume.  Through  a series  of  reactions 
resulting  in  production  of  angiotensin  II  and 
aldosterone,  renin  causes  an  increase  in  blood 
pressure  and  plasma  volume,  which  in  turn  tend 
to  restore  the  lowered  effective  blood  volume 
toward  normal. 

Patients  are  considered  to  have  low  renin  hy- 
pertension when  their  plasma  renin  activity  fails 
to  increase  normally  in  response  to  maneuvers 
that  lower  effective  blood  volume  such  as 
sodium  restriction,  an  upright  position,  or  diuretic 
administration,  or  when  the  renin  activity  is  low 
compared  to  daily  sodium  excretion.  At  Vander- 
bilt, low  renin  patients  are  identified  through  use 
of  a Lasix®  (furosamide,  Hoechst  Pharmaceu- 
ticals, Inc.)  stimulation  test.  All  antihypertensive 
medications  are  discontinued  for  two  weeks. 
Lasix®  (40  mg)  is  administered  orally  at  6 p.m., 
12  mn.  and  6 a.m.  The  patient  then  stands 
upright  for  three  hours  and  a peripheral  plasma 
renin  activity  is  obtained.  If  this  activity  is  less 
than  1.5  ng/ml  hr,  the  patient  is  considered  to 
have  low  renin  hypertension.  Patients  with  renal 
disease,  coronary  artery  disease,  or  cerebrovas- 
cular insufficiency  should  be  monitored  carefully 
during  the  Lasix®  test.  In  the  Vanderbilt  experi- 
ence, Lasix®  stimulation  done  in  this  way  has 
proved  the  most  reliable  test  for  predicting  re- 
sponse to  therapy  in  a given  patient. 

Once  the  low  renin  hypertensive  patient  has 
been  identified,  several  known  causes  of  sup- 

From  the  Hypertension  Center,  Vanderbilt  Hospital, 
Nashville.  Tenn.  37232. 


pressed  renin  activity  must  be  excluded  before  a 
diagnosis  of  low  renin  essential  hypertension  can 
be  made.  Excessive  mineralocorticoid  secretion 
causes  low  renin  hypertension  through  the 
mechanism  of  sodium  retention  and  expanded 
vascular  volume.  Thus,  conditions  such  as  pri- 
mary aldosteronism,  Cushing’s  syndrome,  adrenal 
tumor,  and  congenital  adrenal  hyperplasia  may 
lead  to  low  renin  hypertension.  These  diseases 
can  be  ruled  out  by  appropriate  steroid  measure- 
ments. Similarly,  licorice  intoxication  can  sup- 
press renin  activity,  because  licorice  extract 
contains  ammonium  glycyrhizinate,  a mineralo- 
corticoid-like  substance. 

Familial  pseudo-aldosteronism  is  another  con- 
dition which  causes  low  renin  hypertension. 
Patients  with  this  syndrome  have  a renal  tubular 
abnormality  which  results  in  excessive  sodium 
retention.  This  disorder  can  be  recognized  by  a 
family  history  of  the  disease  and  a favorable 
clinical  response  to  triamterene.  Diabetes  mellitus 
appears  to  be  associated  with  low  renin  hyperten- 
sion. In  one  series,  six  of  seven  patients  with 
diabetic  nephropathy  had  suppressed  renin  activ- 
ity. Finally,  any  kind  of  renal  disease  that  leads 
to  inappropriate  fluid  retention  will  suppress 
plasma  renin  activity.  Although  these  known 
causes  of  low  renin  hypertension  will  be  found 
in  only  a few  percent  of  hypertensive  patients 
with  suppressed  renin  activity,  they  are  important 
to  search  for,  because  they  often  will  respond  to 
specific  therapy. 

Low  renin  essential  hypertensive  patients  differ 
in  several  important  respects  from  normal  and 
high  renin  hypertensive  patients.  First,  low  renin 
patients  have  different  epidemiological  character- 
istics. The  low  renin  subgroup  has  twice  as  many 
women  as  men  versus  equal  numbers  in  the  other 
hypertensive  categories.  The  average  age  (46 
years  in  one  series)  is  older  than  in  normal  or 
high  renin  patients.  There  are  approximately 
twice  as  many  hypertensive  blacks  in  the  low 
renin  subgroup. 

Second,  low  renin  essential  hypertensives  tend 
to  have  different  laboratory  findings.  They  have 
a lower  mean  urea  level,  higher  total  exchange- 
able sodium,  and  larger  extracellular  fluid  volume 
than  other  patients.  Presumably,  it  is  the  in- 
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creased  fluid  volume  which  chronically  suppresses 
renin  activity  and  prevents  the  rise  of  renin  with 
acute  stimulation.  Also,  low  renin  patients  have 
a lower  salivary  Na/K  ratio.  Furthermore, 
plasma  aldosterone  levels  in  these  patients  tend 
to  be  inappropriately  high  when  compared  to 
renin  levels,  a finding  not  present  in  normal  and 
high  renin  hypertensive  patients. 

Response  to  antihypertensive  drugs  is  a third 
way  low  renin  patients  differ  from  non-suppressed 
renin  patients.  Diuretic  therapy  alone  is  much 
more  effective  in  the  low  renin  subgroup  than  in 
the  other  renin  subgroups,  probably  because  of 
the  expanded  extracellular  volume  in  low  renin 
patients.  In  fact,  the  majority  of  these  patients 
will  respond  to  high  dose  diuretic  therapy  with 
normalization  of  their  blood  pressure. 

Specifically,  spironolactone  200  to  400  mg 
daily  has  been  found  to  be  particularly  effective. 
In  one  series,  spironolactone  therapy  reduced  the 
blood  pressure  from  an  average  of  161/109  to 
126/92  mm  Hg  in  23  of  24  patients  with  low 
renin  hypertension  associated  with  an  average 
weight  loss  of  3.7  kg.  In  18  patients  with  es- 
sential hypertension  and  non-suppressed  renin, 
spironolactone  had  no  effect  on  blood  pressure. 

Thiazide  diuretics  is  another  effective  therapy. 
In  one  series,  hydrochlorothiazide  100  mg  daily, 
reduced  the  blood  pressure  in  10  patients  with 
low  renin  hypertension  from  172/114  to  143/98. 
Normal  renin  patients  showed  much  less 
response. 

Diazide®  (Triamterene  and  hydrochlorothi- 
azide, SKF)  also  has  been  shown  to  be  effective. 
In  one  study,  14  of  17  patients  responded  to 
Diazide®,  4 capsules  daily,  with  an  average  de- 
crease in  the  mean  blood  pressure  of  17  mm  Hg 
and  an  average  diuresis  of  1 .5  kg. 

On  the  other  hand,  propranolol,  which  sup- 
presses renin  activity  and  can  be  effective  in  low- 
ering blood  pressure  in  high  and  normal  renin 
hypertension  is  not  effective  in  low  renin  hyper- 
tension except  in  those  cases  in  which  plasma 
renin  activity  has  been  raised  by  diuretic  therapy. 
Propranolol  therapy  in  low  renin  patients  de- 
creased diastolic  blood  pressure  only  an  average 
of  5 mm  Hg  in  one  study. 

Thus,  a variety  of  diuretic  agents  can  be  used 
effectively  in  the  management  of  low  renin  es- 
sential hypertension.  For  a given  patient,  several 
drugs  may  be  tried  in  order  to  find  the  most 
effective  one  with  the  fewest  side  effects  and  the 
least  cost. 

The  prognosis  of  patients  with  low  renin  hyper- 
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tension  is  the  fourth  way  in  which  these  patients 
differ.  The  prognosis  appears  to  be  better  in  the 
low  renin  subgroup  compared  to  the  high  and 
normal  renin  subgroups.  As  mentioned  above, 
low  renin  patients  exhibit  lower  blood  urea  levels 
than  patients  in  the  other  subgroups,  suggesting 
that  low  renin  patients  have  less  renal  vascular 
damage.  Moreover,  Brunner,  et  al.,  have  re- 
corded the  incidence  of  heart  attack  and  stroke  in 
the  three  renin  subgroups  over  a ten  year  period. 
Whereas  1 1 % of  normal  renin  hypertensives  and 
14%  of  high  renin  hypertensives  suffered  one  of 
these  events,  none  of  59  patients  with  low  renin 
hypertension  had  a heart  attack  or  stroke. 

These  several  clinical  differences  suggests  that 
low  renin  essential  hypertension  may  have  a dif- 
ferent underlying  cause  than  non-suppressed  renin 
hypertension.  Although  the  pathogenesis  of  low 
renin  essential  hypertension  is  not  known,  several 
investigators  have  speculated  that  this  condition 
may  be  due  to  excessive  mineralocorticoid  secre- 
tion by  the  adrenal  cortex.  The  increased  extra- 
cellular volume,  total  body  sodium,  and  decreased 
salivary  Na/K  ratio  are  consistent  with  increased 
mineralocorticoid  activity.  Furthermore,  it  has 
been  observed  that  bilateral  adrenalectomy  results 
in  amelioration  of  hypertension  in  a majority  of 
patients  who  have  low  renin  essential  hyperten- 
sion. Also,  the  adrenal  inhibitor  amino- 
glutethimide  has  been  shown  to  lower  blood 
pressure  of  patients  with  low  renin  activity,  and 
was  ineffective  in  lowering  the  blood  pressure  of 
patients  with  normal  renin  hypertension.  More- 
over, the  fact  that  spironolactone,  a mineralocor- 
ticoid antagonist,  can  lower  the  blood  pressure  in 
most  of  these  patients  also  supports  the  idea  that 
excessive  mineralocorticoid  activity  may  cause 
low  renin  essential  hypertension.  Indeed,  one 
mineralocorticoid,  18-OH  DOC,  has  been  found 
to  be  secreted  in  excessive  amounts  in  a small 
percent  of  low  renin  patients.  However,  it  should 
be  emphasized  that  a consistent  abnormality  in 
mineralocorticoid  secretion,  degradation,  or  end 
organ  response  that  would  be  sufficient  to  explain 
the  raised  blood  pressure  in  a majority  of  these 
patients  has  not  yet  been  detected. 

In  conclusion,  measurement  of  the  renin  activ- 
ity in  hypertensive  patients  can  be  of  practical 
clinical  value.  Knowledge  that  a particular 
patient  has  suppressed  renin  enables  the  physician 
to  predict  more  accurately  prognosis  and  response 
to  therapy.  Measurement  of  renin  activity 
promises  to  be  of  even  greater  value  in  the  future. 

continued  on  page  214 
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The  patient  is  a 49-year-old  executive  who  for  the 
past  three  to  four  years  had  a “heavy”  sensation  in  the 
left  pectoral  area  which  is  poorly  related  to  exercise, 


meals  or  anxiety.  It  lasts  for  one  to  two  hours  at  a 
time,  and  is  not  relieved  by  rest  or  nitroglycerin.  He 
is  a two  pack  per  day  smoker.  He  has  had  no  history 
of  cough,  and  has  otherwise  been  in  excellent  health. 
There  is  no  family  history  of  cardiac  disease.  He  has 
been  known  to  have  a borderline  elevated  serum  choles- 
terol. Physical  examination  disclosed  a moderately 
obese  white  man  who  appeared  somewhat  older  than  his 
stated  age  of  49  years.  No  abnormalities  were  noted 
on  cardiovascular  examination.  Chest  x-ray  was  normal. 
The  following  electrocardiogram  was  obtained.  (Fig.  1) 


Fig.  1 


DISCUSSION 

The  electrocardiogram  shows  a sinus  rhythm 
at  a regular  rate  of  75/minute.  The  PR  interval 
is  normal  at  0.17  seconds.  The  P waves  are 
inverted  in  Vt  and  slightly  inverted  in  V2  with 
a normal  P duration.  There  is  somewhat  poor 
R wave  development  from  Vt  to  V5.  The  mean 
QRS  axis  is  noted  to  be  unusually  rightward  at 
120°.  The  early  portion  of  the  QRS  forces  are 

From  the  Department  of  Cardiology.  St.  Thomas 
Hospital,  Nashville,  Tenn.  37203. 


leftward  causing  an  initial  R in  AVL  with  a .02 
second  Q wave  in  3 and  AVF.  The  terminal 
forces  then  rotate  in  a clockwise  fashion  to  the 
right  causing  a prominent  R in  3 and  a very 
prominent  S wave  in  I.  This  right  axis  deviation 
with  initial  leftward  forces  and  a clockwise  rota- 
tion may  on  occasion  be  seen  in  young  asthenic 
people  with  normal  hearts.  However,  in  a 49- 
year-old  somewhat  obese  individual  this  is  a 
distinctly  unusual  axis  and  is  felt  to  be  repre- 
sentative of  block  of  the  posterior  (inferior) 
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radiation  of  the  left  bundle.  This  has  been  called 
left  posterior  hemiblock  by  Dr.  Mauricio  B. 
Rosenbaum.1  Interruption  of  the  broad  fan  like 
radiation  representing  the  posterior  division  of 
the  left  bundle  is  distinctly  less  common  than 
interruption  of  the  much  more  discrete  right 
bundle  or  less  fan  like  anterior  radiation  of  the 
left  bundle.  The  electrocardiographic  changes  in 
posterior  hemiblock  are  often  not  pronounced. 
Rosenbaum  has  described  partial  interruptions  of 
the  posterior  radiation  of  the  left  bundle  which 
he  feels  account  for  partial  rightward  rotation  of 
the  QRS  forces.  It  should  be  recognized,  how- 
ever, that  lesions  which  increase  right  ventricular 
pressure  may  cause  the  QRS  forces  to  rotate 
somewhat  rightward  also.  Therefore,  the  possi- 
bility of  increased  right  heart  pressures  should 
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It  is  hoped  that  study  of  the  renin  system  in 
hypertensive  patients  will  lead  to  better  under- 
standing of  the  basic  causes  of  hypertension  and 
thus  possibly  to  its  prevention  and  cure. 

Jordan  A.  Sennett,  M.D. 

Instructor,  Department  of  Medicine 
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always  be  entertained  in  a tracing  such  as  the 
one  presented.  Right  ventricular  enlargement 
cannot  be  read  in  this  tracing  due  to  the  lack  of 
anterior  terminal  forces  (causing  a terminal  R 
wave  in  V x and  V2)  and  due  to  the  lack  of 
associated  ST-T  wave  changes.  The  patient  from 
whom  this  tracing  was  obtained  has  previous  trac- 
ings dating  back  four  years  with  no  notable 
change  over  this  period  of  time. 

Final  diagnosis:  Right  axis  deviations  suggest- 
ing left  posterior  hemiblock. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-Directors 
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Please  examine  Figures  1 and  2 and  circle  the  correct 
radiographic  abnormality. 

(a)  Multiple  fractures 

(b)  Bone  destruction 

(c)  Periosteal  reaction 

( d ) Osteoporosis 

Answers  to  be  found  on  page  216 


Fig.  1 


Fig.  2 


Outpatient  Clinical  Center  Study  of 
Recurrent  Aphthous  Stomatitis 

The  cooperation  of  physicians  and  dentists  is  requested  in  the  referral  of  patients  for  a 
therapeutic  study  of  aphthous  stomatitis  being  conducted  by  the  National  Institute  of  Dental 
Research  at  the  Clinical  Center,  National  Institutes  of  Health,  Bethesda,  Maryland. 

Needed  are  patients  with  the  typical  and  recurrent  oral  ulcerative  lesions  of  aphthous 
stomatitis  (i.e.  not  herpes,  or  ‘fever  blisters’).  Studies  will  include  physical  examination, 
blood  tests,  and  weekly  short  visits  to  the  Clinical  Center. 

Accepted  patients  will  be  given  one  of  three  therapeutic  regimens  in  a double-blind  out- 
patient trial,  and  will  be  asked  to  keep  a diary  of  their  oral  ulcers.  Upon  completion  of 
their  studies  (approximately  24  weeks)  patients  will  be  returned  completely  to  the  care 
of  the  referring  physician. 

Dentists  or  physicians  interested  in  having  their  patients  considered  for  admission  to  this 
outpatient  study  may  write: 

N.  A.  Cummings,  M.D. 

National  Institute  of  Dental  Research 

Clinical  Center,  Room  2B-19,  N.I.H. 

Bethesda,  Maryland  20014 
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Discussion: 

Periosteal  reaction  is  a non  specific  radio- 
graphic  finding  that  may  be  associated  with  a 
wide  variety  of  diseases  and  may  be  either  local- 
ized or  generalized.  The  causes  of  localized 
periosteal  reaction  include  trauma,  tumors  and 
osteomyelitis.  Fibrous  dysplasia,  Caffeys  disease, 
metastatic  disease  and  normal  variations  in  in- 
fants may  cause  either  localized  or  generalized 
periosteal  reaction.  The  list  associated  with  the 
production  of  generalized  periosteal  reaction  is 
extensive:  leukemia,  sickle  cell  disease,  collagen 
vascular  disorders,  scurvy,  healing  rickets, 

Gaucher’s  disease,  hypervitaminosis  A,  hyper- 
phosphatasia,  and  last  but  probably  most  com- 
monly hypertrophic  osteoarthropathy.  This  latter 
syndrome  includes  periosteal  reaction,  digital 
clubbing,  and  synovitis  of  the  joints.  It  may  be 
produced  by  many  neoplastic  and  inflammatory 
lesions  such  as  carcinoma  of  the  abdominal 
organs,  regional  enteritis  and  many  others.  Per- 
haps the  most  common  form  is  hypertrophic  pul- 
monary osteoarthropathy,  which  is  produced  by 
either  a neoplasm  or  inflammatory  lesion  of  the 
lung.  The  reason  for  the  production  of  this 
syndrome  by  this  variety  of  lesions  is  unknown. 
Humeral,  vascular  and  neural  etiologies  have 
been  theorized.1^’3  The  patient  presented  in  this 
communication  had  an  osteogenic  sarcoma  re- 
moved and  later  developed  metastases  to  his 
lung.  As  a result  of  the  lung  lesion,  he  developed 
hypertrophic  pulmonary  osteoarthropathy.  (Fig. 
3) 

Louis  Parvey,  M.D.,  Jeno  Sebes,  M.D.. 

and  Stephen  Gommill,  M.D. 


From  the  Department  of  Radiology,  University  of 
Tennessee  College  of  Medicine,  Memphis,  Tenn.  38163. 
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Fig.  3 Tomogram  of  right  lung.  Note  large  lesion 
with  irregular  opacity  within  it.  This  opacity 
represents  bone  formation  in  the  metastatic 
osteogenic  lesion.  This  lesion  produced  the 
pulmonary  hypertrophic  osteoarthropathy. 


Answer  to  X-Ray  of  the  Month: 

(c)  Periosteal  reaction.  Note  that  there  is  laminated 
elevation  of  the  periosteum  along  the  medial  humerus 
extending  almost  the  entire  length  of  the  bone.  It  is 


also  present  along  both  the  medial  and  lateral  sides  of 
the  radii  and  ulnae.  It  is  particularly  distinguishable 
along  the  medial  ulna  of  the  left  arm  as  it  is  separated 
from  the  cortex  by  a thin  radiolucent  line. 
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Carcinoembryonic  Antigen  (1) 

Detection  of  the  presence  of  a tumor-associated 
antigen  in  the  plasma  of  patients  with  carcinoma 
of  the  colon,  first  discovered  and  described  about 
ten  years  ago,  was  a significant  advancement  in 
the  extensive  amount  of  work  being  done  in 
hopes  of  discovering  a laboratory  “test  for 
cancer.”  The  antigen  was  termed  carcinoem- 
bryonic antigen,  or  CEA,  because  of  its  relation- 
ship, in  adults,  with  malignancy  and  its  presence 
normally  in  endodermal  tissues  during  embryonic 
development.  This  antigen,  which  may  in  fact 
more  likely  represent  a number  of  antigenic 
substances,  is  glycoprotein  in  nature,  and  can  be 
identified  in  the  glycocalyx  of  normal  human  in- 
testine and  in  the  feces  of  “normal”  human  volun- 
teers. Its  presence  in  measurable  quantities  in 
the  plasma  of  patients  with  colon  carcinoma  may 
involve  an  “unmasking”  of  the  fetal  antigens,  a 
derepression  of  host-cell  genes  normally  turned 
off  in  the  adult,  or  simply  the  access  of  the  anti- 
gen to  the  patient’s  blood  stream  by  the  existence 
of  a neoplasm  capable  of  invading  the  vascular 
stroma  of  the  colon.  Extensive  investigation  of 
CEA  has  revealed  that  it  is  found  not  exclusively 
in  colon  cancer,  but  has  been  associated  with 
many  neoplasms,  both  endodermal  and  non- 
endodermal  in  origin,  such  as  carcinoma  of  the 
pancreas,  lung,  breast,  ovary,  bladder,  and 
prostate,  soft  tissue  sarcomas,  the  lymphoma- 
leukemia  group,  and  other  diverse  neoplasms. 
Moreover,  elevated  plasma  levels  have  been  found 
in  non-neoplastic  diseases  such  as  inflammatory 
bowel  disorders,  pancreatitis,  and  alcoholic  cir- 
rhosis, in  pregnancy,  in  apparently  healthy 
smokers,  and  in  patients  with  benign  neoplasms 
such  as  colonic  polyps. 

Until  recently  this  burgeoning  mass  of  infor- 
mation was  somewhat  academic,  because  the  test 
was  not  readily  available  for  clinical  use.  Re- 
search efforts  continued,  and  a few  institutions, 
using  their  own  facilities  to  obtain  all  the  reagents 
necessary  for  the  CEA  assay  system,  were  able 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis.  Tenn. 


to  perform  the  test  and  gain  familiarity  with  it. 
Commercial  production  and  distribution  of  the 
test  materials  had  been  delayed,  however,  by  the 
Bureau  of  Biologies  of  the  Food  and  Drug  Ad- 
ministration, pending  its  investigation  and  evalua- 
tion of  a particular  such  test  system.  Recently 
this  system  has  been  approved,  and  a license 
granted  to  Hoffmann-La  Roche,  Inc.,  for  the 
manufacture  and  distribution  of  a test  “kit”  for 
CEA  assay,  and  marketing  will  begin  in  the  very 
near  future. 

The  implications  of  this  accomplishment  are 
of  considerable  magnitude  to  clinicians,  path- 
ologists, and  certainly  to  patients.  Predictions  are 
that  this  test  will  be  requested  and  performed  in 
prodigious  numbers,  despite  all  efforts  of  those 
already  knowledgeable  in  this  field  to  encourage 
an  attitude  of  cautious  conservatism  in  the  minds 
of  medical  practitioners,  with  restriction  of  the 
use  of  this  test  to  certain  relatively  well-defined 
clinical  situations.  Obviously  such  indications 
might  well  change  and  expand  as  further  informa- 
tion is  gained  from  large  scale  testing  programs, 
but  such  investigations  are  best  performed  under 
controlled  conditions  at  institutions  geared  for 
this  kind  of  study.  The  concern  we  should  all 
be  aware  of  is  that  by  improper  use  and  inter- 
pretation of  the  test  misleading  information  may 
be  forthcoming  regarding  the  diagnostic  and 
therapeutic  usefulness  of  the  technic. 

Though  not  the  only  one  available,  the  com- 
monest test  method  for  CEA  is  radioimmunoas- 
say, specifically  (as  used  by  Roche)  the  Hansen 
technique.  125I-labelled  CEA  competes  with  any 
CEA  in  the  test  plasma  for  specific  CEA  anti- 
body; purified  standards  are  used  to  construct  a 
curve  off  which  the  level  in  the  test  plasma  can 
be  determined.  A “negative”  test  value  is  less 
than  2.5  nanograms  (billionths  of  a gram)  per 
ml;  values  between  2.5-5  ng/ml  are  in  the  “gray 
zone,”  and  values  above  5 ng/ml  are  considered 
significantly  elevated.  Some  aspects  of  clinical 
interpretation  will  be  presented  in  this  column 
next  month. 

Dean  G.  Taylor,  M.D. 
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Children  and  Youth  Programs 

In  June  of  1971,  the  Tennessee  Department 
of  Mental  Health,  through  its  five  state  psychiatric 
hospitals  and  contract  agreements  with  22  com- 
munity mental  health  centers  and  specialized 
programs,  was  providing  service  to  over  14,000 
children  and  adolescents.  Since  that  date,  twelve 
additional  programs  have  been  added  to  the 
emerging  network  of  care  and  an  estimated 
20,000  children  and  adolescents  are  currently 
receiving  services  through  these  programs  of  the 
Department  and  its  affiliates. 

A major  objective  of  the  Department’s  activ- 
ities has  been  to  develop  a statewide  network  of 
mental  health  services,  not  only  for  its  children 
but  also  for  its  adults,  elderly,  and  specialty 
treatment  groups.  Among  the  major  characteris- 
tics of  this  network  of  care  are  the  firm  com- 
mitment to  provide  in  the  local  community  as 
many  of  the  service  elements  required  by  the 
population  needs  as  possible;  and  to  insure, 
through  deliberate  regional  and  statewide  plan- 
ning, responses  to  those  specialized  needs  of  chil- 
dren and  adolescents  which  cannot  be  met  within 
their  community.  This  has  implicit  economic 
benefits  and  increases  the  effectiveness  of  services 
and  also  provides  preventive  and  indirect  re- 
sponses that  limit  future  problems  of  children  and 
adolescents. 

The  focal  point  within  each  community  for 
the  delivery  of  services  is  the  30  community  men- 
tal health  centers  throughout  Tennessee.  These 
centers,  through  working  arrangements  with  com- 
munity facilities,  programs  and  professionals,  are 
able  to  provide  services  to  the  majority  of  the 
children  needing  mental  health  intervention. 

Characteristic  of  what  we  anticipate  for  many 
communities  in  the  future  is  the  program  of  the 
Northeast  Memphis  Mental  Health  Center.  This 
program,  with  a children  and  youth  staff,  equiva- 
lent to  seven  full-time  professionals,  provides 
mental  health  services  of  over  500  referrals  a 
year.  Over  30  separate  agencies  and  community 
services  referred  clients  during  one  six-month 
period,  reflecting  the  wide  community  visibility 
and  utilization  of  the  center. 

Services  offered  by  the  children  and  youth  sec- 
tion of  the  center  include  complete  evaluation 
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and  diagnostic  services,  parent  training,  individual 
and  group  counseling  and  therapy  for  both  chil- 
dren and  their  families,  consultation  with  public 
school  personnel,  an  inpatient  unit  for  children, 
behavior  management  programs  for  individual 
children  and  training  in  these  techniques  for 
families,  and  ongoing  follow-up  services  for  all 
children  and  youth  served  by  the  center.  A 24- 
hour  emergency  service  is  provided,  as  well  as 
preventive  mental  health  activities  for  the  total 
community. 

For  those  children  for  whom  the  mental  health 
center  is  unable  to  provide  service,  the  Depart- 
ment of  Mental  Health,  through  its  state 
psychiatric  hospitals,  regional  outpatient  pro- 
grams, and  specialized  service  agreements,  pro- 
vides a valuable  backup  resource.  One  such 
regional  residential  facility  is  the  Riverbend  pro- 
gram in  Knoxville.  This  program  is  responsible 
for  residential  services  to  all  patients  under  the 
age  of  18  referred  to  Eastern  State  Psychiatric 
Hospital.  In  addition  to  their  school  program, 
the  center  has  a complete  diagnostic  and  evalua- 
tion unit,  a day  program  for  preschool  children, 
treatment  groups  for  children  and  adolescents, 
child  management  training  programs  for  parents, 
consultation  services  for  public  schools,  and  an 
intensive  treatment  group  for  severely  regressed 
children  and  adolescents. 

In  the  Middle  Tennessee  Region,  Cumberland 
House — a nationally  recognized  residential  pro- 
gram for  emotionally  disturbed  children — and  a 
number  of  other  specialized  treatment  programs 
for  children  provide  not  only  needed  direct 
services  but  also  serve  as  demonstration  projects 
and  continuing  training  resources  for  other 
regions  of  the  state.  The  Regional  Intervention 
Program  (RIP)  and  the  Child  Intervention  Pro- 
gram (CIP)  are  two  such  region-wide  activities. 

RIP  is  an  outpatient  support  service  program 
for  preschool  children  of  Central  State  Psychiatric 
Hospital.  The  primary  target  population  is  chil- 
dren under  six  who  are  manifesting  moderate  to 
severe  behavioral  development  problems.  The 
unique  aspect  of  this  program  is  the  complete 
involvement  of  parents.  There  is  a small  re- 
source staff  of  professionals  who  train  and  give 
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Financial  Assistance  for  the  Hemophiliac 

In  the  ancient  books,  the  Talmud,  it  was  noted 
that  ritual  circumcisions  were  occasionally  com- 
plicated by  an  unusual  disease  causing  excessive 
bleeding  in  some  infants.  The  disease  these 
Hebraic  writers  referred  to  was  hemophilia,  a 
hereditary  hemorrhagic  diathesis  characterized  by 
deep  tissue  bleeding  and  a deficient  generation  of 
coagulant  factors. 

For  centuries,  the  complexity  of  this  crippling 
disease  remained  a mystery  to  medicine  and 
treatment  was  often  futile.  But  today,  although 
there  is  still  no  cure  for  it,  hemophilia  can  be 
effectively  treated  and  controlled.  Unfortunately, 
the  treatment  is  usually  a very  expensive  con- 
tinuous hardship  for  the  hemophilia  victim. 

Tennessee  has  an  estimated  300-400  hemo- 
philiacs. The  severity  of  the  disease  varies  with 
each  individual,  but,  for  many  victims  of  hemo- 
philia, medical  expenses  of  up  to  $10,000  a year 
are  common.  Bleeding  episodes  not  properly 
treated  can  result  in  numerous  complications, 
some  of  which  leave  the  victim  crippled,  thus 
further  impairing  his  chance  of  maintaining  a 
job  adequate  for  meeting  medical  expenses. 

The  Tennessee  Department  of  Public  Health 
has  initiated  a program  to  ease  the  plight  of 
hemophiliacs  in  the  state.  Under  the  Bureau  of 
Medical  Care  Services,  the  Hemophilia  Program 
has  been  formed  to  ‘‘assist  persons  who  require 
continuing  treatment  with  blood  and  blood 
derivatives  to  avoid  crippling  (disorders),  ex- 
pensive hospitalization,  and  other  effects  associ- 
ated with  this  bleeding  condition,  but  who  are 
unable  to  pay  the  entire  cost  of  such 
services.  . . .’n 

The  scope  of  the  Program  and  many  of  its 
specific  provisions  were  outlined  in  House  Bill 
No.  222  passed  last  April  by  the  state  legisla- 
ture, which  appropriated  $300,000  for  the 
Program’s  initial  year  of  operation.  This  will  not 
cover  all  medical  expenses  of  indigent  hemo- 
philiacs, but  it  has  provided  a base  from  which 
the  Department  of  Public  Health  can  begin  an 
assistance  program. 

Upon  passage  of  the  bill,  Commissioner 
Eugene  W.  Fowinkle,  M.D.,  appointed  a Hemo- 
philia Advisory  Committee  consisting  of  one 


representative  from  each  of  several  particularly 
interested  fields  which  included  medical  schools, 
voluntary  agencies,  blood  banks,  hospitals,  med- 
ical specialists  (hematology),  local  health  depart- 
ments and  the  general  public. 

Faced  with  the  responsibility  of  insuring  that 
limited,  but  welcomed,  funds  be  most  beneficially 
used  to  assist  the  state’s  300-400  hemophiliacs, 
the  advisory  committee  developed  a concise 
strategy  based  on  a flexible  system  of  priorities. 
Many  of  the  priorities  sharply  define  the  require- 
ments for  financial  eligibility,  but  they  extend 
well  beyond  a question  of  who  can  qualify  for 
funds,  and  attack  the  overriding  problem  of  re- 
ducing the  hemophiliac’s  unavoidable  medical 
expenses. 

Reducing  Costs  Through  Home  Therapy 

The  primary  objective  of  the  Hemophilia  Pro- 
gram, as  established  by  the  advisory  committee, 
is  reducing  in-patient  hospital  costs  (which  can 
range  from  $500-$  1000  per  bleeding  episode)  by 
instituting  home  care  on  both  prophylactic  and 
therapeutic  regimens. 

Current  literature  contains  many  reports  which 
attest  the  value  of  self-administered  home  therapy 
on  a PRN  basis  as  compared  with  clinic  or  hos- 
pital treatment.2  Such  treatment  plans,  according 
to  the  studies,  result  in  a significant  decrease  in 
the  cost  of  total  treatment,  a decrease  in  days  lost 
from  school  or  work,  a decrease  in  the  amount 
of  hospitalization  required,  and,  exceptionally  im- 
portant to  the  Program  goals,  a decrease  in 
crippling  and  other  related  morbidity.  Hema- 
tologists have  successfully  taught  children  as 
young  as  ten  years  of  age  to  transfuse  cryopre- 
cipitate  into  their  own  veins  at  the  first  symptom 
of  a bleeding  episode. 

To  implement  this  primary  objective  of  home 
therapy,  the  advisory  committee  recommended 
that  the  dispersal  of  funds  emphasize  providing 
qualified  hemophiliacs  the  cost  of  blood  deriva- 
tives, supplies  such  as  needles  and  syringes,  and 
the  cost  of  a special  low-temperature  home 
freezer  for  preservation  of  the  cryoprecipitate.  In 
cases  where  home  treatment  is  not  practical,  the 
Program  will  attempt  to  meet  the  expense  of 
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treatment  in  a doctor’s  office,  clinic,  or  hospital 
emergency  room. 

Other  priorities  established  by  the  advisory 
committee  are  directed  toward  easing  the  overall 
problem  of  hemophilia  in  this  state  and  include 
( 1 ) assistance  in  blood  banking  operations — 
particularly  in  the  area  of  inventory  control,  (2) 
the  encouragement  of  quality  control  and  in- 
creased production  of  blood  derivatives,  ( 3 ) con- 
tinuing education  of  professionals  in  the  field  of 
hematology,  and  (4)  assistance  in  the  develop- 
ment or  expansion  of  hemophilia  centers  and 
programs. 

A pressing  need  of  the  Program  is  to  identify 
all  hematologists  in  the  state.  Prior  to  obtaining 
program  benefits,  an  applicant  must  submit  a plan 
of  treatment  outlined  by  a hematologist.  The 
hematologist  must  also  submit  a laboratory  report 
showing  the  results  of  a direct  one-stage  assay 
of  Factor  VIII  or  Factor  IX.  Presently,  there  are 
no  hematologists  identified  outside  the  medical 
school  centers. 

Hemophiliacs  who  need  assistance  meeting  the 
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daily  input  to  the  staff  of  mothers.  The  program 
consists  of  three  components:  behavior  man- 

agement training,  individual  tutoring,  and  class- 
room activities.  There  is  also  a strong  consulta- 
tion and  training  relationship  with  other  agencies. 

The  Child  Intervention  Program  is  also  an  out- 
patient support  service  program  of  Central  State 
serving  26  counties.  The  target  group  is  ele- 
mentary age  children  who  are  experiencing  severe 
behavior  and  language  problems.  CIP  services 
include  systematic  applied  behavior  analysis, 
academic  and  behavioral  intervention  programs, 
consultation  and  training  to  parents  and  agencies. 
Like  RIP,  it  has  strong  parent  based  operational 
orientation  with  emphasis  on  training  parents  to 
formulate  and  implement  behavior  change 
strategies  with  their  own  children,  and  in  turn, 
train  other  parents. 

The  Department  of  Mental  Health,  while  real- 
izing that  its  primary  responsibility  rests  in  service 
delivery,  has  not  forgotten  its  obligation  in  the 
areas  of  research,  evaluation,  training  and  demon- 
stration. Programs  such  as  RIP  and  CIP  are 
complemented  by  other  activities.  Through  grants 
from  the  Office  of  Youth  Development  of  the 
Department  of  Health,  Education  and  Welfare, 
the  Department  of  Mental  Health  has  been 
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expense  of  their  treatment  should  apply  to: 
Hemophilia  Program 

Chronic  Disease  and  Rehabilitation  Services 
Tennessee  Department  of  Public  Health 
105  Capitol  Towers 
5 1 0 Gay  Street 
Nashville,  Tennessee  37219 

If  the  patient  is  under  21  years  of  age,  ap- 
plication should  be  made  to  the  local  health 
department  in  his  county  of  residence. 
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actively  engaged  in  the  development  and  replica- 
tion of  neighborhood  child  advocacy  programs. 

By  arrangement  with  the  Metropolitan  Nash- 
ville Public  Schools  and  under  contract  with  a 
number  of  federal  education  programs,  the  De- 
partment provides  research,  evaluation  and 
training  services  to  the  Prevention  Intervention 
Program,  a program  designed  to  provide  resource 
and  consultative  support  to  teachers  in  five  Ten- 
nessee school  systems.  In  cooperation  with  the 
Tennessee  Department  of  Education  and  the 
Nashville  schools,  the  Department  of  Mental 
Health  is  initiating  a teacher  training  program 
designed  to  assist  in  the  implementation  of 
Tennessee’s  education  of  the  handicapped  pro- 
gram. 

With  its  emphasis  on  providing  quality  services 
to  children  and  youth  and  its  recognition  of  its 
obligations  to  support  activities  in  training,  re- 
search and  evaluation,  we  in  the  Department  of 
Mental  Health  feel  that  the  future  of  child  mental 
health  services  in  Tennessee  provides  us  with 
great  opportunity.  The  extent  to  which  we  are 
able  to  respond  and  accept  the  challenge  of  the 
future  is  limited  only  by  our  ability  to  organize, 
implement  and  administer  dynamic  programs 
oriented  toward  the  needs  of  individual  children 
and  adolescents  in  Tennessee. 

Leon  Joyner 
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NEWS  OF  INTEREST  TO  DOCTORS  IN  T E N N E S S E E 


STRONG  APPEALS  AND  PROTESTS  MADE  TO  HEW  ...  The  Tennessee  Medical 
Association  has  submitted  in  hard-hitting  language,  an  appeal  and  protest 
to  the  Secretary  of  HEW  on  the  assignment  of  area  designations  for  PSRO's 
in  Tennessee  . . . These  were  set  forth  in  regulations  printed  in  the 
Federal  Register  of  December  20,  1973  ...  As  a result,  TMA  and 
Foundation  officers  sought  and  obtained  an  audience  with  high  level 
health  officials  in  HEW  at  Washington  to  change  the  PSRO  area  designations 
in  Tennessee  • . . This  was  arranged  and  the  outcome  of  this  face-to-face 
conference  resulted  in  the  likelihood  of  revised  designated  areas 
for  Tennessee  • . . There  is  a good  chance  that  by  the  time  you  read 
this  item,  the  area  designations  for  Tennessee  will  be  amended  wherein 
there  will  only  be  two  PSRO’s  in  the  State — one  for  Shelby  County,  and 
the  other  for  the  remainder  of  the  State  of  Tennessee  as  per  the  original 
proposal  submitted  last  April  by  the  TMA  and  the  Foundation  for  Medical 
Care. 
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OTHER  PROTESTS  ...  On  January  24,  as  the  result  of  publication  in  the 
January  16  Federal  Register,  TMA  submitted  an  appeal  to  the  Tennessee 
Energy  Allocation  Officer  to  formulate  working  mechanisms  through  which 
fuel  allocations  will  be  made  to  those  physicians  who  will  require  fuel  to 
maintain  their  present  levels  of  activity  in  the  event  of  gasoline 
rationing  . . . Likewise,  the  Administrator  of  the  Federal  Energy  Office 
in  Washington  was  petitioned  that  a critical  situation  and  need  exists 
to  make  special  provisions  for  an  adequate  supply  of  motor  fuel  to  meet 
the  needs  of  Medicine.  The  contingency  regulations  published  in  the 
Federal  Register  does  not  single  out  physicians  or  health  care 
institutions  for  any  priority  allocation  of  fuel.  A strong  request  was 
submitted  that  allocation  of  sufficient  fuel  be  made  to  physicians  and  the 
health  industry  . • . The  January  9 Federal  Register  contained  proposed 
regulations  on  hospital  pre-admission  certification  for  Medicare.  A 
vigorous  TMA  protest  was  made  stating  that  the  pre-admission  requirements 
are  unnecessary,  especially  where  a good  program  of  utilization  review 
is  in  effect.  It  was  pointed  out  in  TMA's  protest  that  the  PSRO  law 
authorizes  but  does  not  mandate  pre-admission  certification.  It  would 
likewise  deny  the  local  review  organization  the  flexibility  and  freedom 
it  has  been  promised  in  development  of  effective  review  mechanisms  • . • 
The  Board  of  Trustees  of  AMA  has  notified  the  HEW  Secretary  that  unless 
these  stringent  requirements  are  removed,  "AMA  will  see  him  in  court." 


'T' 


HIGHLIGHTS  OF  JANUARY  TMA  BOARD  MEETING 


39  ITEMS  OF  BUSINESS  ACTED  UPON  BY  THE  BOARD  ...  The  Trustees  held  the 
first  quarter  meeting  in  Nashville  on  January  12-13  . . . Principal 
actions  taken  were:  Appointment  of  the  1974  Nominating  Committee — 

nominated  physicians  for  terms  on  the  Board  of  TMA  Student  Education  Fund 
— Determined  those  physicians  to  receive  the  Distinguished  Service  Award 
in  1974 — appointed  physicians  to  serve  on  Standing  and  Special  Committees 
of  TMA  in  1974-75 — heard  a report  from  the  Chairman  of  the  Board’s  Finance 
Committee  pertaining  to  TMA’s  employees’  compensation  plan,  and  delegated 
the  Committee  to  further  study  fringe  benefits  for  employees — considered  a 
report  on  the  status  of  the  Physician’s  Assistants  bill  in  the  General 
Assembly — approved  of  the  TMA  Committee  on  Blood  Banks  and  Medical 
Laboratories  to  work  toward  eliminating  the  purchase  of  blood,  and  to 
promote  a voluntary  replacement  plan — considered  and  acted  on  a 
report  from  the  Insurance  Committee  Chairman  and  out-of-state  expert 
witnesses  testifying  in  malpractice  cases — reappointed  the  attorney 
and  the  auditor  for  TMA  in  1974 — upheld  a previous  action  concerning 
clinical  pharmacy  programs  where  graduates  were  serving  in  a program  that 
is  considered  as  the  practice  of  medicine,  and  again  disapproved  of  the 
Pharm-D  program — urged  insurance  coverage  for  private  psychiatrists 
under  Medicaid — opposed  formation  of  a state  Department  of  Human 
Services — approved  a request  from  the  Emergency  Medical  Services 
Committee  to  endorse  an  application  for  a $400,000  grant  for  a com- 
munication system  for  emergency  services  for  the  Tennessee  Department  of 
Emergency  Medical  Services — considered  suggestions  for  resolutions  to 
be  submitted  to  TMA's  House  of  Delegates — studied  staff  travel  expenses 
in  view  of  rising  costs  of  travel  and  fuel — acted  on  a recommendation 
from  AMA  concerning  the  Medical-Legal  investigation  of  deaths,  and  sent 
the  matter  to  the  State  Medical  Examiner  with  the  request  to  advise  how 
TMA  could  approach  this  issue,  and  requested  recommendations  as  to  how 
TMA  can  support  the  improvement  of  investigations  of  deaths  in  Tennessee 
— approved  fourth  quarter  TMA  Financial  Statement — designated  Board 
members  to  attend  AMA  National  Leadership  Conference  in  Chicago,  January 
25-27 — approved  TMA  legal  counsel  to  assist  and  advise  the  medical 
staff  of  the  Blount  County  Hospital  pertaining  to  requirements  of  JCAH 
upon  medical  staff  members — approved  two  programs,  one  from  Tennessee 
Pharmaceutical  Association  and  another  from  the  Tennessee  Heart  Associa- 
tion, for  a public  education  program  on  hypertension — endorsed  the  efforts 
of  the  Executive  Director  and  the  Director  of  Continuing  Medical  Education 
for  a site  visit,  and  certification  wherein  the  Annual  Meeting  of  TMA 
could  become  accredited  for  postgraduate  educat ion--heard  a report  on 
the  subject  of  communications  between  physicians  and  the  public. 


ANNUAL  MEETING  NEXT  MONTH  . . . Gatlinburg,  April  10-13,  will  be  one  of 
TMA's  best.  Plan  to  attend  . . . THE  ANNUAL  MEETING  PROGRAM  IS  PUBLISHED 
IN  A SPECIAL  COLORED  SECTION  IN  THIS  ISSUE  OF  THE  JOURNAL— DON ' T MISS 
IT  . . . Note  the  important  speakers  on  topics  that  affect  every 
physician  . . . And  the  many  scientific  and  special  events  with  outstand- 
ing speakers  both  on  the  general  program  and  the  medical  specialty 
societies  . . . Note,  too,  the  changed  format  for  the  social  events, 
the  President's  cocktail  dinner,  plus  the  dance  to  follow  . . . This  has 
to  be  one  of  the  best,  outstanding  and  important  meetings  of  the 
Association. 


PSRO  SERVICES  AVAILABLE  FROM  TFMC  . . • The  Tennessee  Foundation  for 
Medical  Care  (TFMC)  is  now  fully  operational  and  actively  representing 
Tennessee  physicians  in  helping  to  establish  appropriate  mechanized 
utilization  review  programs.  The  medical  staffs  of  every  Tennessee 
hospital  have  been  notified  of  the  availability  of  the  Foundation  to 
assist  them  with  utilization  review  activities.  The  Foundation  can 
provide  computer  facilities  and  a professional  staff  to  assist  any 
hospital  in  developing  a mechanized  data  system.  Adoption  of  the  Founda- 
tion system  will  avoid  any  duplicate  or  redundant  effort  and  uneconomical 
expenditures  by  a hospital  in  order  to  comply  with  PSRO  and/or  JCAH 
requirements. 

After  carefully  reviewing  operational  health  data  systems  in  the 
country,  the  Foundation  found  that  some  of  the  systems  have  been  designed 
to  require  more  information  than  necessary,  i.e.,  PAS/MAP ; some  of  them 
are  too  simple  to  meet  the  minimum  requirement,  i.e,.  Blue  Cross  sponsored 
TUP.  Furthermore,  none  of  them  are  flexible  enough  to  adapt  to  each 
individual  hospital's  needs  or  even  be  compatible  with  each  other. 
Therefore,  the  Foundation  has  developed  a mechanized  data  system  that  is 
both  flexible  and  compatible  to  the  needs  of  the  hospital. 

Since  the  Foundation  is  a non-profit  organization,  it  only  requests 
that  each  participating  hospital  reimburse  the  Foundation  for  actual  cost 
involved.  Being  a physician  sponsored  organization,  the  Foundation  will 
provide  appropriate  assistance  to  benefit  professional  groups  and 
hospitals. 

For  those  hospitals  that  have  developed  their  own  norms  and  standards, 
the  Foundation's  system  will  provide  the  following  services: 

1.  Design  an  abstract  to  collect  essential  information  that  will 
meet  the  needs  of  the  UR  committee. 

2.  Screen  each  case  against  norms  and  standards  through  the  computer 
and  report  only  exception  cases  to  the  UR  committee  for  review. 

3.  Provide  a series  of  periodical  reports  desired  by  the  UR  committee 
for  research,  education,  updating  norms  and  standards  and  any 
other  purposes. 

For  those  hospitals  that  have  not  yet  developed  their  own  norms  and 
standards,  the  Foundation's  system  will  provide  the  following  services: 

1.  Design  an  abstract  to  collect  essential  information  that  will 
produce  the  necessary  data  for  developing  norms  and  standards. 

2.  Collect  and  analyze  the  data  at  appropriate  times  in  order  to 
assist  the  UR  committee  in  developing  their  own  norms  and 
standards. 

3.  Screen  each  case  against  the  norms  and  standards  to  obtain 
information  pertaining  to  the  exceptions. 


4.  Analyze  the  result  of  item  (3)  and  provide  analysis  to  the  UR 
committee  for  studying  the  appropriateness  of  the  newly 
developed  norms  and  standards. 

5.  Screen  each  case  against  the  norms  and  standards  through  the 
computer  and  report  only  exception  cases  to  the  UR  committee 
for  review. 

6.  Provide  a series  of  periodical  reports  desired  by  the  UR  committee 
for  research,  education,  updating  norms  and  standards,  and 

other  purposes. 

One  of  the  Foundation's  major  objectives  is  to  develop  a productive, 
cooperative  relationship  between  professional  groups  and  hospitals.  The 
PSRO  legislation  offers  physicians  the  first  opportunity  of  establishing 
and  operating  review  organizations,  excluding  all  others.  Support  of  the 
Tennessee  Foundation  for  Medical  Care  will  benefit  every  physician  member 
and  the  control  of  medical  review  data  will  remain  under  the  jurisdiction 
of  physicians. 

* * * * 

INFANT  MORTALITY  HITS  RECORD  LOW  ...  The  U.S.  infant  mortality  rate  in 
1972  was  the  lowest  ever  recorded  in  this  country,  18.2  per  1,000  live 
births,  according  to  a recent  article  in  American  Medical  News. 

While  the  new  low  figure  is  encouraging,  the  article  reminds  once 
again  that  infant  mortality  is  not  the  best,  nor  even  a very  good 
indicator  of  the  efficacy  of  a nation's  health  delivery  system.  The  rate 
has  been  dropping  steadily  for  years,  and  is  continuing  to  drop.  In 
July,  1973,  the  latest  month  for  which  figures  are  available,  it  stood 
at  16.7 

"For  the  most  part,  infant  mortality  rates  reflect  social,  not 
medical,  problems.  Poverty,  malnutrition,  poor  housing,  low  education 
levels,  and  racial  or  ethnic  differences  can  be  correlated  with  infant 
death  rates. " 

"Nevertheless,  there  it  is:  An  infant  mortality  rate  chart  line  that 

resembles  a downhill  run  on  a ski  slope.  Something  good  is  happening." 

As  recently  as  1950,  the  U.S.  infant  mortality  rate  was  a discouraging 
29.2  per  1,000  live  births.  In  most  years  since  then,  it  has  gone 
steadily  downward.  The  article  is  based  on  statistics  from  the  National 
Center  for  Health  Statistics,  a division  of  the  U.S.  Public  Health 
Service. 

* * ❖ * 


INCORRECT  ROUTING  OF  UNIFORM  INSURANCE  CLAIM  FORM  . . The  Health  Insurance 
Council  advises  that  claims  submitted  on  the  newly  developed  Uniform 
Health  Insurance  Claim  Form  are  sometimes  erroneously  routed  to  the  office 
of  the  Council.  This  has  occurred  due  to  the  fact  that  the  Council's 
name  and  address  is  on  the  back  of  some  printers'  versions  of  the  Uniform 
COMB-1  form  despite  instructions  to  the  contrary  on  the  form.  The  Health 
Insurance  Council  is  not  an  insurance  company  nor  does  it  administer 
benefit  payments.  The  Council  is  an  insurance  organization  similar  to 
medical,  dental  and  hospital  societies  and  associations.  Benefit  payments 
are  unnecessarily  delayed  when  forms  are  sent  to  the  Council  either  by 
the  providers  of  service  or  by  patients. 


MONEY  TALKS  . • . Out  of  $8,449,000  contributed  to  all  Congressional 
candidates  during  the  1972  elections,  $3,633,000  or  40%  came  from  Labor 
Union  committees,  according  to  Common  Cause. 


ARE  YOU  ALL  SET? 

139th  Annual  Meeting 
April  10-13, 1974 
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Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  139TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 


General  Information 

The  official  program  contains  detailed  informa- 
tion on  the  1974  annual  meeting  of  the  Tennessee 
Medical  Association,  conducted  in  Gatlinburg, 
Tennessee,  April  10-11-12-13,  1974. 

❖ Registration 

The  registration  desk  will  be  located  in  the 
Gatlinburg  Auditorium  in  the  lobby  between  the 
exhibit  hall  and  the  main  auditorium.  All  mem- 
bers, visiting  speakers,  interns,  residents,  exhibi- 
tors, and  guests  are  urged  to  register.  Admission 
to  all  meetings  and  sessions,  and  to  the  exhibits 
is  by  a badge  secured  at  the  registration  desk. 
THERE  IS  NO  REGISTRATION  FEE. 

Programs  for  all  activities  during  the  Annual 
Meeting  are  available  at  the  registration  desk. 
Those  eligible  to  register  are:  Members  of  the 
Tennessee  Medical  Association;  physicians  from 
other  states  who  are  members  of  their  respective 
state  medical  associations;  residents,  interns,  med- 
ical students  and  guests. 

Registration  Hours 

(All  times  are  Eastern 
Daylight  Time) 

Wednesday,  April  10,  10:00  A.M. 

(Special  registration  for  mem- 
bers of  the  House  of  Delegates 
from  10:00  A.M.  to  5:00  P.M.) 
(Advance  registration  for  ex- 
hibitors and  early  arrivals 
after  4:00  P.M.) 

Thursday,  April  11  8:00  A.M.  to  5:00  P.M. 

Friday,  April  12  8:00  A.M.  to  5:00  P.M. 

Saturday,  April  13  8:00  A.M.  to  2:00  P.M. 

$ Annual  Meeting  Headquarters 

Headquarters  are  located  in  the  Auditorium  in 
Gatlinburg,  where  many  activities  are  scheduled. 
The  specialty  societies  will  conduct  their  meetings 
concurrently  with  TMA  in  Gatlinburg.  These  and 
other  activities  will  be  conducted  in  the  Audi- 
torium; the  Riverside  Motor  Lodge;  River  Terrace 
Motel;  Holiday  Inn;  the  Royal  Townhouse  Motor 
Inn;  and  the  Mountain  View  Hotel.  The  locations 
where  specialty  societies  are  meeting  outside  of 
the  Auditorium  are  listed  in  this  program  under 
the  “Days”  that  the  various  societies  are  scheduled 
to  meet.  The  Woman’s  Auxiliary  activities  will  be 
conducted  entirely  in  the  Mountain  View  Hotel. 
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♦ TMA  Headquarters  Offices 

The  TMA  headquarters  offices  will  be  located 
during  the  meeting  at  the  rear  of  the  Auditorium. 
The  rooms  where  the  offices  are  located  will  be 
adequately  identified  by  signs. 

A member  of  the  staff  will  be  available  to 
assist  you  at  all  times.  Members  of  the  House  of 
Delegates,  Officers,  and  Reference  Committee 
Chairmen  can  secure  secretarial  help  when  needed. 
Your  headquarters  office  staff  is  available  to  assist 
you  in  your  needs. 

J.  E.  Ballentine,  Executive  Director 
L.  Hadley  Williams,  Assistant  Executive  Di- 
rector 

Donald  H.  Alexander,  Executive  Assistant 
and  Field  Representative 
William  V.  Wallace,  Executive  Assistant 
John  R.  Coles,  Executive  Assistant,  Legisla- 
tion 

James  D.  Ingram,  Director,  Continuing  Med- 
ical Education 

Miss  Linda  Bass,  Administrative  Secretary 
Mrs.  Carolyn  Sandlin,  Records  and  Bookkeep- 
ing 

Miss  Mary  Hittinger,  Secretary 
Mrs.  Judy  Poe,  Seci’etary 
Miss  Judy  Smith,  Secretary 

♦ President’s  Reception  and 
Cocktail  Buffet  Dinner 

The  Presidents  Reception  will  present  a new 
innovation  beginning  at  6:30  P.M.  on  Friday  eve- 
ning, April  12,  at  the  Riverside  Motor  Lodge. 
The  Reception  will  be  in  conjunction  with  the 
presentation  of  awards  and  the  installation  of  the 
incoming  President.  Every  member  and  his  family 
attending  the  Annual  Meeting  is  invited  to  this 
affair. 

Following  the  Reception,  and  the  short  formal 
program,  there  will  be  an  enjoyable  cocktail  buffet 
dinner  (by  ticket).  A dance  will  be  sponsored 
following  dinner  for  your  late  evening  entertain- 
ment. The  dinner  and  dance  will  be  the  social 
highlight  of  the  meeting. 

♦ Communications ■— 

Emergency  Telephones 
Gatlinburg  436-5181  and  436-5182 

(Area  Code  615) 

A blackboard  will  be  placed  in  a conspicuous 
location  in  the  Auditorium  where  doctors’  calls 
will  be  listed.  PLEASE  CHECK  OFTEN  WITH 
THE  LISTINGS  ON  THE  CALL  BOARD.  The 
emergency  telephones  will  be  in  the  lobby  near 
the  registration  desk. 

♦ Specialty  Society  Luncheon  Tickets 

Tickets  to  specialty  society  banquets  and 
luncheons,  as  well  as  the  Woman’s  Auxiliary  af- 
fairs, can  be  obtained  from  Specialty  Societies 
respective  registration  desks.  PURCHASE  YOUR 
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TICKETS  AT  THE  TIME  OF  REGISTRATION. 
The  number  that  can  be  accommodated  is  limited. 

♦ House  of  Delegates 

The  first  session  of  the  House  of  Delegates 
will  be  held  on  Wednesday  afternoon,  April  10, 
beginning  at  4:00  P.M.  in  the  Gatlinburg  Audi- 
torium. The  second  session  will  be  held  on  Satur- 
day, April  13,  beginning  at  9:00  A.M.  in  the 
Auditorium.  Reference  Committees  will  meet  on 
Thursday,  April  11,  and  the  locations  of  the  Refer- 
ence Committee  rooms  are  listed  below.  Any  TMA 
member  may  appear  before  a Reference  Commit- 
tee to  testify  on  the  business  before  the  House  of 
Delegates. 

♦ Reference  Committee  Meeting 
Rooms — House  of  Delegates 

Reference  Committee  on  Constitution 

and  By-Laws  Auditorium— City 

Council  Room 

Reference  Committee  (A)  Auditorium- 

Mezzanine  Lecture  Hall 

Reference  Committee  (B)  Auditorium- 

Legion  Room 

Reference  Committee  (C)  River  Terrace 

Motel— Gold  Room 

Reference  Committee  (D)  River  Terrace 

Motel— Blue  Room 
(The  Reference  Committee  on  Outstanding 
Physician  of  the  Year  will  meet  in  the  TMA  offices 
on  Wednesday.) 

Reference  Committees  will  conduct  their  hear- 
ings beginning  at  9:00  A.M.  on  Thursday,  April 

11. 

♦ General  Meetings — TMA 

The  general  scientific  presentations  at  the  139th 
TMA  annual  meeting  will  be  presented  on  Friday 
morning,  April  12.  (See  complete  program  under 
the  “Days”  as  listed  herein.)  The  specialty  so- 
cieties meeting  concurrently  with  the  Tennessee 
Medical  Association  wall  conduct  their  scientific 
and  business  programs  on  April  11-12  and  13. 
Please  note  the  program  listing  the  scientific  meet- 
ings of  all  specialty  societies  each  day.  Every 
member  registered  is  welcome  to  attend  any 
scientific  meeting  of  the  specialty  societies.  Of 
special  interest  will  be  the  presentations  of  im- 
portance and  general  interest  by  guest  speakers 
on  Thursday,  Friday  and  Saturday,  April  11-13. 
Please  note  topics  and  outstanding  speakers  listed 
in  this  program. 

♦ Specialty  Societies 

Sixteen  specialty  societies  will  be  conducting 
their  meetings  concurrently  with  the  Tennessee 
Medical  Association  in  Gatlinburg.  Scientific  and 
business  sessions  of  the  specialty  societies  will  be 
held  on  April  11-12-13.  SEE  DETAILS  IN  THIS 
PROGRAM  LISTED  UNDER  EACH  OF  THE 


ABOVE  DATES  AND  UNDER  “ANNOUNCE- 
MENTS.” 

4 IF  Oman’s  Auxiliary 

The  Woman’s  Auxiliary  to  TMA  will  conduct 
all  sessions  of  its  annual  meeting  at  the  Mountain 
View  Hotel,  Gatlinburg.  The  registration  desk  of 
the  Auxiliary  will  be  located  in  the  lobby  of  the 
Mountain  View  Hotel,  and  all  committee  meetings, 
board  meetings  and  general  sessions  will  be  con- 
ducted in  the  designated  rooms  at  the  Mountain 
View  Hotel. 

❖ Exhibit  Attendance  Prize 

To  encourage  greater  physician  participation  in 
the  exhibits,  the  exhibit  committee  continues  a 
feature  for  1974.  TMA  will  be  giving  away  to  a 
lucky  physician,  a RCA  Portable  Color  Television, 
as  an  Exhibit  Attendance  Prize.  To  qualify,  each 
registered  physician  is  required  to  visit  a minimum 
of  thirty  technical  exhibitors.  The  drawing  will 
be  held  Saturday  (April  13)  afternoon  at  1:00 
P.M.  in  the  exhibit  area.  Instructions  for  partici- 
pating will  be  given  each  physician  at  the  time  of 
registration. 

4 Scientific  Exhibits 

Physicians  desiring  to  present  scientific  exhibits 
will  locate  these  in  the  exhibit  area  of  the  Gatlin- 
burg Auditorium. 

TECHNICAL  EXHIBITORS 

The  technical  exhibitors  will  be  located  in  the 
exhibit  hall  of  the  Auditorium.  They  may  be 
visited  each  day  of  the  Annual  Meeting  beginning 
on  Thursday,  April  11,  from  9:00  A.M.  until  5:00 
P.M. —and  continued  from  9:00  A.M.  until  5:00 
P.M.  on  Friday,  April  12.  The  exhibits  will  be 
open  from  9:00  A.M.  until  1:00  P.M.  on  Saturday, 
April  13. 

The  exhibitors  are  an  important  part  of  the 
139th  Annual  Meeting,  and  each  physician  is 
urged  to  spend  a part  of  his  time  visiting  and 
inspecting  the  products  and  services  of  the  ex- 
hibitors. The  exhibits  will  display  many  educa- 
tional features  of  medical  supply  and  the  latest 
developments  in  scientific  undertaking.  Also, 
many  exhibitors  will  be  presenting  them  services 
that  are  essential  to  the  practice  of  the  physician. 

Representatives  of  the  companies  listed  will 
be  on  hand  in  the  exhibit  hall  of  the  Auditorium 
each  day,  to  discuss  the  displays  which  will  be 
on  exhibit.  This  will  give  each  registrant  an  op- 
portunity to  discuss  products  and  services  dis- 
played with  the  trained  personnel  of  the  exhibit 
company  in  a relaxed  atmosphere  and  to  have  a 
leisurely  visit  with  the  local  detail  man  who  can 
normally  be  seen  only  between  patients. 

Visit  Exhibitors — Through  their  rental  of  exhibit 
space,  the  commercial  firms  have  greatly  assisted 
in  financing  the  1974  annual  meeting.  Every 
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physician  should  show  his  appreciation  by  visiting 
every  exhibit. 

All  physicians  will  find  their  time  well  spent  in 
visiting  exhibits  and  keeping  abreast  of  what  is 
new  and  useful.  YOUR  ATTENDANCE  IS 
URGED,  for  your  benefit  as  well  as  for  an  expres- 
sion of  cooperation  with  our  exhibitors. 


VISIT  THE  EXHIBITS 


All  scientific  meetings  will  be  recessed  twice  for 
thirty  minutes  on  each  day  to  give  doctors  an 
opportunity  to  visit  with  the  exhibitors. 

William  V.  Wallace 
Exhibits  Manager 


ABBOTT  LABORATORIES 
North  Chicago,  Illinois 

ACME  VISIBLE  RECORDS,  INC. 

Nashville,  Tennessee 

AMES  COMPANY 

DIV.  MILES  LABORATORIES,  INC. 

Elkhart,  Indiana 

ARNAR-STONE  LABORATORIES,  INC. 

Mt.  Prospect,  Illinois 

BLUE  CROSS-BLUE  SHIELD 
Chattanooga,  Tennessee 

BRISTOL  LABORATORIES 
Syracuse,  New  York 

COBBLY  NOB 
Gatlinburg,  Tennessee 

COCA-COLA,  INC. 

COMPUTER  SERVICENTERS,  INC. 
Birmingham,  Alabama 

DICTAPHONE  CORPORATION 
Rye,  New  York 

DOW  CHEMICAL 
Marietta,  Georgia 

DUNN-LEMLY-SIZER 
Nashville,  Tennessee 

ELI  LILLY  & COMPANY 
Indianapolis,  Indiana 

EMKO  COMPANY 
St.  Louis,  Missouri 

EQUITABLE  LIFE  ASSURANCE  SOCIETY 
Nashville,  Tennessee 

FARRINGER  & COMPANY 
Nashville,  Tennessee 

GEIGY  PHARMACEUITCALS 
Ardsley,  New  York 

GUILD  OPTICIANS  OF  TENNESSEE 
Nashville,  Tennessee 

HILLCREST  FOUNDATION 
Birmingham,  Alabama 

HOMEMAKERS  (UPJOHN) 

Knoxville,  Tennessee 

INTERNATIONAL  TRAVEL  ADVISORS,  INC. 
St.  Louis,  Missouri 

INVESTMENT  RETIREMENT  TRUST 
DENBY  BRANDON 
Memphis,  Tennessee 


Booth  44 
Booth  12 

Booth  14 

Booth  18 

Booth  7 

Booth  3 

Booth  21 
Booth  34 

Booth  48 

Booth  46 

Booth  39 

Booth  51 

Booth  36 

Booth  42 

Booth  22 

Booth  38 

Booth  26 

Booth  4 

Booth  6 

Booth  40 

Booth  29 

Booth  35 


IVES  LABORATORIES,  INCORPORATED 
New  York,  New  York 


Booth  19 


LANIER  BUSINESS  PRODUCTS 
Atlanta,  Georgia  Booth  17 

MEMPHIS  REGIONAL  MEDICAL  PROGRAM 
Memphis,  Tennessee  Booth  43 

NASHVILLE  SURGICAL  SUPPLY 
Nashville,  Tennessee  Booth  33 

ORTHO  PHARMACEUTICAL  CORP. 

Raritan,  New  Jersey  Booth  16 

PARKE,  DAVIS  & COMPANY 
Detroit,  Michigan  Booth  37 

PFIZER  LABORATORIES 

New  York,  N.Y.  Booth  13 

WILLIAM  P.  POYTHRESS  & COMPANY 
Richmond,  Virginia  Booth  25 

PROFESSIONAL  SYSTEMS  OF  NASHVILLE 
(PHYSICIANS  BUSINESS  BUREAU) 

Nashville,  Tennessee  Booth  41 

A.  H.  ROBINS  COMPANY 

Richmond,  Virginia  Booth  23 

ROCOM,  DIV.  OF  HOFFMANN-LaROCHE,  INC. 

Nutley,  New  Jersey  Booths  27  & 28 

W.  B.  SAUNDERS  COMPANY 
Philadelphia,  Pennsylvania  Booth  31 

SCHERING  CORPORATION 

Bloomfield,  NJ.  Booth  8 

SMITH,  REED,  THOMPSON  & ELLIS  COMPANY 
Nashville,  Tennessee  Booth  52 

SOUTH  CENTRAL  BELL  TELEPHONE  CO.  Booth  24 

SOUTHERN  MEDICAL  ASSOCIATION 
Birmingham,  Aalbama  Booth  30 

STUART  PHARMACEUTICAL  (ICI  AMERICAN  INC.) 
Wilmington,  Delaware  Booth  45 

TENNESSEE  FOUNDATION  FOR  MEDICAL  CARE,  INC. 
Nashville,  Tennessee  Booth  50 

UNIV.  OF  TENN.  CONTINUING  EDUCATION 
Memphis,  Tennessee  Booth  20 

UPJOHN  COMPANY 

Chamblee,  Georgia  Booth  11 

U.  S.  AIR  FORCE  RECRUITING  Booth  15 

WHITE  SURGICAL  SUPPLY  COMPANY 
Knoxville,  Tennessee  Booth  32 


Announcements 

SPECIAL  EVENTS 
AND 

FEATURES 

★ ★ ★ 

PRESIDENT’S  RECEPTION 
AND  COCKTAIL  BUFFET  DINNER 

FRIDAY,  APRIL  12-8:00  P.M. 
Reception— 6:30  P.M. 
Sponsored  by  TMA 

Morse  Kochtitzky,  M.D.,  President, 
Presiding 

Introduction  of  President-Elect— 

E.  Kent  Carter,  M.D. 
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Presenting  the  Distinguished  Service  Awards  By: 
J.  Kelley  Avery,  M.D.,  Chairman,  Board  of 
Trustees 

The  Presidents  Reception  prior  to  the  presenta- 
tions is  for  TMA  members,  their  wives  and 
guests  attending  the  Annual  Meeting. 
Following  the  introduction  of  the  incoming  Presi- 
dent, and  the  presentation  of  special  awards, 
members,  their  wives,  guests  and  friends,  are 
urged  to  attend  the  cocktail  buffet  dinner  (by 
ticket).  Following  dinner,  there  will  be  dancing 
to  the  music  of  Jerry  Collins  and  His  Orchestra 
for  your  late  evening  entertainment. 

★ ★ ★ 

Public  Health  Council 

The  meeting  of  the  Public  Health  Council  will 
be  held  in  the  meeting  room  at  the  Royal  Town- 
house  Motor  Inn  on  Friday,  April  12.  The  meeting 
will  begin  at  10:00  A.M.  Members  of  the  Public 
Health  Council  will  be  advised  of  other  details  of 
the  meeting. 

★ ★ ★ 

Please  Reserve  Luncheon  Tickets  Early 

A number  of  the  specialty  societies  meeting  with 
TMA  will  sponsor  luncheons  during  the  Meeting. 

PLEASE  MAKE  RESERVATIONS  FOR 
LUNCHEONS  YOU  ARE  PLANNING  TO  AT- 
TEND. (These  should  be  made  with  the  secretary 
of  the  respective  specialty  society.) 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF 
SURGEONS 
Thursday,  April  11,  1974 

12:00  Noon 

COUNCIL  LUNCHEON 
Steak  Room  Shoney’s  Restaurant 

★ ★ ★ 

COLOR  TV-PRIZE 

Don’t  forget  to  obtain  your  instructions  and  card 
to  be  punched  by  the  exhibitors  so  that  you  will 
have  a chance  on  the  drawing  for  the  portable 
color  television.  The  drawing  will  be  held  Satur- 
day Afternoon,  April  13.  Complete  details  can 
be  obtained  at  the  registration  desk. 

★ ★ ★ 

MEDICINE  & RELIGION 
COMMITTEE  BREAKFAST 
Saturday,  April  13 
7:00  A.M. 

Whaley  Hall 
Riverside  Motor  Lodge 

The  speaker  will  be  Robert  A.  Hingson,  M.D., 
Pittsburgh,  Pennsylvania.  For  the  last  six  years, 
he  has  been  Professor  of  Public  Health  and 
Anesthesiology  at  the  University  of  Pittsburgh. 

★ ★ ★ 


Tennessee  Chapter — American 
College  of  Surgeons — Banquet 

The  Tennessee  Chapter  of  the  American  College 
of  Surgeons  will  conduct  their  Social  Hour  at  6:30 
P.M.,  followed  by  a banquet  on  Thursday  evening, 
April  11  in  the  Panoram  Room  of  the  River  Ter- 
race Motel. 

TMA  MEMBERS  AND  THEIR  GUESTS  ARE 
INVITED  TO  ATTEND  THE  SOCIAL  HOUR 
AND  BANQUET.  Entertainment  will  be  by  the 
University  of  Tennessee  singers.  Dancing  will  fol- 
low with  music  by  the  Jerry  Collins  Orchestra. 


NOTICE 

(First  Session) 

HOUSE  OF  DELEGATES 
Wednesday,  April  10 
Auditorium 
Gatlinburg 
4:00  P.M. 


★ ★ ★ 

NOTICE 

Scientific  Presentations 

The  scientific  presentations  of  all  the  specialty 
societies  meeting  concurrently  with  the  Tennessee 
Medical  Association,  are  open  to  all  physicians 
registered  at  the  Annual  Meeting.  Attend  the 
meeting  of  your  choice. 

Technical  Exhibits 

The  technical  exhibits  are  located  in  the  exhibit 
hall  in  the  Auditorium.  They  are  open  daily  at 
9:00  A.M. 

TMA  Board  of  Trustees  Meeting 

The  TMA  Board  of  Trustees  will  meet  Wednes- 
day, April  10,  at  11:00  A.M.,  place  to  be  an- 
nounced. The  Board  will  also  meet  immediately 
following  the  adjournment  of  the  House  of  Dele- 
gates on  Saturday,  April  13. 

★ ★ ★ 

Tennessee  Chapter — American 
Association  of  Public 
Health  Physicians 
Thursday,  April  11,  1974 
Espalier  Room 
Riverside  Motor  Lodge 
10:00  A.M. 

Business  Meeting 

★ ★ ★ 
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IMPACT  BREAKFAST 

FRIDAY,  APRIL  12,  1974 

7:30  A.M. 

Panoram  Room — River  Terrace  Motel 

★ ★ ★ 

Woman’s  Auxiliary  to  the 
Tennessee  Medical  Association 

46th  Animal  Convention 
April  10-11-12,  1974 

Mountain  View  Hotel 

Gatlinburg 

The  Woman’s  Auxiliary  to  the  TMA  will  con- 
duct all  sessions  of  its  annual  meeting  at  the 
Mountain  View  Hotel.  The  registration  desk  of 
the  Auxiliary  will  be  located  in  the  Mountain  View 
Hotel  and  all  committee  meetings  and  board  meet- 
ings will  be  conducted  in  designated  rooms  at 
the  Mountain  View. 

★ ★ ★ 

Arts  and  Crafts  Exhibit  and 
AMA-ERF  Gift  Shop 

The  Arts  and  Crafts  Exhibit  of  the  Woman’s 
Auxiliary  will  be  located  in  the  Arrowcraft  Shop 
off  the  Lobby  in  the  Mountain  View  Hotel.  Arts 
and  Crafts  will  be  accepted  Wednesday  morning, 
April  10,  from  10:00  A.M.  until  12:00  noon,  and 
Wednesday  afternoon  from  2:00-5:00  P.M.  Doctors 
and  their  families  are  urged  to  participate  in  the 
exhibit.  The  Gift  Shop  will  be  located  with  the 
Exhibit.  Items  for  sale  will  be  donated  by  local 
auxiliaries  to  augment  Tennessee’s  contribution  to 
the  AMA-ERF  Fund. 

. PROGRAM 

Wednesday,  April  10, 
1974 

★ ★ ★ 


4:00  P.M. 

HOUSE  OF  DELEGATES 
First  Session 

Auditorium 


* ★ ★ 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

Mountain  View  Hotel 

10:00  A.M. -12:00  NOON 

Meeting  of  Finance  and  Revisions  Committees — 
President’s  Suite 

12:30-2:00  P.M. 

Luncheon  and  Pre-Convention  Board  Meeting — 
Main  Dining  Room 

2:00-4:00  P.M. 

Meeting  of  Awards  Committee — 
President’s  Suite 

2:00-5:00  P.M. 

Registration,  Lobby 
Hospitality  Room,  Lobby 
Entries  Accepted  for  Arts  and  Crafts 
AMA-ERF  Gift  Shop,  County  Scrapbooks, 
Doctors’  Day  Scrapbooks 

PROGEtAM 

Thursday,  April  11,  1974 

SPECIALTY  SOCIETIES 

★ ★ ★ 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF 
SURGEONS 

12:00  NOON 

COUNCIL 

Luncheon  Meeting 

Steak  Room  Shoney’s  Restaurant 

GENERAL  MEETING 

Auditorium 

(All  physicians  attending  the  TMA  meeting  are 
invited  to  attend  the  scientific  sessions  of  the 
Tennessee  Chapter,  American  College  of  Surgeons.) 

SCIENTIFIC  PROGRAM 

John  L.  Sawyers,  M.D.,  President,  Presiding 

1:15  P.M. 

“Management  of  Lymphedema  of  the  Lower  Ex- 
tremity” 

Rv:  W.  Andrew  Dale,  M.D.,  F.A.C.S.,  Nashville 
1:30  P.M. 

“Traumatic  Rupture  of  the  Diaphragm” 

By:  Calvin  Morgan,  M.D.,  Johnson  City 
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1:45  P.M. 

“Adult  Respiratory  Distress  Syndrome” 

By:  Clarence  S.  Thomas,  Jr.,  M.D.,  F.A.C.S., 
Nashville 

2:00  P.M. 

“Major  Hepatic  Resection  in  Children” 

By:  Charles  E.  Martin,  M.D.,  John  H.  Foster, 
M.D.,  F.A.C.S.,  and  George  Holcomb,  M.D., 
F.A.C.S.,  Nashville 

2:15  P.M. 

“Neoplasms  Involving  the  Chest  Wall  in  Child- 
hood” 

By:  David  P.  Hall,  M.D.,  F.A.C.S.,  Chattanooga 
2:30  P.M. 

“Bilateral  en  bloc  Cadaveric  Renal  Homograft 
Retrieval”  (Movie) 

By:  Robert  E.  Richie,  M.D.,  F.A.C.S.,  M.  P. 
Kaplan,  M.D.,  and  H.  K.  Johnson,  M.D., 
Nashville 

3:00  P.M. 

INTERMISSION— VISIT  EXHIBITS 

3:30  P.M. 

“The  Clinical  Measurement  of  Gastroesophageal 
Reflux:  Techniques  and  Applications” 

By:  Daryl  Fischer,  M.D.  and  Harvey  Bender, 
M.D.,  F.A.C.S.,  Nashville 

3:45  P.M. 

“Current  Trends  in  Duodenal  Ulcer  Operations” 
By:  J.  Lynwood  Herrington,  Jr.,  M.D., 
F.A.C.S.,  Nashville 

4:00  P.M. 

GUEST  LECTURE 

C.  Rollins  Hanlon,  M.D.,  F.A.C.S. 
Director,  American  College  of  Surgeons, 
Chicago,  Illinois 

4:45  P.M. 

BUSINESS  MEETING 

5:00  P.M. 

Adjourn 

7:00  P.M. 

SOCIAL  HOUR  AND  BANQUET 

Panoram  Room  River  Terrace  Motel 

Entertainment:  University  of  Tennessee  Singers, 
followed  by  dancing  to  the  music  of  the  Jerry 
Collins  orchestra. 

TMA  members  and  their  guests  are  invited  to  at- 
tend the  Social  Hour  and  Banquet.  Make  reserva- 
tions early.  Tickets  available  at  registration  desk. 


TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 
AND 

TENNESSEE  PEDIATRIC  SOCIETY 

THURSDAY,  APRIL  11,  1974 
Whaley  Hall  Riverside  Motor  Lodge 

INTRODUCTION 

Eugene  M.  Regen,  Sr.,  M.D.,  Nashville 
9:10-9:20  A.M. 

The  Orthopaedic  Problems  Confronting  the 
Pediatrician” 

By:  Sidney  S.  Whitaker,  Jr.,  M.D.,  Bristol 

9:20-9:40  A.M. 

Bone  and  Joint  Infections” 

By:  Paul  P.  Griffin,  M.D.,  Nashville 

9:40-9:50  A.M. 

DISCUSSION 

9:50-10:50  A.M. 

PANEL  DISCUSSION 

“Hip  Joint  Problems  in  the  Child” 

Moderator:  Alvin  J.  Ingram,  M.D.,  Memphis 
Panelists:  (To  be  announced) 

10:50-11:10  A.M. 

COFFEE  BREAK  AND 
EXHIBIT  PERUSAL 

11:10  A.M.-12:10  P.M. 

PANEL  DISCUSSION 

“Foot  Problems  in  the  Child” 

Moderator:  Paul  P.  Griffin,  M.D.,  Nashville 
Panelists:  Robert  C.  Coddington,  M.D. 

Chattanooga 

S.  Benjamin  Fowler,  M.D. 
Nashville 

Alvin  J.  Ingram,  M.D. 

Memphis 

12:10-1:15  P.M. 

LUNCH 

★ ★ ★ 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 

1:15-1:45  P.M. 

“The  Role  of  Intraarticular  Drug  Treatment  in 
Rheumatoid  Arthritis” 

By:  Arthur  L.  Brooks,  M.D.,  Nashville 

1:45-2:00  P.M. 

DISCUSSION 
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2:00-3:00  P.M. 

HAND  PANEL 

“Restoration  of  Structure  and  Function” 
Moderator:  Lee  W.  Milford,  Jr.,  M.D. 

Memphis 

Panelists:  Frank  E.  Jones,  III,  M.D. 

Nashville 

Elvis  J.  Justis,  Jr.,  M.D. 

Memphis 

George  M.  Stevens,  III,  M.D. 

Oak  Ridge 

3:00-3:15  P.M. 

COFFEE  BREAK 

3:15-4:00  P.M. 

“Acupuncture — Yes  or  No?” 

Moderator:  Paul  S.  Crane,  M.D. 

Nashville 

Panelists:  Eugene  M.  Regen,  Jr.,  M.D. 

Nashville 

Harry  Abram,  M.D. 

Nashville 

4:00-4:10  P.M. 

DISCUSSION 

4:10-4:30  P.M. 

“Knee  Arthroplasty” 

By:  S.  Benjamin  Fowler,  M.D.,  Nashville 
4:30-4:40  P.M. 

DISCUSSION 

6:30  P.M. 

HOSPITALITY  HOUR 

Pearl  Dining  Room  Riverside  Motor  Lodge 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY 

THURSDAY,  APRIL  11,  1974 
12:00  NOON 
LUNCHEON 

Room  A Holiday  Inn 

12:50  P.M. 

SCIENTIFIC  PROGRAM 

Room  B Holiday  Inn 

Meeting  Called  To  Order 
By:  Allen  G.  Lawrence,  Jr.,  M.D.,  President 

1:00  P.M. 

“A deno cystic  Carcinoma  of  the  Lids” 

By:  M.  Kent  Moore,  M.D.  and  Denis  O’Day, 
M.D.,  Nashville 

1:10  P.M. 

“Sensory  Adaptations  in  Esotropia” 

By:  James  Wilson,  Jr.,  M.D.,  Memphis 
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1:25  P.M. 

GUEST  SPEAKER 

“Diagnosis  and  Management  of  Orbital  Lesions”— 
Part  I 

By:  Stephen  L.  Trokel,  M.D.,  New  York 
2:30  P.M. 

INTERMISSION— VISIT  EXHIBITS 

2:45  P.M. 

“A  Simplified  Cross-Reference  Filing  System” 

By:  James  T.  Alexander,  M.D.,  Chattanooga 

3:00  P.M. 

“Metastatic  Neuroblastoma  to  the  Orbit” 

By:  Lee  R.  Minton,  M.D.,  Nashville 

3:15  P.M. 

“Complications  of  Cataract  Surgery” 

By:  William  M.  Sams,  M.D.  and  Roger  Hiatt, 
M.D.,  Memphis 

3:30  P.M. 

“Ophthalmoscopic  Findings  in  Premature  and 
Full-term  Infants” 

By:  Richard  T.  Coppolitti,  M.D.,  M.  Kent 
Moore,  M.D.  and  James  H.  Elliott,  M.D., 
Nashville 

★ ★ ★ 

TENNESSEE  DISTRICT  BRANCH— 
AMERICAN  PSYCHIATRIC 
ASSOCIATION 

THURSDAY,  APRIL  11,  1974 
Huff  House,  Upper  Level  Mountain  View  Hotel 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

“The  Current  Status  of  Crisis  Intervention” 

By:  John  P.  Spiegel,  M.D.,  President-Elect, 
American  Psychiatric  Association 

9:45  A.M. 

“The  Current  Status  of  Group  Therapy” 

By:  Jacob  Christ,  M.D.,  Clinical  Associate  Pro- 
fessor of  Psychiatry,  Emory  University,  At- 
lanta, Georgia 

10:30  A.M. 

“The  Current  Status  of  Family  Therapy” 

By:  Alfred  A.  Messer,  M.D.,  Professor  of 
Psychiatry,  Emory  University,  Atlanta, 
Georgia 

11:15-11:30  A.M. 

INTERMISSION— VISIT  EXHIBITS 
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11:30  A.M. 

PANEL  DISCUSSION 

“The  Contributions  of  Crisis,  Group  and  Family 
Therapies  to  the  Practice  of  Individual  Psycho- 
therapy” 

12:30  P.M. 

LUNCHEON 

Dogwood  Room  Mountain  View  Hotel 

GUEST  SPEAKER 

“Problems  Confronting  the  APA  & American 
Psychiatry” 

By:  John  P.  Spiegel,  M.D. 

2:00  P.M. 

BUSINESS  MEETING 

6:30  P.M. 

SOCIAL  HOUR,  BANQUET 
AND  ENTERTAINMENT 

Dogwood  Room  Mountain  View  Hotel 

★ ★ ★ 

TENNESSEE  CHAPTER— 
AMERICAN  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

THURSDAY,  APRIL  11,  1974 
Espalier  Room  Riverside  Motor  Lodge 

PROGRAM 

10:00  A.M. 

BUSINESS  MEETING 
★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

THURSDAY,  APRIL  11,  1974 
Mountain  View  Hotel 

PROGRAM 

8:00  A.M.-4:30  P.M. 

Registration — Lobby;  Hospitality — Lobby;  Arts 
and  Crafts — Pine  Room;  AMA-ERF  Gift  Shop — 
Arrowcraft  Shop 

8:00-9:00  A.M. 

INTERFAITH  BREAKFAST 

Mrs.  Charles  Prater — Presiding 
Dogwood  Room 

9:00  A M. -12: 00  NOON 

GENERAL  SESSION 

Laurel  Room 


12:15-2:00  P.M. 

Luncheon  Honoring  National  Guests, 

Past  Presidents,  Health  Project  Winners, 
Presentation  of  Gavels 
Dogwood  Room 

2:00-4:30  P.M. 

GENERAL  SESSION 

Installation  of  Officers 
Laurel  Room 

8:00-10:00  P.M. 

Open  House — Honoring  New  Auxiliaries 
President’s  Suite 

(All  Auxilians  and  Husbands  Invited) 

PROGRAM 
Friday,  April  12, 1974 

IMPACT  BREAKFAST 

Panoram  Room  River  Terrace  Motel 

7:30  A.M. 

Program 


IMPACT  Guest  Speaker 


Nat  T.  Winston,  M.D. 


Highlighting  this  year’s  IMPACT  (Independent 
Medicine’s  Political  Action  Committee— Tennessee) 
Breakfast  as  guest  speaker  will  be  Dr.  Nat  T. 
Winston.  Truly  a man  with  many  talents,  he  can 
be  described  as  a successful  businessman,  tireless 
political  worker,  plain-talking  psychiatrist,  innova- 
tive administrator  and  self-taught  musician. 

A psychiatrist  and  former  Tennessee  Commis- 
sioner of  Mental  Health,  he  presently  is  vice- 
president  of  Hospital  Affiliates,  Inc.,  a publicly- 
owned  corporation  that  owns  or  manages  48  hospi- 
tals throughout  the  nation. 
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With  his  approach  to  “people  politics”  he  spear- 
headed Bill  Brock’s  race  against  Albert  Gore  in 
1970,  and  later  in  1972  he  shared  his  campaign 
talents  on  behalf  of  President  Nixon,  Senator 
Howard  Baker,  and  with  Robin  Beard  in  his  upset 
victory  of  a ten-year  incumbent  congressman. 

A native  East-Tennessean,  he  taught  himself  to 
play  the  banjo  and  today  holds  tire  distinction  of 
being  one  of  the  few  non-professional  musicians  to 
have  a “Gold  Record,”  achieved  by  selling  over 
one  million  copies.  He  has  used  this  musical 
prowess  in  fund  raising  campaigns  while  serving 
as  state  chairman  of  the  Cancer  Crusade  and 
Christmas  Seals  Honorary  Chairman  for  the  Ten- 
nessee Lung  Association  in  1973. 

TMA  General  Program 

Auditorium 

Presiding:  O.  M.  McCallum,  M.D.  Henderson 
Chairman,  Program  Committee 
Tennessee  Medical  Association. 


9:00  A.M. 

“The  Immuno  Poietec  Apparatus  and  the  Vari- 
ous Levels  of  Immunologic  Reaction” 

By:  Phillip  Lieberman,  M.D. 

Chief,  Section  of  Allergy  and  Immu- 
nology 

University  of  Tennessee  College  of 
Medicine 
Memphis 

“Things  Gone  Haywire” 

By:  John  S.  Johnson,  M.D. 

Head,  Division  of  Rheumatology 
Scripps  Clinic  and  Research  Foundation 
La  Jolla,  California 

“The  Body’s  Watchdog — -Tumor  Surveillance” 

By:  John  L.  Ziegler,  M.D. 

Chief,  Hematology  and  Supportive  Care 
Branch 

Medical  Oncology  Area 
National  Cancer  Institute 
Bethesda,  Maryland 

“PSRO  Up-Date” 

By:  Robert  B.  Hunter,  M.D. 

Sedro  Woolley,  Washington 
Member,  Board  of  Trustees, 

American  Medical  Association 

Visit  Exhibits 


TMA  Guest  Speaker 


Phillip  Lieberman,  M.D. 

Chief,  Section  of  Allergy 
and  Immunology 
University  of  Tennessee 
College  of  Medicine, 

Memphis 

SUBJECT:  “The  Immuno  Poietec  Apparatus 
and  the  Various  Levels  of  Immu- 
nologic Reaction” 

Dr.  Lieberman  is  a prominent  educator-author 
in  the  field  of  allergy-immunology.  His  writings 
are  found  in  leading  medical  journals  and  his  re- 
search abstracts  have  been  presented  at  national 
medical-specialty  association  meetings. 

An  undergraduate  of  Tulane  University,  he 
received  his  M.D.  degree  in  1965  from  the  Uni- 
versity of  Tennessee  College  of  Medicine  where  he 
now  holds  the  position  of  Assistant  Professor  and 
Chief,  Section  of  Allergy  and  Immunology.  A 
native  Tennessean,  he  completed  his  internship 
and  residency  training  at  the  City  of  Memphis 
hospitals  after  which  he  received  a Fellowship  in 
Allergy  and  Immunology  at  Northwestern  Uni- 
versity. 

He  is  an  active  member  in  the  American  Federa- 
tion for  Clinical  Research,  a Fellow  in  the  Ameri- 
can College  of  Allergy,  and  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
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TMA  Guest  Speaker 


John  S.  Johnson,  M.D. 

Scripps  Clinic  and 
Research  Foundation 
La  Jolla,  California 

SUBJECT:  “Things  Gone  Haywire” 

An  outstanding  authority  in  Rheumatology,  Dr. 
Johnson  began  his  medical  career  at  Vanderbilt 
University  School  of  Medicine  where  he  graduated 
with  the  M.D.  degree  in  1961.  He  was  an  A.R.A. 
Postdoctoral  Fellow  in  Medicine  at  the  University 
of  Rochester,  and  later  became  Senior  Investigator, 
Immunology  Section,  National  Institute  of  Health 
in  Bethesda,  Maryland.  He  is  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a researcher 
in  immunochemistry,  and  currently  serves  as  Head, 
Division  of  Rheumatology,  Scripps  Clinic  and  Re- 
search Foundation,  Lajolla,  California. 


TMA  Guest  Speaker 


John  L.  Ziegler,  M.D. 
National  Cancer  Institute 
Bethesda,  Maryland 


SUBJECT:  “The  Body’  s Watchdog-Tumor 
Surveillance” 


A noted  international  leader  in  cancer  research 
and  treatment,  Dr.  Ziegler  is  currently  serving  as 
Chief,  Hematology  and  Supportive  Care  Branch, 
Medical  Oncology  Area,  at  the  National  Cancer 
Institute.  He  previously  served  as  Director  of 
Lymphoma  Treatment  Center  at  Makerere  Univer- 
sity Medical  School  and  Director  of  Uganda  Can- 
cer Institute.  A senior  surgeon  in  the  United  States 
Public  Health  Service  (active).  Dr.  Ziegler  was 
the  recipient  of  the  U.S.P.H.S.  Commendation 
Medal  in  1969,  and  in  1972  received  the  Albert 
Lasker  Award  for  his  outstanding  contribution  in 
tumor  treatment  by  chemotherapy. 

A native  New  Yorker,  he  received  an  undergrad- 
uate degree  from  Amherst  College  and  the  M.D. 
degree  from  Cornell  University  Medical  College. 


TMA  Guest  Speaker 


Robert  B.  Hunter,  M.D. 

American  Medical 
Association 
Board  of  Trustees 

SUBJECT:  “PSRO  Up-Date” 

Robert  B.  Hunter,  M.D.,  Sedro  Woolley, 
Washington,  was  elected  to  the  American  Medical 
Association’s  Board  of  Trustees  in  1971.  He  be- 
came a member  of  the  AMA  Board  after  serving 
as  a Delegate  to  AMA  from  the  Washington  State 
Medical  Association.  In  1973,  he  was  appointed 
to  the  National  Advisory  Council  on  PSRO,  which 
was  created  to  advise  the  Department  of  HEW  on 
the  implementation  of  Professional  Standards  Re- 
view Organizations. 

Dr.  Hunter  is  in  general  practice  and  also  does 
general  surgery.  He  is  a former  president  of  his 
county  medical  society,  the  Washington  State 
Medical  Association,  and  a faculty  member  of  the 
University  of  Washington  School  of  Medicine.  A 
native  of  California,  he  earned  an  undergraduate 
degree  from  the  University  of  Washington,  and 
the  M.D.  degree  from  the  University  of  Pennsyl- 
vania Medical  School  in  1943. 
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The  President’s  Reception 
and 

COCKTAIL  BUFFET 
DINNER 

* * ★ 

FRIDAY,  APRIL  12,  1974 

Pearl  Dining  Room 

And  Riverside  Motor  Lodge 

Whaley  Hall 

President’s  Reception  6:30  P.M. 

Installation  of  the  Incoming  President  .7:15  P.M. 

Cocktail  Buffet  Dinner  (By  ticket)  8:00  P.M. 

Dancing 9:15  P.M. 

To  the  Music  of  Jerry  Collins 
And  His  Orchestra 

★ ★ ★ 

Events  Include 

★ Installation  of  the  Incoming  President 

★ Presenting  the  Distinguished  Service  Award 

★ Music  and  Dancing 

★ ★ ★ 

Obtain  Tickets  at  Registration 
Desk  in  the  Auditorium 

★ ★ ★ 

SPECIALTY  SOCIETIES 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 
AMD 

TENNESSEE  NEUROSURGICAL  SOCIETY 

FRIDAY,  APRIL  12,  1974 
Legion  Room  Auditorium 

1:00-2:00  P.M. 

PANEL  DISCUSSION 

“Fracture  Dislocations  of  the  Dorsolumbar  Spine 
with  Residual  Neurologic  Function” 

Moderator:  Arthur  L.  Brooks,  M.D.,  Nashville 

Panelists:  Lewis  D.  Anderson,  M.D. 

Memphis 


Donald  L.  Gaines,  M.D. 

Nashville 

Charles  W.  Emerson,  Jr.,  M.D. 
Nashville 

Ray  W.  Hester,  M.D. 

Nashville 

2:00-4:00  P.M. 

PANEL  DISCUSSION 

“Unsolved  Low  Back  Pain  Problems” 

Moderator:  Eugene  M.  Regen,  Jr.,  M.D. 
Nashville 

Panelists:  Jorge  A.  Picaza,  M.D. 

Memphis 

Cully  A.  Cobb,  Jr.,  M.D. 

Nashville 

Fred  P.  Sage,  M.D. 

Memphis 

4:00  P.M. 

BUSINESS  MEETING 

(Tennessee  Neurosurgical  Society  Only) 

★ ★ ★ 

TENNESSEE  STATE  OBSTETRICAL 
AND  GYNECOLOGICAL  SOCIETY 

FRIDAY,  APRIL  12,  1974 

Panoram  Room  River  Terrace  Motel 

12:00  NOON 

COCKTAILS  AND  LUNCHEON 

1:00  P.M. 

SCIENTIFIC  PROGRAM 

“Anesthesia  For  Cesarean  Section” 

By:  John  I.  Fishburne,  M.D.,  Associate  Professor 
of  Obstetrics  and  Gynecology  and  Associate 
Professor  of  Anesthesiology,  University  of 
North  Carolina  School  of  Medicine,  Chapel 
Hill 

“Out  Patient  Diagnosis  and  Management  of  Intra- 
Epithelial  Cervical  Neoplasia” 

By:  G.  William  Bates,  M.D.,  Assistant  Profes- 
sor, University  of  Tennessee  Memorial  Re- 
search Center  and  Hospital,  Knoxville 
“Continuous  Caudal  Anesthesia  in  Obstetrical 
Patients  at  Erlanger  Hospital” 

By:  James  Sherrell,  M.D.,  Resident,  Baroness 
Erlanger  Hospital,  Chattanooga 
“Fetal  Monitoring  in  High  Risk  Obstetrics” 

By:  Frank  H.  Boehm,  Assistant  Professor,  Ob- 
stetrics and  Gynecology,  Vanderbilt  Univer- 
sity School  of  Medicine,  Nashville 

★ ★ ★ 
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3:30  P.M. 


TENNESSEE  STATE  ACADEMY  OF 
OTOLARYNGOLOGY 

FRIDAY,  APRIL  12,  1974 
Blue  Room  River  Terrace  Motel 

1:00  P.M. 

BUSINESS  MEETING 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY 

FRIDAY,  APRIL  12,  1974 
Room  B Holiday  Inn 

10:30  A.M. 

BUSINESS  MEETING 

12:30  P.M. 

LUNCHEON 

Room  A Holiday  Inn 

1:15  P.M. 

SCIENTIFIC  PROGRAM 

Room  B Holiday  Inn 

Meeting  Called  To  Order 
By:  Dale  Teague,  M.D.,  Vice-President 

1:20  P.M. 

GUEST  SPEAKER 

“Diagnosis  and  Management  of  Orbital  Lesions” — 
Part  H 

By:  Stephen  L.  Trokel,  M.D.,  New  York 
2:15  P.M. 

INTERMISSION— VISIT  EXHIBITS 

2:30  P.M. 

“Argon  Photocoagulation  in  Diabetic  Retinopathy” 
By:  Butler  Fuller,  M.D.,  Memphis 

2:45  P.M. 

“Clinical  Aspects  of  Ocular  Nematode  Infection” 
By:  Ronald  S.  Gable,  M.D.,  M.  Kent  Moore, 
M.D.  and  James  H.  Elliott,  M.D.,  Nash- 
ville 

3:30  P.M. 

“Lagophthalmos:  A New  Management” 

By:  Howard  L.  Beale,  M.D.,  Memphis 

3:15  P.M. 

“A  Case  of  Fungal  Endophthalmitis” 

By:  Harold  Akin,  M.D.  and  David  H.  Turner, 
M.D.,  Chattanooga 


“Ocular  Phthisaris” 

By:  John  F.  Altenburg,  M.D.,  Robert  C.  Dean, 
M.D.  and  Dennis  O’Day,  M.D.,  Nashville 

★ ★ ★ 

TENNESSEE  SOCIETY  OF 
PLASTIC  AND 

RECONSTRUCTIVE  SURGEONS 

FRIDAY,  APRIL  12,  1974 
Lounge  Riverside  Motor  Lodge 

12:15  P.M. 

LUNCHEON  AND 
BUSINESS  MEETING 

Mural  Room  Riverside  Motor  Lodge 

1:30  P.M. 

SCIENTIFIC  PROGRAM 

“Repair  of  Traumatic  CSF  Fistulae” 

By:  William  Bobo,  M.D.,  University  of  Tennes- 
see Medical  Units,  Memphis 

“Soft  Tissue  Reconstruction  in  Head  and  Neck 
Cancer” 

By:  Stan  Sanders,  M.D.,  Vanderbilt  Hospital, 
Nashville 

“Bilateral  Hip  Disarticulation — A Treatment  for 
Severe  Decubitus  Ulcer  Disease  in  Paraplegics” 

By:  Kenneth  Brown,  M.D.,  Baroness  Erlanger 
Hospital,  Chattanooga 

“Malignant  Melanoma  in  the  Preadolescent” 

By:  Jay  Crowe,  M.D.,  University  of  Tennessee 
Medical  Units,  Memphis 

“Wound  Coverage  in  Bum  Patients” 

By:  B.  O.  Pihl,  M.D.,  Vanderbilt  University 
Hospital,  Nashville 

“Cutaneous  Blastomycosis  Simulating  Epithelioma” 
By:  Frank  Schlichter,  M.D.,  Baroness  Erlanger 
Hospital,  Chattanooga 

DISCUSSION 

2:30  P.M. 

“Moh’s  Chemosurgery” 

By:  Rex  Amonette,  M.D.,  Memphis 

3:15  P.M. 

PROBLEM  CASE  PANEL 

(Bring  your  slides  and  x-rays  for  a 
free-for-all  consultation  session) 

★ ★ ★ 
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TENNESSEE  THORACIC  SOCIETY 
In  Conjunction  With  the 
TENNESSEE  CHAPTER,  AMERICAN 
COLLEGE  OF  PHYSICIANS 
And 

TENNESSEE  SOCIETY  OF 
INTERNAL  MEDICINE 

FRIDAY,  APRIL  12,  1974 
Mezzanine  Lecture  Hall  Auditorium 

1:00  P.M. 

“Atypical  Myobacterial  Disease” 

And 

“Isoniazid-Associated  Hepatitis” 

By:  Vernon  N.  Houk,  M.D.,  Deputy  Chief, 
Tuberculosis  Branch  Center  for  Disease  Con- 
trol, Atlanta,  Georgia 

2:00  P.M. 

*“Coal  Miner’s  Lung  Disease:  Current  Concepts” 

By:  LeRoy  N.  Lapp,  M.D.,  Chief,  Medical  Re- 
search Branch,  Appalachian  Laboratory  for 
Occupational  Respiratory  Diseases,  West 
Virginia  University  Medical  Center,  Mor- 
gantown, West  Virginia 

3:00  P.M. 

INTERMISSION— VISIT  EXHIBITS 

3:15  P.M. 

“The  Role  of  Coagulation  Abnormalities  in  Throm- 
boembolic Disorders” 

By:  Bruce  Avery,  M.D.,  Associate  Professor  of 
Medicine,  University  of  Tennessee  Memorial 
Research  Hospital,  Knoxville 

3:35  P.M. 

“The  Radiographic  Diagnosis  of  Pulmonary 
Embolism” 

By:  Vernon  Vix,  M.D.,  Professor  of  Radiology, 
Vanderbilt  University  Medical  Center,  Nash- 
ville 

3:55  P.M. 

' The  Management  of  Pulmonary  Embolism” 

By:  James  Snell,  M.D.,  Associate  Professor  of 
Medicine,  Chief,  Department  of  Pulmonary 
Disease,  Vanderbilt  University  Medical  Cen- 
ter, Nashville 

4:15  P.M. 

BUSINESS  MEETING 
TENNESSEE  THORACIC  SOCIETY 

BUSINESS  MEETING 
TENNESSEE  SOCIETY  OF 
INTERNAL  MEDICINE 

*Dr.  Lapp’s  paper  graciously  sponsored  by  THE 
TENNESSEE  LUNG  ASSOCIATION 

* * ★ 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 

FRIDAY,  APRIL  12,  1974 

7:30  A.M. 

IMPACT  BREAKFAST 

9:30-10:30  A.M. 

Mountain  View  Hotel 

COMBINED  BOARD  MEETING 

PROGRAM 

Saturday,  April  13,  1974 

MEDICINE  AND  RELIGION  BREAKFAST 

Whaley  Hall  Riverside  Motor  Lodge 

7:00  A.M. 

Presiding:  Ira  L.  Arnold,  M.D.,  Chairman,  Com- 
mittee on  Medicine  and  Religion 

SPEAKER 


Robert  A.  Hingson,  M.D. 


Dr.  Robert  A.  Hingson  has  served  as  Professor 
at  six  different  medical  schools.  He  was  Founder 
Professor  in  Anesthesiology  at  the  University  of 
Tennessee  Medical  Units  from  1945-1948.  For  the 
last  six  years,  he  has  been  Professor  of  Public 
Health  and  Anesthesiology  at  tire  University  of 
Pittsburgh. 
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He  is  a past  president  and  director  of  Brother’s 
Brother  Foundation  which  has  carried  its  services 
into  68  different  nations  on  every  continent.  This 
organization  has  provided  nine  million  immuniza- 
tions against  eight  epidemic  diseases. 

He  invented  and  developed  clinical  use  of  the 
hypospray  dermojet  which  has  made  mass  im- 
munizations a reality. 

He  is  a native  Alabamian  and  holds  the  M.D. 
degree  from  Emory  University,  H.H.D.  from 
Monrovia  College,  Liberia,  LL.D.,  William  Jewell 
College,  and  Litt.D.,  Hardin-Simmons  University. 

He  is  a Baptist,  Kiwanian,  and  Rotarian,  and 
holds  membership  in  more  than  a dozen  profes- 
sional and  fraternal  organizations. 

Wives  Invited 


9:00  A.M. 

HOUSE  OF  DELEGATES 
Second  Session 

Auditorium  Gatlinburg 


SPECIALTY  SOCIETIES 


★ ★ ★ 

TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 

SATURDAY,  APRIL  13,  1974 
Mezzanine  Lecture  Hall  Auditorium 

SCIENTIFIC  PROGRAM 

9:00  A.M. 

“A  Victim  Looks  At  Acupuncture” 

By:  C.  B.  Pittinger,  M.D.,  Nashville 

“A  Neurosurgeon  Looks  At  Acupuncture” 

By:  Warren  Boop,  M.D. 

“A  Skeptic  Looks  At  Acupuncture” 

By:  C.  W.  Quimby,  M.D.,  Nashville 


12:15  P.M. 

LUNCHEON  AND 
BUSINESS  MEETING 

Mural  Room  Riverside  Motor  Lodge 

★ ★ ★ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 

SATURDAY,  APRIL  13,  1974 

BUSINESS  MEETING 

Blue  Room  River  Terrace  Motel 

12:00  NOON 

LUNCHEON 

Blue  Room  River  Terrace  Motel 

SCIENTIFIC  PROGRAM 

Blue  Room  River  Terrace  Motel 

Program  to  Be  Announced 

★ ★ ★ 

TENNESSEE  RADIOLOGICAL 
SOCIETY 

SATURDAY,  APRIL  13,  1974 
Gold  Room  River  Terrace  Motel 

12:15  P.M. 

LUNCHEON 

1:15  P.M. 

SCIENTIFIC  PROGRAM 

“Roentgenographic  Manifestations  of  the  Acute 
Renal  Carbuncle-— Radiological  Diagnosis  to  a 
Medical  Dilemma” 

By:  Jack  G.  Rabinowitz,  M.D.,  Professor-Direc- 
tor Department  of  Radiology,  State  University 
of  New  York,  Downstate  Medical  Center, 
Brooklyn,  New  York 

BUSINESS  MEETING 
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The  Inn  at 
Cobbly  Nob 

Gatfinburg,  Tennessee 

(Get  yourself  an  Inn  with  the  Smokies) 


A place  to  vacation 
A place  to  dine 
A place  to  invest 


Stop  at  Booth  #21 

Tennessee  Medical  Association  Convention 
Gatlinburg,  Tennessee 
April  11,  12, 13 


Morse  Kochtitzky 


president’/ 

pa<jc 


This  month  the  Tennessee  Medical  Association’s  Journal  previews 
the  139th  Annual  Meeting  at  Gatlinburg,  April  10-13,  1974.  The 
scientific  program  is  completed,  and  fifteen  medical  specialty  societies  are 
meeting  in  conjunction  with  the  State  Association.  The  reports  of  last  year’s 
activities  are  being  compiled,  resolutions  from  the  Delegates,  county  and 
specialty  societies,  and  committees  of  the  Association  are  being  developed 
and  submitted. 

In  previous  years  approximately  700  or  more  physicians  have  registered 
and  participated  in  our  Annual  Meeting  activities.  With  the  exhibitors,  the 
Woman’s  Auxiliary  and  guests,  our  meeting  will  approximate  1,000  in 
attendance.  I hope  that  number  will  be  significantly  increased  this  year. 

At  no  time  in  the  past  have  as  many  issues  been  before  us;  has  Medicine 
been  criticized  as  severely;  have  there  been  as  many  governmental, 
consumer,  media,  hospital  or  insurance  groups,  and  especially  some 
commentators  as  outspoken  about  what  they  feel  are  our  shortcomings 
and  omissions. 


Our  Annual  Meeting  is  the  one  most  important  event  of  TMA’s  year.  It 
brings  members  together  where  they  make  rules,  elect  officers,  obtain 
scientific  credits,  hear  important  speakers  on  timely  subjects,  attend  their 
specialty  conference,  and  get  better  acquainted  with  their  fellow  physicians 
and  friends. 

There  will  be  some  changes  in  the  format  of  the  Annual  Meeting  this 
year,  particularly  in  the  social  activities.  Instead  of  a formal  banquet,  our 
format  will  make  for  a more  fun  time  and  access  to  our  friends  through 
the  President’s  Reception,  and  a delightfully  planned  cocktail  buffet  dinner. 

The  time  is  now  at  hand  for  Medicine  to  take  a decisive  stand  for  what 
is  best  for  medical  and  health  care.  We  need  our  physician  members’ 
views  on  strengthening  our  Association,  and  especially  a better  understanding 
among  us  on  such  issues  as  National  Health  Insurance,  peer  review 
(PSRO’s),  quality  assurance,  continuing  education,  and  many  other  items. 
Will  we  sit  back  and  complain  about  “organized  medicine,”  the  Tennessee 
Medical  Association  or  the  American  Medical  Association,  or  will  we 
strive  to  weld  a common  front  of  excellent  physicians  improving  our 
individual  and  collective  capabilities  for  delivery  of  the  best  medical  care? 

We  invite  you  to  take  part  in  these  decisions.  The  scientific  speakers, 
general  and  specialty,  are  well  known  nationally.  Exhibits  will  be  superior. 

Get  your  facts  and  take  part  in  the  decisions  that  will  be  presented. 

It’s  your  option.  The  Annual  Meeting  will  be  well  worth  your  attending. 


Sincerely, 


PRESIDENT 
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On  Medical  Education 

Earlier  this  month  your  Editor  attended  the 
70th  Annual  Congress  on  Medical  Education 
presented  by  the  Council  on  Medical  Education 
of  the  American  Medical  Association  in  collabo- 
ration with  the  Association  for  Hospital  Medical 
Education,  the  Association  of  Schools  of  Allied 
Health  Professionals,  the  Federation  of  State 
Medical  Boards  of  the  United  States,  the  Intern 
and  Residents  Business  Session  of  the  AMA,  and 
the  Student  American  Medical  Association. 

A lot  of  words  were  spoken  about  under- 
graduate, graduate,  and  continuing  medical  edu- 
cation, as  well  as  about  such  things  as  PSRO’s, 
peer  review,  and  the  like,  but  one  of  the  best  and 
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most  enlightening  sessions  was  a presentation  and 
panel  discussion  entitled  “Education  for  Med- 
icine: What’s  Right?  What’s  Wrong?”  with  the 
subtitle  “What  I Got  and  What  I Needed  for 
Where  I Am.”  The  first  thing  that  impressed  me 
about  the  group  was  the  poise  and  articulateness 
of  the  younger  members  of  the  group,  which 
consisted  of  a second  and  a third  year  medical 
student,  a surgical  resident,  and  an  internist  just 
out  of  his  residency.  Equally  articulate  were  a 
family  practitioner  who  is  also  a member  of  the 
AMA  Council  on  Medical  Education  and  a prac- 
ticing internist  who  is,  Clinical  Professor  of 
Medicine  at  Cornell  University  Medical  School. 
But  even  more  impressive  was  the  perception  of 
the  young  members  of  the  panel.  Although  they 
all,  to  some  extent,  fell  into  the  trap  of  taking  a 
longer  overview  than  they  were  capable  of  doing 
at  the  particular  stage  of  their  development,  they 
obviously  had  given  the  matter  a great  deal  of 
thought  and  showed  a good  insight  into  what 
medicine  and  the  education  process  is  all  about. 

First,  though  recognizing  that  all  one  can  really 
learn  in  school  is  how  to  learn,  to  a man  they 
deplored  the  shortening  of  the  education  and 
training  experience,  at  a time  when  knowledge 
and  necessity  for  skills  is  burgeoning.  They  felt 
that  a good  doctor  needs  a very  broad  background 
in  humanities  as  well  as  in  science,  and  that  the 
premedical  student  should  be  encouraged  not  only 
to  take  his  baccalaureate  degree,  but  to  fill  his 
non-required  hours  with  subjects  as  diverse  as 
possible.  One  student  emphasized  this  by  insist- 
ing that  the  myth  about  the  straight  and  narrow 
path  to  medical  school  desperately  needs  de- 
bunking. 

In  the  face  of  contrary  pressures  from  various 
sources  to  shorten  the  curriculum  to  save  money, 
it  was  generally  agreed  that  four  years  is  not  too 
long  for  the  undergraduate  medical  curriculum. 
But  it  was  also  ageed  that  a lot  of  it  needs  to  be 
unstructured  and  that  this  could  be  accomplished 
by  eliminating  redundancy  in  the  curriculum 
through  coordination  of  teaching  among  the  de- 
partments. Some  felt  that  all  undergraduate  basic 
science  courses  should  be  taught  by  MD’s  only, 
to  provide  the  broad  clinical  overview,  though 
the  point  was  made  that  in  fact  excellence  in 
teaching  is  an  individual  thing,  and  that  most 
important  is  sensitivity  on  the  part  of  the 
teachers  to  the  needs  of  the  students. 

In  answer  to  the  oft  repeated  charge  that 
teachers  in  medical  schools  are  not  trained  as 
educators,  the  point  was  emphasized  and  re- 
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peated  that  neither  are  teachers  in  any  academic 
field,  but  that  good  teaching  depends  on  a knowl- 
edge of  the  field,  a desire  to  impart  information 
and  to  stimulate,  and  sensitivity  to  the  needs  of 
the  student.  There  was  a feeling  on  the  part 
of  all  the  panelists  that  teachers  should  under- 
stand and  familiarize  themselves  with  techniques 
of  information  transfer,  but  that  in  fact  we  do 
our  best  teaching  by  emulation.  Several  addressed 
themselves  to  the  problem  of  dehumanizing  influ- 
ences in  the  medical  school  experience,  indicating 
that  some  emphasis  should  be  given  in  the  cur- 
riculum to  sensitivity  training,  making  students 
aware  of  the  broader  problems  and  needs  of 
patients,  and  emphasizing  interpersonal  relation- 
ships, both  between  doctor  and  patient,  and 
doctor  and  doctor. 

The  moderator  of  the  panel,  Russell  B.  Roth, 
M.D.,  president  of  the  American  Medical  Asso- 
ciation, did  a good  job  of  fielding  and  distributing 
questions,  which  were  for  the  most  part  written 
and  turned  in  to  the  panel.  He  and  the  older 
members  of  the  panel  spent  a good  deal  of  time 
talking  about  continuing  medical  education,  with 
emphasis  on  the  concept  of  medical  education  as 
a continuum,  beginning  with  the  medical  under- 
graduate or  even  premedical  experience  and  ex- 
tending for  the  rest  of  the  physician’s  professional 
life.  Fairly  early  in  his  experience,  a physician 
begins  to  follow  one  of  two  paths,  either  di- 
verging into  the  broadest  possible  field  of  family 
practice,  or  converging  toward  progressively  nar- 
rower specialization.  It  was  generally  agreed  that 
a specialist  needs  a broad  understanding  of  his 
general  field  before  subspecializing.  This  was 
carried  on  back  to  a general  deploring  of  the 
impending  demise  of  the  internship,  and  in  fact 
there  was  considerable  support  for  the  rotating 
internship  for  everyone.  All  of  this  would  lead 
ultimately  to  two  kinds  of  doctors,  the  primary 
physician  and  the  consultant. 

The  use  of  the  preceptor  was  encouraged,  since 
it  was  argued  that  some  of  our  best  teaching  is 
by  emulation,  and  this  is  particularly  true  in 
family  medicine.  There  was  considerable  feeling 
that  not  only  would  it  be  worthwhile  for  the 
individual  in  practice  to  return  for  short  periods 
to  academia,  but  that  it  would  also  be  valuable 
for  the  full  time  academician  to  at  the  same  time 
trade  places  with  the  practitioner,  and  also  that 
it  could  be  valuable  for  family  practitioners  to 
spend  time  in  specialists’  offices. 

It  was  an  interesting  session,  and  it  emphasized 
the  fact  that  our  commitment  must  be  to  con- 


tinuing the  education  process  in  whatever  form 
it  may  take,  maintaining  an  ongoing  relationship 
to  the  change  which  is  occurring.  It  is  now 
conceded  that  the  half-life  of  a medical  education 
is  no  longer  the  ten  years  which  Osier  said  it 
was,  but  is  more  like  five  or  six  years.  Voices 
outside  the  profession  are  clamoring  for  a need 
to  “keep  up,”  but  one  point  worth  emphasizing 
is  that  while  this  is  purported  to  be  the  voice  of 
the  public,  it  would  be  more  accurate  to  say  that 
it  is  the  voice  of  certain  elements  within  society 
purporting  to  be  the  voice  of  society  itself.  That 
it  is  not  necessarily  accurate  is  indicated  by  the 
fact  that  while  these  voices  are  saying  that  health 
is  the  number  one  problem  in  the  country,  and 
are  putting  all  their  efforts  in  this  direction,  na- 
tional polls  have  indicated  that  this  feeling  is  not 
necessarily  shared  by  society  at  large,  most  of 
whom  like  their  own  doctor  and  the  medical  care 
they  receive. 

They  are  being  told  that  health  care  is  our 
most  pressing  problem.  A Harris  poll,  however, 
in  which  problems  of  this  country  were  ranked 
by  the  interviewees,  placed  health  care  in  9th 
position,  reinforcing  the  inference  that  there  is  a 
great  deal  right  with  American  medicine  in  the 
eyes  of  the  public  generally.  We  need  to  pay 
close  attention  to  who  is  doing  the  pronouncing! 

All  of  this  indicates  that  we  cannot  afford  to 
be  complacent.  Those  of  us  charged  with  the 
responsibility  for  medical  education,  both  under- 
graduate, graduate,  and  continuing,  need  to  con- 
tinue to  give  our  most  serious  thought  and  our 
best  efforts  to  improving  the  quality  and  content 
of  the  learning  experience.  This  does  not  include 
making  changes  for  the  sake  of  change,  and 
certainly  not  simply  to  get  grant  money. 

J.B.T. 

On  Being  Sane  In  Insane  Places 

Recently  Mr.  Frank  Sutherland,  a reporter  for 
the  Nashville  Tennessean,  admitted  himself  to 
Central  State  Hospital  as  a “pseudopatient”  with 
a diagnosis  of  suicidal  depression.  For  six  weeks, 
extending  over  Christmas,  he  endured  institutional 
life,  then  simply  walked  out,  to  write  a series  of 
articles  on  what  it  is  like  to  be  sane  in  an  insane 
place.1 

Charges  of  sensationalism  have  been  leveled  at 
the  newspaper  and  at  the  reporter.  Was  it  neces- 
sary to  feign  mental  illness  for  any  other  reason? 
Did  anything  come  to  light  that  was  unknown? 
Will  it  change  anything?  And  are  things  really 
as  bad  as  he  pictured  them? 
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lo  answer  the  questions  in  reverse  order,  it 
appears  from  subsequent  testimony  by  the  Com- 
missioner of  Mental  Health  that  the  picture  is 
quite  accurate,  as  far  as  it  goes.  The  reporter 
gave  a Wilson  County  address  so  as  to  be  ad- 
mitted to  the  Farmer  Building,  the  oldest  build- 
ing in  the  complex,  rather  than  to  the  new 
Davidson  County  unit,  where  conditions  are  much 
better.  But  we  were  shown  the  worst,  as  we 
should  have  been.  Because  of  the  series,  some 
things  are  already  changing.  But  until  the  public 
demands  it  be  so,  with  dollar  commitment,  de- 
sired sweeping  changes  will  not  be  possible.  The 
articles  place  the  blame  for  the  situation  where 
it  belongs:  at  the  feet  of  the  legislature,  which 
means  your  feet  and  mine. 

Did  anything  unknown  come  to  light?  If  one 
wants  to  know  what  the  situation  is,  why  not 
ask  the  patients  who  have  been  there?  The  obvi- 
ous answer  may  seem  too  simple,  yet  it  is  correct. 
No  one  listens  to  a “crazy  person,”  and  a 
psychiatric  diagnosis,  once  made,  is  forever.  Any 
improvement  is  only  “remission.”  Well,  did  any- 
thing unknown  come  to  light?  The  reporter  asked 
other  patients  if  the  food  was  ever  any  better, 
and  was  told  they  always  know  by  the  food  when 
the  governor  is  coming  to  visit.  Yet  I doubt  that 
the  Commissioner  learned  much  from  the  report. 
The  people  who  did  learn  are  those  for  whom  it 
was  written — the  public.  Little  was  said  that  does 
not  appear,  albeit  in  perhaps  less  specific  terms, 
in  the  reports  of  the  Commissioner  and  his 
predecessors. 

Well,  then,  why  all  the  fuss?  In  answer,  I 
wish  to  dwell  on  some  specific  items,  which  have 
to  do  with  “Being  Sane  in  Insane  Places,”2  the 
title  of  an  article  in  Science  about  a year  ago  by 
D.  L.  Rosenhan,  Professor  of  psychology  and  law 
at  Stanford  University,  to  which  I have  previously 
referred  editorially.3 

One  of  the  saddest  statements  made  by  Mr. 
Sutherland  is  that  our  mental  institutions  have  be- 
come a dumping  ground  for  the  aged.  This  also 
is  not  news.  The  86th  General  Assembly  (1970) 
directed  the  Legislative  Council  Committee  to 
address  the  problem  of  the  “aged  mentally  ill.” 
Their  report4  revealed  that  approximately  one- 
third  of  the  patients  in  our  state  mental  institu- 
tions could  be  cared  for  in  other  types  of  facil- 
ities, and  were  there  either  because  the  county 
judge  and/or  the  family  did  not  understand  the 
nature  of  commitment  to  the  institution,  or  be- 
cause no  other  facility  existed  for  the  care  of  these 
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patients.  The  first  reason  is  sad,  but  the  second 
is  inexcusable. 

Space  does  not  permit  consideration  here  of 
the  reasons  for  the  above,  or  for  the  recom- 
mendations, both  of  which  are  dealt  with  at  length 
in  the  report.  I simply  wish  to  quote  one  very 
significant  statement: 

At  the  time  of  the  completion  of  this  report, 
Tennessee's  government  has  been  reluctant  for 
several  years  to  levy  new  taxes  to  increase  tax 
revenues  substantially.  As  members  of  the  legis- 
lature, we  find  our  recommendations  inevitably 
affected  by  this  climate  of  tax  attitudes.  The 
foregoing  facts  lead  us  to  conclude  that  there  will 
not  be  enough  new  nursing  home  facilities  within 
the  next  few  years  to  take  care  of  new  admissions 
and  also  to  remove  such  patients  from  mental 
hospitals.  [Preceding  italics  mine. — Ed.]  It  is 
recommended  that  preference  be  given  to  prevent- 
ing unwarranted  admissions  to  mental  hospitals  in 
the  future  by  having  a screening  and  evaluation  of 
patients  to  determine  the  level  of  care  actually 
needed  before  admission.  This  should  be  done  in 
the  mental  health  centers  or  out-patient  clinics  of 
the  mental  hospitals. 

The  success  of  the  last  recommendation  above 
will  depend  upon  the  cooperation  of  county  judges 
and  the  medical  profession.  A patient  can  now 
be  committed  to  mental  hospitals  by  a county 
judge  upon  a finding  by  two  physicians.  All 
county  judges  or  chairmen  and  all  licensed  phy- 
sicians should  be  appraised  of  the  value  of  refer- 
ring patients  for  screening  and  evaluation 
(psychiatric  and  medical)  before  commitment  is 
authorized. 

That  was  in  1970.  Things  haven’t  changed 
much.  The  hospitals  are  still  dumping  grounds, 
the  legislature  is  loathe  to  raise  taxes  (because 
their  constituents  are),  and  in  six  weeks  as  a 
patient  Mr.  Sutherland  never  was  seen  by  a 
psychiatrist,  even  on  admission. 

Since  there  are  so  many  patients  in  our  mental 
institutions  who  are  at  most  only  senile,  hence 
somewhat  helpless,  whose  primary  need,  in  the 
words  of  the  report,  “is  not  psychiatric  care  but 
is,  we  believe,  nursing  care  with  a good  measure 
of  medical  attention,”  we  need  to  address  the 
question  of  what  it  means  to  be  “sane  in  an 
insane  place.”  To  do  so,  we  need  first  to  examine 
our  attitudes  and  those  of  society  towards  the 
so-called  mentally  ill,  among  whom  the  senile  are 
numbered — a sort  of  “guilt  by  association.”  I 
quote  from  Rosenhan,  being  aware  that  general- 
ization can  be  dangerous.  But  the  experience  of 
his  pseudopatients  (he  himself  was  one  of  them) 
and  of  Mr.  Sutherland,  lend  credibility  to  his 
statements.  (Our  concern  here  is  not  what  it 
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means  to  be  insane  in  insane  places,  which  is  yet 
another  problem.)  He  says: 

The  term  “mental  illness”  is  of  recent  origin.  It 
was  coined  by  people  who  were  humane  in  their 
inclinations  and  who  wanted  very  much  to  raise 
the  station  of  (and  the  public’s  sympathies  toward) 
the  psychologically  disturbed  from  that  of  witches 
and  “crazies”  to  one  that  was  akin  to  the  physi- 
cially  ill.  And  they  were  at  least  partially  success- 
ful. for  the  treatment  of  the  mentally  ill  has 
improved  considerably  over  the  years.  But  while 
treatment  has  improved,  it  is  doubtful  that  people 
really  regard  the  mentally  ill  in  the  same  way 
that  they  view  the  physically  ill.  A broken  leg  is 
something  one  recovers  from,  but  mental  illness 
allegedly  endures  forever.  A broken  leg  does  not 
threaten  the  observer,  but  a crazy  schizophrenic? 
There  is  now  a host  of  evidence  that  attitudes 
toward  the  mentally  ill  are  characterized  by  fear, 
hostility,  aloofness,  suspicion,  and  dread.  The 
mentally  ill  are  society’s  lepers. 

That  such  attitudes  infect  the  general  popula- 
tion is  perhaps  not  surprising,  only  upsetting.  But 
that  they  affect  the  professionals — attendants, 
nurses,  physicians,  psychologists,  and  social 
workers— who  treat  and  deal  with  the  mentally 
ill  is  more  disconcerting,  both  because  such  atti- 
tudes are  self-evidently  pernicious  and  because 
they  are  unwitting.  Most  mental  health  profes- 
sionals would  insist  that  they  are  sympathetic 
toward  the  mentally  ill,  that  they  are  neither 
avoidant  nor  hostile.  But  it  is  more  likely  that  an 
exquisite  ambivalence  characterizes  their  relations 
with  psychiatric  patients,  such  that  their  avowed 
impulses  are  only  part  of  their  entire  attitude. 
Negative  attitudes  are  there  too  and  can  easily  be 
detected.  Such  attitudes  should  not  surprise  us. 
They  are  the  natural  offspring  of  the  labels 
patients  wear  and  the  places  in  which  they  are 
found. 

Rosenhan  used  a technique  similar  to  that  of 
Mr.  Sutherland,  and  I can  only  wonder  if  Mr. 
Sutherland  had  read  his  paper.  There  were  8 
pseudopatients,  which  included  3 psychologists, 
a psychiatrist,  and  a pediatrician — all  well  estab- 
lished in  their  field — who  were  admitted  to  12 
different  hospitals  on  the  east  and  west  coasts. 
The  admitting  diagnosis  in  each  case  was 
schizophrenia,  based  on  auditory  hallucinations. 
The  hospitals  encompassed  all  the  various  types, 
from  a large  university  research  type  setting  to 
small  rural,  often  antiquated,  hospitals.  Though 
the  experience  varied  somewhat  with  the  setting, 
it  was  basically  the  same  and  quite  like  that  of 
Mr.  Sutherland. 

Depersonalization  and  powerlessness  were  all- 
pervasive.  The  staff  usually  acted  as  though  the 
patients  were  not  there,  and  “at  times  deper- 
sonalization reached  such  proportions  that  the 


pseudopatients  had  the  sense  that  they  were 
invisible,  or  at  least  unworthy  of  account.”  The 
patient  was  powerless,  having  been  deprived  of 
many  of  his  legal  rights  by  virtue  of  his 
psychiatric  commitment.  Personal  privacy  was 
minimal  or  absent. 

This  is  not  the  place  to  delve  into  Rosenhan’s 
theses  concerning  the  reasons  for  staff  attitudes, 
or  the  validity  of  psychiatric  diagnoses.  But  the 
facts  of  the  matter  are  not  altered.  His  closing 
statements  bear  quoting: 

I and  the  other  pseudopatients  in  the  psychiatric 
setting  had  distinctly  negative  reactions.  We  do 
not  pretend  to  describe  the  subjective  experiences 
of  true  patients.  Theirs  may  be  different  from 
ours,  particularly  with  the  passage  of  time  and 
the  necessary  process  of  adaptation  to  one’s  en- 
vironment. But  we  can  and  do  speak  to  the  rela- 
tively more  objective  indices  of  treatment  within 
the  hospital.  It  would  be  a mistake,  and  a very 
unfortunate  one,  to  consider  that  what  happened 
to  us  derived  from  malice  or  stupidity  on  the  part 
of  the  staff.  Quite  the  contrary,  our  overwhelming 
impression  of  them  was  of  people  who  really 
cared,  who  were  committed  and  who  were  un- 
commonly intelligent.  Where  they  failed,  as  they 
sometimes  did  painfully,  it  would  be  more  ac- 
curate to  attribute  those  failures  to  the  environ- 
ment in  which  they,  too,  found  themselves  than 
to  personal  callousness.  Their  perceptions  and 
behavior  were  controlled  by  the  situation,  rather 
than  being  motivated  by  a malicious  disposition. 
In  a more  benign  environment,  one  that  was  less 
attached  to  global  diagnosis,  their  behaviors  and 
judgments  might  have  been  more  benign  and 
effective. 

Our  mental  institutions  are  being  upgraded,  but 
not  rapidly  enough.  Basic  to  the  whole  process  is 
adequate  legislative  financial  support.  Without 
it,  accreditation  of  our  mental  hospitals  will  not 
be  possible,  and  we  will  be  further  impoverished 
by  the  loss  of  federal  funds.  Funds  are  also 
desperately  needed  to  ensure  that  patients  will 
not  be  committed  who  do  not  in  fact  belong  in 
mental  institutions,  but  are  there  simply  because 
there  is  no  other  place  for  them  to  go. 

The  governor  has  appointed  a blue  ribbon 
committee  to  investigate  Mr.  Sutherland’s  allega- 
tions, and  they  have  been  largely  substantiated. 
Remedial  action  has  been  recommended,  to  what 
end  remains  to  be  seen.  A great  deal  of  money 
will  be  required,  and  committee  reports  have  a 
way  of  getting  filed  and  soon  forgotten.  Public 
opinion  is  fickle,  and  its  attention  span  is  short. 
The  quickest  way  often  to  stifle  change  is  to 
investigate  the  object  of  the  change  and  make 
recommendations  for  it.  This  can  become  the 
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end  in  itself,  and  the  demands  are  thus  satisfied. 

We  are  the  leaders  in  these  areas  by  virtue  of 
our  education  and  training.  We  cannot  evade  our 
responsibility  by  leaving  it  to  the  psychiatrists  and 
the  Department  of  Mental  Health.  We  must  see 
to  it  that  the  report  is  implemented,  and  does  not 
simply  die  in  a file.  Under  the  best  of  circum- 
stances, mental  institutions,  by  their  very  nature, 
will  not  be  pleasant  places.  Compassion  dictates 
that  they  must  not  become  (or  remain)  “snake- 
pits”  because  of  lack  of  funds,  and  that  our  “aged 
mentally  ill”  (i.e.,  senile)  be  spared  the  experi- 
ence. 

J.B.T. 

1.  Sutherland.  Frank:  Central  State  Series.  The  Nash- 
ville Tennessean , January  20-27,  1974. 

2.  Rosenhan.  DL:  On  Being  Sane  in  Insane  Places. 

Science,  179:250-258,  Jan.  19,  1973. 

3.  Study  on  Nursing  Homes  for  the  Aged  Mentally 
111,  Final  Report  of  the  Legislative  Council  Committee 
of  the  86th  General  Assembly.  State  of  Tennessee,  FR- 
1 970-B 10. 

4.  "Persons  vs.  People” — Editorial,  TMAJ,  66:466, 
May,  1973. 

More  On  CME 

The  previous  editorial  on  the  subject  of  Con- 
tinuing Medical  Education  (January  issue  of  the 
Journal)  brought  forth  cries  of  anguish,  and 
goaded  some  people  to  action,  for  which  I can 
only  say,  “Hallelujah!  It’s  about  time.” 

First,  I was  attacked  by  the  TMA  president 
for  not  supporting  our  own  Foundation’s  system. 
Because  the  January  issue  went  to  press  Decem- 
ber 15,  at  the  time  the  editorial  was  written  the 
Tennessee  Foundation  for  Medical  Care  did  not 
even  have  a system.  But  the  editorial  did  lead  to 
input  by  the  CME  Committee  into  the  Founda- 
tion, so  that  its  system  is  now  geared  toward  fill- 
ing the  educational  needs  of  the  doctors  of 
Tennessee,  in  addition  to  the  needs  of  utilization 
committees.  The  Director  of  Continuing  Medical 
Education,  Mr.  James  Ingram,  will  be  working 
closely  in  this  with  William  Tribble,  Ph.D.,  Acting 
Director  of  the  Foundation. 

Next  came  a letter  from  Paul  M.  Lewis,  M.D., 
Executive  Director  of  the  Hospital  Utilization 
Project  of  the  Pennsylvania  Medical  Society,  the 
prototype  of  TUP,  excerpts  from  which  appear 
below.  (See  Our  Mail  Box.)  It  turns  out  that 
unbeknownst  to  everybody  around  here,  and  un- 
advertised by  Blue  Cross  (because  the  pressure 
was — and  is — on  for  utilization,  not  for  quality 
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control  and  education)  TUP  also  has  a Medical 
Audit  component. 

As  has  been  repeatedly  proclaimed  in  these 
pages,  your  CME  Committee  was  hard  at  work 
a long  time  before  all  the  hurrah  about  PSRO 
started.  Suddenly  education  was  crowded  out, 
for  reasons  explained  last  month.  We  are  still 
interested  in  the  same  things — to  help  your 
patients  by  helping  you  change  your  practice 
patterns.  Anything  that  improves  your  practice 
will  have  a salutary  effect  on  utilization.  The  cart 
has  been  put  before  the  horse,  largely  because  of 
pressure  from  the  administrators  (and  I can’t 
really  fault  them  for  it — they’re  under  the  gun 
themselves) . 

We — your  CME  Committee — are  not  pushing 
any  one  system.  But  we  are  pushing  a system — 
any  system  which  will  give  a data  base  on  which 
to  build  a CME  program.  This  is  all  tied  in 
with  Medical  Audit  or  Quality  Assessment  or 
Medical  Care  Appraisal  or  whatever  you  wish  to 
call  it.  Apparently  any  one  of  the  three  systems 
now  in  use — PAS/MAP,  TUP,  and  the  Founda- 
tion program  are  workable.  Find  the  one  that 
best  suits  your  staff. 

Since  the  Foundation  is  a part  of  TMA  and 
therefore  belongs  to  you,  it  looks  as  if  the 
Foundation  deserves  your  consideration.  By  the 
time  you  read  this,  a month  from  now,  things 
should  be  getting  pretty  well  shaken  out.  If  it 
hasn’t  happened  yet  in  your  hospital,  maybe  you 
are  the  one  to  make  it  happen.  It  should — or 
rather,  it  must. 

J.B.T. 


January  30,  1974 

To  the  Editor: 

I have  read  your  editorial  concerning  TUP  in  the 
January  issue  of  the  Journal  with  both  interest  and 
concern.  Since  TUP  is  a replica  of  HUP  (The  Hos- 
pital Utilization  Project  of  Pennsylvania).  I hope  that 
an  explanation  by  me  of  the  origin,  structure,  goals,  and 
programs  of  HUP  may  be  helpful  in  allaying  any 
doubts  as  to  the  assistance  TUP  will  be  able  to  pro- 
vide hospital  medical  staffs  in  your  state. 

HUP  was  established  in  Pittsburgh  in  1963  by  the 
Allegheny  County  Medical  Society  in  response  to  ex- 
pressed requests  from  hospital  utilization  and  audit 
committees  for  personal  and  technical  assistance  that 
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might  ease  the  workload  of  these  overburdened  com- 
mittees. Its  services  were  first  limited  to  hospitals  in 
Allegheny  County,  but  in  1967  were  offered  throughout 
Pennsylvania.  In  that  same  year,  HUP  was  endorsed 
as  the  program  of  choice  by  official  action  of  the  Board 
of  Trustees  of  the  Pennsylvania  Medical  Society. 

HUP  is  a voluntary,  non-profit  Pennsylvania  corpo- 
ration, governed  by  a Board  of  Directors  of  48  mem- 
bers. Of  these,  25  are  required  to  be  physicians,  of 
whom  the  majority  must  be  in  active  practice.  The 
Bylaws  specify  that  the  Executive  Director  must  be  a 
physician.  There  are  now  more  than  190  hospitals  par- 
ticipating in  HUP;  these  include  the  major  medical 
school  hospitals,  such  as  Thomas  Jefferson,  Temple, 
Hahnemann,  the  Milton  S.  Hershey  School  of  the 
Pennsylvania  State  University,  Geisinger  Clinic,  the 
Hospital  of  the  University  of  Pennsylvania,  Presbyterian- 
University  of  Pennsylvania  Medical  Center,  the  Medical 
College  of  Pennsylvania,  the  Graduate  Hospital  of  the 
University  of  Pennsylvania,  and  the  Children’s  Hospitals 
of  Philadelphia  and  Pittsburgh  as  well  as  Children’s 
Memorial  Hospital  of  Chicago. 

Our  membership  includes,  as  well,  many  hospitals  of 
200  beds  or  less,  which  do  not  have  the  sophisticated 
CME  programs  that  exist  in  our  teaching  institutions. 
For  all  our  members,  however,  we  continue  to  provide 
not  just  complex  computer  printouts  by  mail,  but  the 
personal,  in-house  consultation  and  assistance  to  medical 
staffs  that  experience  has  shown  to  be  so  essential. 

In  1969,  as  a further  refinement  for  assisting  medical 
staff  committees,  HUP  developed  an  unique  automated 
Medical  Care  Appraisal  (MCA)  option.  The  HUP- 
MCA  program  encourages  the  medical  staff  to  develop 
its  own  criteria  of  quality  of  care  (as  does  the  ICAH), 
and  the  MCA  computer  program  then  provides  the 
medical  audit  committee  with  “exception  reports"  list- 
ing those  cases  whose  care  did  not  meet  the  staff  criteria 
and  identifying  the  deficiencies.  These  are  the  cases  that 
require  further  in-depth  committee  review;  it  eliminates 
much  of  the  time  required  of  busy  physicians  in  poring 
through  lengthy  printouts  to  find  the  deviants  or  in 
review  of  cases  whose  care  had  indeed  measured  up  to 
staff  standards. 

Another  valuable  tool  for  staff  committees  has  been 
the  development  of  our  capability  to  generate  “Special 
Reports"  on  request.  The  majority  are  in  response  to 
specific  committee  needs  and  programs.  Each  of  our 
hospitals  (and  TUP)  are  entitled  to  30  such  reports 
per  year  without  charge. 

Recently,  we  have  been  conducting  a series  of  regional 
peer  review  seminars  for  practicing  physicians.  These 
are  organized  and  directed  by  our  full-time  Health  Edu- 
cator, with  the  program  presented  by  HUP  staff.  This 
CME  activity  has  been  granted  4 credit  hours  in 
Category  I by  the  Department  of  Continuing  Medical 
Education,  School  of  Medicine,  University  of  Pittsburgh. 
I hope  you  will  feel  assured,  as  I am,  that  TUP  can 
provide  a most  valuable  resource  to  hospital  staffs  and 
committees  in  your  state,  just  as  HUP  has  done  in 
Pennsylvania.  Paul  M.  Lewis,  M.D. 

Executive  Director 
Hospital  Utilization  Project 
400  Penn  Center  Blvd. 
Pittsburgh.  Pa.  15235 


To  the  Editor: 

New  threats  to  the  prescribing  freedom  of  the 
physician  and  to  the  quality  of  the  nation’s  drug  supply 
have  surfaced  in  a new  proposal  of  the  Department  of 
Health,  Education,  and  Welfare. 

The  medical  profession  should  be  widely  alerted  to 
this  newest  suggested  encroachment  on  the  operations 
of  our  health  care  system.  Quite  bluntly,  we  believe 
that  state  medical  societies  should  be  better  informed 
and  more  concerned  over  the  proposal,  which  was  an- 
nounced by  HEW  Secretary  Weinberger  on  Dec.  19, 
1973,  in  testimony  before  the  Health  Subcommittee  of 
the  Senate  Committee  on  Labor  and  Public  Welfare.  He 
said  at  that  time  that  the  Department  planned  to  issue 
regulations  to  limit  drug  reimbursements  under  Medicare 
and  Medicaid  “to  the  lowest  cost  at  which  the  drug  is 
generally  available  unless  there  is  a demonstrated  dif- 
ference in  therapeutic  effect.” 

The  proposal  is  based  on  the  unsupportable  premise 
that  the  Food  and  Drug  Administration  can  assure  the 
uniform  quality,  efficacy  and  equivalency  of  all  marketed 
drugs. 

The  facts  are  ( 1 ) that  all  drug  products  are  not  of 
equal  quality;  and  (2)  the  FDA  is  in  no  position  now, 
or  in  the  foreseeable  future,  to  assure  their  effectiveness 
or  equivalency. 

Given  the  large  number  of  manufacturers,  and  the 
FDA’s  limited  resources,  the  agency  manifestly  cannot 
make  these  guarantees.  The  number  of  inspections  it 
can  make,  by  its  own  account,  is  declining;  indeed,  it 
no  longer  reports  publicly  the  number  of  plants  it  in- 
spects. The  number  of  drug  recalls  for  safety,  potency, 
and  other  quality  problems  remains  persistently  high. 

Evidence  as  to  the  unequal  performance  of  drug  pro- 
ducers can  be  seen  in  a dramatic  way  from  the  records 
of  the  Department  of  Defense.  For  the  period  1962 
through  1971,  the  Military  Defense  Supply  Agency,  the 
world’s  largest  single  purchaser  of  pharmaceuticals,  re- 
jected 42  percent  of  drug  product  samples  and  gave 
failing  marks  to  45  percent  of  the  production  facilities 
inspected. 

The  scientific  literature  contains  many  reports  showing 
a lack  of  therapeutic  equivalency  among  generic  drugs, 
many  of  them  widely  prescribed. 

The  issue,  however,  is  not  one  of  brand-name  versus 
generic  drugs.  The  issue  is  quality  and  source.  The 
physician  particularly  is  put  in  an  unfair  position.  Only 
he  knows  which  drug  products  have  performed  satis- 
factorily for  his  patients.  What  does  he  do,  then,  when 
he  wants  to  prescribe  a product  more  costly  than  the 
“lowest"  priced  one  specified  as  reimbursable  by  the 
government?  It  would  appear  that  the  patient  would 
have  to  bear  the  additional  cost — which  could  mean  a 
real  hardship  for  the  aged  and  welfare  patients. 

Hence  the  HEW  proposal,  as  made  on  Dec.  19,  is 
fundamentally  inconsistent  with  the  overriding  principle 
of  quality  drug  products  and  quality  medical  care  for 
Medicare  and  Medicaid  beneficiaries. 

The  medical  profession  should  resist  this  unwise  and 
impractical  proposal.  There  are  certainly  better  ways 
of  cutting  costs  without  jeopardizing  physician  freedom 
and  patient  care.  By  communicating  meaningful  price 
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and  quality  information  to  the  professions  and  permit- 
ting the  free  market  to  operate,  significant  savings  and 
the  maintenance  of  high  manufacturing  and  professional 
standards  are  practical  and  possible. 

C.  Joseph  Stetler,  President 
Pharmaceutical  Manufacturers  Association 
1155  15th  St.,  N.W. 

Washington,  D.C.  20005 


ELLIOTT,  JAMES  I.,  Bolivar,  died  January  21,  1974, 
age  41.  Graduate  of  University  of  Tennessee,  1960. 
Member  of  Consolidated  Medical  Assembly  of  West 
Tennessee. 

HARR,  ELLIS  U.,  Bristol,  died  January  22,  1974,  age 
45.  Graduate  of  University  of  Tennessee,  1954.  Mem- 
ber of  Sullivan-Johnson  County  Medical  Society. 

WILSON,  THAYER  S.,  Carthage,  died  January  22, 
1974,  age  80.  Graduate  of  Vanderbilt  University  Med- 
ical School,  1921.  Member  of  Smith  County  Medical 
Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

John  P.  Curlin,  M.D.,  Jackson 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Patrick  B.  Craven,  M.D.,  Jamestown 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Charles  G.  Ange,  M.D.,  Knoxville 
Thomas  K.  Beene,  M.D.,  Knoxville 
K.  W.  Christenberry,  Jr.,  M.D.,  Knoxville 
R.  Kent  Farris,  M.D.,  Knoxville 
Charles  A.  Gouffon,  M.D.,  Knoxville 
Bennett  F.  Horton,  M.D.,  Knoxville 
Larry  C.  Huskey,  M.D.,  Knoxville 
D.  E.  Mooreside,  M.D.,  Knoxville 
Sam  G.  Pappas,  M.D.,  Knoxville 
Robert  C.  Russell,  M.D.,  Knoxville 
T.  A.  Sullivan,  Jr.,  M.D.,  Knoxville 
John  D.  Winebrenner,  M.D.,  Knoxville 
Paul  E.  Wittke,  M.D.,  Knoxville 

MARSHALL  COUNTY  MEDICAL  SOCIETY 
K.  J.  Phelps,  Jr.,  M.D.,  Lewisburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Norman  R.  Saliba,  M.D.,  Columbia 

SCOTT  COUNTY  MEDICAL  SOCIETY 

Aubrey  D.  Wills,  M.D.,  Corbin,  KY 
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program/  and  new/  of 
medical  /ocietie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  February  12,  1974  at  the  KAM 
Headquarters  Building. 

Dr.  Harriet  P.  Dustan,  Vice-Chairman,  Research  Divi- 
sion, Cleveland  Clinic,  gave  the  Third  Annual  Larry 
Southworth  Memorial  Lecture  at  8:00  P.M.  Dr.  Dustan 
spoke  on,  “Renal-Vascular  Hypertension.” 

Memphis-Shelby  County  Medical  Society 

The  Memphis  and  Shelby  County  Medical  Society  met 
on  February  5,  1974  at  the  Baptist  Memorial  Hospital 
Auditorium  and  Seminar  Center. 

Dr.  Jeremiah  Stamler,  Professor  and  Chairman,  Com- 
munity Health  and  Preventive  Medicine,  Northwestern 
Medical  School,  Chicago,  spoke  on,  “Risk  Factors  in 
Atherosclerosis.” 

The  House  of  Delegates  met  at  8:00  P.M.  in  the 
auditorium. 

Nashville  Academy  of  Medicine  & 

Davidson  County  Medical  Society 

The  Board  of  Directors  met  on  January  15,  1974  at 
the  TMA  Building.  The  Board  approved  the  Academy’s 
participation  in  the  AMA  County  Membership  Support 
Program;  accepted  a report  on  Academy  staff  assign- 
ments for  1974;  approved  the  rental  of  additional  office 
space  in  the  TMA  Building  for  Academy-Foundation 
operations;  and  approved  a recommendations  of  the 
Public  Service  and  Communications  Committee  for  tele- 
casting the  film  “Countdown  to  Collision.”  dealing  with 
disposal  of  solid  wastes. 


national  new / 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  has 
branded  as  “wrong  medically,  wrong  morally,  and 
wrong  legally”  the  Health,  Education,  and  Wel- 
fare Department’s  proposed  regulation  requiring 
pre -hospital-admission  certification  for  Medicare 
and  Medicaid  patients. 

In  what  appeared  as  an  ending  to  a “deliberate 
effort  on  the  part  of  the  AMA  over  the  past  four 
or  five  years  to  cooperate  with  HEW,”  the  Asso- 
ciation announced  that  if  the  pre-admission 
certification  regulation  and  the  Professional 
Standards  Review  Organizations  area  designations 
were  placed  into  effect,  HEW  Secretary  Caspar 
Weinberger  would  be  taken  into  court. 

AMA  President  Russell  B.  Roth,  M.D.  and 
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Board  Chairman  James  H.  Sammons,  M.D.  at  a 
press  conference  in  Chicago  made  the  following 
statement: 

“We  are  here  today  to  serve  notice  on  Secretary 
Weinberger  that  if  he  proceeds  with  two  proposed 
actions,  we  are  going  to  take  him  to  court. 

“Earlier  this  month,  the  Secretary  of  the  De- 
partment of  Health,  Education,  and  Welfare  is- 
sued a set  of  proposed  regulations  that  would 
require  pre-admission  certification  for  Medicare 
and  Medicaid.  If  adopted  as  proposed  they 
would  require  that  every  Medicare  and  Medicaid 
patient  be  cleared  by  a Utilization  Review  Com- 
mittee before  admission  to  a hospital.  The  only 
exception  would  be  emergency  cases. 

“These  regulations  are  a direct  threat  to  the 
medical  care  of  the  35  million  or  so  patients  who 
are  served  by  Medicare  and  Medicaid.  For  most 
of  them,  the  withholding  of  Medicare  or  Medi- 
caid hospital  benefits  will  mean  that  the  individual 
will  be  denied  hospitalization  because  they  have 
no  other  means  to  pay  for  their  care. 

“Furthermore,  such  decisions  would  not  be 
made  on  the  basis  of  an  examination  of  the 
patient  by  physicians.  Rather,  they  would  be 
paper  decisions.  The  verdict  would  be  rendered 
on  the  basis  of  what  the  patient’s  doctor  put 
down  on  the  record.  It  is  likely  that,  as  a prac- 
tical matter  in  many  instances,  the  decision  would 
not  be  made  by  a committee  of  physicians  or  even 
a single  physician  but  by  an  admitting  nurse  or 
other  hospital  administrative  personnel. 

“Any  such  denial  of  medical  care  represents  a 
clear  violation  of  both  the  spirit  and  the  letter 
of  the  Medicare-Medicaid  law.  Congress  clearly 
established  the  programs  to  provide  medical  care 
for  the  elderly  and  the  poor.  What  the  Congress 
has  given,  the  Secretary  now  seeks  to  take  away. 
The  Secretary  has  no  authority  under  the  guise 
of  regulations  to  amend  the  law  and  reduce 
benefits.  He  has  no  moral  or  legal  right  or 
authority  to  do  so.  Indeed,  his  action  is  as 
illegal  as  it  is  reprehensible.  The  Medicare- 
Medicaid  law  provides  for  pre-admission  certifica- 
tion by  the  patient’s  physician  and  for  post- 
admission review  by  hospital  utilization  review 
committees.  The  Congress  did  not  intend  that 
a committee  substitute  a paper  decision  for  the 
judgment  of  a patient’s  physician.  The  Secre- 
tary’s proposal  is  a direct  and  clear  violation  of 
Section  1801  of  the  Medicare-Medicaid  law. 

“We  intend  to  fight  Mr.  Weinberger  on  this. 
His  proposed  regulations  are  wrong  medically, 
wrong  morally,  and  wrong  legally.  We  are  here 


to  serve  notice  on  the  Secretary  that  if  he  persists 
in  putting  the  regulations  into  effect,  the  AMA 
will  seek  an  injunction  on  that  very  same  day  to 
stop  him. 

“We  would  welcome  support  from  all  inter- 
ested parties,  such  as  senior  citizen  organizations 
and  consumer  groups.  We  would  hope  they 
would  join  in  our  action.  But  with  them  or 
without  them,  we  will  be  in  court  on  the  day 
those  regulations  are  promulgated. 

“While  we  are  in  a suing  mood,  let  me  mention 
that  we  are  also  going  to  take  on  Mr.  Weinberger 
in  another  area. 

“This  involves  his  gerrymandering  of  the  PSRO 
district.  Without  getting  too  involved,  let  me  say 
for  those  of  you  who  don’t  know,  PSRO  stands 
for  Professional  Standards  Review  Organizations. 
These  are  supposed  to  be  groups  of  doctors  set 
up  to  review  the  quality  and  medical  necessity  of 
care  given  under  Medicare  and  Medicaid. 

“The  AMA  originally  opposed  PSRO.  But 
once  it  became  law,  we  decided  that  if  such 
review  was  going  to  be  done  it  would  be  better 
for  all  concerned  if  it  were  done  by  physicians. 

“We  decided  to  cooperate  with  HEW  in  the 
implementation  of  the  law.  I can  tell  you,  we’ve 
had  very  little  cooperation  in  return. 

“Peer  review — the  concept  on  which  PSRO  is 
based — was  invented  by  the  medical  profession 
and  was  in  existence  long  before  the  government 
ever  heard  of  the  idea.  There  are  many  excellent 
and  functioning  peer  review  programs  now  in 
effect  in  this  country,  and  we  asked  the  Secretary 
to  set  up  the  PSRO  designated  areas  (regional 
units)  so  as  not  to  disturb  them. 

“This  plea  apparently  fell  on  deaf  ears.  I won’t 
hazard  a guess  as  to  the  reason  behind  the 
Secretary’s  area  designations.  I don’t  think  there 
were  any.  I think  the  decision  was  simply 
capricious  and  arbitrary. 

“Our  Board  of  Trustees  has  voted  to  join  with 
any  of  our  state  organizations  who  want  to  go 
to  court  to  upset  the  area  designation  in  their 
state.  Our  preliminary  indications  are  that  seven 
or  eight  may  do  so. 

“Let  me  say  in  closing  that  over  the  past  four 
or  five  years  we  have  made  a deliberate  effort  to 
cooperate  with  HEW  in  implementing  govern- 
ment programs  for  the  benefit  of  the  people.  I 
think  for  a while  there  was  good  communication 
and  good  cooperation. 

“That  day  apparently  has  passed.  Of  late  we’ve 
had  nothing  but  rebuff  after  rebuff.  We’ve  now 
been  left  with  no  recourse  but  to  fight  in  our 
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own  best  interests  and,  we  believe,  in  the  best 

interests  of  our  patients.” 

* ❖ 

Physician  fees  in  1974  have  been  ordered  held 
to  a four  per  cent  increase  by  the  Cost  of  Living 
Council. 

Despite  strong  arguments  from  physician 
groups  including  the  AMA  for  an  exemption  from 
all  wage  and  price  controls  for  the  medical  pro- 
fession, the  Council  refused  to  step  back  from 
its  November  proposal  to  impose  the  four  per 
cent  ceiling. 

As  in  November  regulations,  physicians  under 
Phase  IV  will  be  permitted  an  annual  aggregate 
fee  increase  of  four  per  cent.  A ten  per  cent 
maximum  fee  increase  is  allowed  for  specific 
charge  items;  fees  under  $10  can  be  raised  by  $1. 

The  limits  are  effective  as  of  the  first  of  this 
year.  They  remain  legally  in  effect  until  April  30 
by  which  time  Congress  must  authorize  an  exten- 
sion of  the  President’s  power  to  impose  wage- 
price  controls  or  they  will  expire.  There  is  grow- 
ing sentiment  in  the  Senate  and  the  House  to 
terminate  the  program. 

The  regulations  in  the  health  field  have  been 
under  court  attack.  Nursing  homes  have  won  a 
preliminary  legal  battle  in  their  suit  against  the 
Phase  III  controls.  The  American  Hospital  Asso- 
ciation has  threatened  to  challenge  the  controls  in 
court. 

Hospitals  were  restricted  to  a 7.5  per  cent  in- 
crease per  in-patient  stay,  with  adjustments  for 
volume  changes. 

Under  the  final  regulations,  all  physicians  must 
maintain  a schedule  showing  prices  in  effect  on 
December  28,  1973,  which  comprises  90  per 
cent  of  their  revenues,  and  the  subsequent 
changes  and  dates.  “A  conspicuous  and  easily 
readable  sign”  must  be  posted  stating  the  avail- 
ability and  location  of  the  price  schedule.  The 
requirement  applies  whether  or  not  fees  have  been 
increased. 

The  Council  said  that  physicians  and  medical 
laboratories  that  have  not  raised  charges  as  al- 
lowed in  the  past  will  be  allowed  to  apply  the 
unused  portion  of  increase  up  to  a maximum  of 
five  per  cent. 

^ ^ ^ 

President  Nixon  is  enthusiastically  endorsing 
the  Health  Maintenance  Organizations  program 
effort  getting  underway  at  the  HEW  Department, 
according  to  federal  health  officials. 

The  government  is  “going  all  out”  to  imple- 
ment the  new  law  “as  rapidly  as  possible,”  Charles 
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Edwards,  M.D.,  Assistant  Secretary  for  Health, 
said. 

Proposed  regulations  to  carry  out  the  HMO 
program  will  be  issued  by  the  end  of  March. 

At  a briefing  of  health  reporters,  Dr.  Edwards 
announced  that  the  director  of  the  HMO  program 
is  Frank  Seubold  who  has  been  serving  as  Deputy 
Director  of  the  old  HMO  office  as  well  as  Asso- 
ciate Director  of  the  Bureau  of  Community 
Health.  Seubold,  51,  is  a Ph.D.  chemist  who 
came  to  HEW  in  1971  after  a career  in  the 
aerospace  industry  in  California  during  which  he 
became  increasingly  involved  in  space  medicine 
and  medical  systems  management  work. 

With  respect  to  the  new  HMO  law  that  au- 
thorizes $375  million  over  the  next  five  years, 
Dr.  Edwards  said  that  for  the  first  time  the 
government  is  going  to  be  making  changes  in  the 
economic  base  of  health  care  delivery  in  this 
country.  The  HMO  concept  attains  added  impor- 
tance, he  told  reporters,  as  the  Administration 
and  Congress  move  on  national  health  insurance 
proposals. 

Health  outlays  last  fiscal  year  for  the  nation 
reached  $94.1  billion,  an  11  per  cent  increase, 
the  lowest  rate  in  several  years.  The  proportion 
of  total  health  spending  to  the  Gross  National 
Product  remained  at  the  1972  level— 7.7  per 
cent.  Per  capita  expenditures  rose  $41  to  $441, 
including  private  and  government  spending. 

The  Social  Security  Administration’s  prelimi- 
nary figures  for  the  fiscal  year  that  ended  last 
July  showed  per  capita  private  spending  on  health 
of  $265  and  government  spending  of  $176  per 
person  for  the  year. 

The  ratio  of  public  versus  private  health  spend- 
ing continued  the  trend  of  two  decades  toward 
more  government  spending.  The  ratio  for  fiscal 
1973  was  60.1  per  cent  private  and  39.9  per 
cent  public.  In  1928,  the  corresponding  ratio  was 
86.7  per  cent  and  13.3  per  cent. 

Of  the  $94  billion  total,  $36  billion  went  for 
hospital  care,  $18  billion  for  physicians’  services, 
compared  with  $32.6  billion  and  $16.6  billion 
the  previous  year. 

Federal  spending  was  estimated  at  $24.6  bil- 
lion, up  almost  $2  billion  state  and  local,  $12.9 
billion,  up  more  than  $1.5  billion. 

Expenses  for  prepayment  and  administration, 
largely  private  health  insurance  expenses,  rose 
from  $2.4  billion  in  fiscal  1972  to  $3.3  billion 
in  fiscal  1973. 

^ ^ ^ 
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The  American  Medical  Association  recognizes 
that  supplemental  printed  information  given  to 
the  patient  by  the  pharmacist  at  the  physician’s 
discretion  would  be  valuable  for  certain  classes 
of  drugs. 

However,  the  AMA  stated  at  a Washington, 
D.C.,  conference  on  patient  drug  information 
that  the  preparation  and  distribution  of  such  in- 
formational material  pose  a number  of  problems. 

“Patients  differ  in  their  drug  requirements  with 
respect  to  dose,  duration  of  therapy  and  adjunct 
medication.  They  also  differ  in  therapeutic  re- 
sponse, adverse  side  effects  and  toxic  reactions. 
The  information  in  a ‘patient  package  insert’ 
might  be  helpful  to  some  patients  but  might 
confuse,  frighten  or  even  harm  other  patients.” 

The  meeting  of  medical,  drug  and  consumers 
representatives  was  told  by  an  AMA  spokesman 
that  the  usefulness  of  a patient  package  insert 
should  be  explored  for  a limited  number  of  drugs. 
The  AMA,  the  Food  and  Drug  Administration 
and  the  manufacturer  could  cooperate  in  prepar- 
ing informational  material  on  a limited  number 
of  drugs,  selected  because  they  are  used  over  a 
long  period  of  time  or  have  a high  incidence  of 
interaction  with  other  drugs. 

The  acceptance  of  such  material  by  patients 
and  physicians  and  the  impact  it  might  have  on 
the  way  in  which  patients  used  drugs  should  be 
assessed  before  encompassing  a large  number  of 
therapeutic  agents  in  the  program,  according  to 
the  AMA. 

The  FDA  has  been  considering  steps  to 
broaden  the  package  insert  to  assure  it  reaches 
patients  for  many  drugs. 

Dr.  John  Zapp,  D.D.S.,  Deputy  Assistant  Sec- 
retary for  Legislation  of  the  HEW  Department  is 
resigning  to  join  the  Washington  office  of  the 
AMA  as  Director  of  the  Department  of  Con- 
gressional Relations. 

Dr.  Zapp,  has  been  at  HEW  since  1969.  He 
held  a variety  of  posts  including  Deputy  Assistant 
Secretary  for  Health  Manpower.  The  41 -year-old 
official  has  been  involved  with  health  legislation 
for  several  years  and  has  served  as  federal  repre- 
sentative to  the  AMA-American  Medical  Colleges 
Liaison  Committee  on  Medical  Education. 

Dr.  Zapp  will  replace  William  Colley  as  the 
head  of  AMA’s  Congressional  Relations  Depart- 
ment. 


pcf/ofKil  new/ 


DR.  ALTON  L.  ABSHER,  Knoxville,  was  recently  pre- 
sented a plaque  for  having  served  on  the  staff  of  St. 
Mary’s  Hospital  since  the  hospital  opened  in  1930. 

DR.  JOE  F.  BRYANT,  Lebanon,  is  one  of  six  TMA 
members  receiving  congressional  praise  for  their  work 
to  the  South  Vietnamese  people.  Other  physicians  in- 
clude: RICHARD  FRANCE,  Nashville;  NAT  D. 

HYDER.  JR.,  Erwin;  W.  WALTER  PYLE,  Franklin; 
PAUL  SPRAY.  Oak  Ridge,  and  JOHN  H.  WOLAVER, 
Knoxville. 

DR.  JOHN  W.  CAMPBELL.  Knoxville,  has  been 
named  chief-elect  of  the  Presbyterian  Hospital  medical 
staff.  Other  Knoxville  physicians  elected  include  DR. 
LOYD  C.  DAVIS,  general  chief  of  staff,  and  DR. 
JAMES  R.  GUYTON,  JR.,  secretary. 

DR.  BLAND  W.  CANNON,  Memphis,  has  been  ap- 
pointed vice  chancellor  for  academic  affairs  pro  tem. 
at  the  University  of  Tennessee  Medical  Units. 

DR.  ROBERT  L.  CRAIG.  Chattanooga,  has  been 
elevated  to  medical  director  for  TVA. 

DR.  T.  H.  CURTIS,  Chattanooga,  has  been  named  chief 
of  staff  of  the  John  L.  Hutcheson  Memorial  Tri-County 
Hospital. 

DR.  LYMAN  A.  FULTON.  Mountain  Home,  has  been 
appointed  chief  of  Medical  Service  at  the  Mountain 
Home  Veterans  Administration  Center. 

DR.  BENJAMIN  R.  GENDEL.  Memphis,  has  been 
appointed  chief  of  staff  at  Memphis  Veterans  Hospital. 

DR.  A.  L.  JERKINS,  Knoxville,  has  been  named  to 
the  12-member  board  of  the  American  College  of 
Emergency  Physicians. 

DR.  E.  GENE  LYNCH,  Morristown,  has  been  made  a 
Diplomate  of  the  American  Board  of  Family  Practice. 

DR.  CARL  D.  MARSH,  Memphis,  has  been  elected 
Regional  President  for  American  Association  for  Clin- 
ical Immunology  and  Allergy,  Southern  Region.  Also, 
elected  secretary  was  DR.  SAM  H.  SANDERS.  Mem- 
phis. 

DR.  JOHN  R.  MORGAN,  Chattanooga,  has  been  certi- 
fied as  a pediatric  cardiologist  by  the  sub-board  of  the 
American  Board  of  Pediatrics. 

DR.  DAVID  P.  McCALLIE,  Chattanooga,  has  been 
elected  chief  of  staff  of  Erlanger  and  Children's  Hospi- 
tals. DR.  THOMAS  L.  BUTTRAM  was  elected  vice- 
chief of  staff. 

DR.  HAROLD  NEUENSCHWANDER.  Knoxville,  has 
been  installed  as  chief  of  staff  of  the  University  Hospi- 
tal. DR.  JOHN  KESTERSON  was  named  chief-elect. 

DR.  HELEN  ARTERBURN  RICHARDS,  Athens,  has 
been  elected,  chief  of  staff  of  Athens  Community  Hos- 
pital. DR.  CHARLES  T.  CARROLL  was  elected  vice- 
chief of  staff  and  DR.  DONALD  B.  GIBSON,  secretary. 

DR.  ROBERT  L.  RICHARDSON.  Memphis,  has  been 
elected  president  of  the  Faculty  Senate  at  the  University 
of  Tennessee  Medical  Units. 
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DR.  FENTON  SCRUGGS,  Cleveland,  has  been  named 
to  the  Bradley  Memorial  Hospital  board. 

DR.  HAL  S.  STUBBS,  Bristol,  has  been  elected  chief 
of  staff  of  Bristol  Memorial  Hospital.  DR.  H.  W. 
BACHMAN,  JR.,  was  elected  vice-chief  of  staff,  and 
DR.  W.  F.  SCHMIDT,  was  named  secretary-treasurer. 

DR.  LEE  L.  WILLIAMS,  Knoxville,  has  been  re-elected 
chairman  of  the  Knoxville  Neighborhood  Health 
Service. 


April  1-5 
April  4-6 
April  4-7 


April  20-22 


American  College  of  Radiology,  Roose- 
velt Hotel,  New  Orleans 

American  Pediatric  Surgical  Associa- 
tion, New  Orleans 

American  Fertility  Society,  Diplomat 
Hotel,  Miami 

American  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  The  Breakers, 
Palm  Beach,  Fla. 


onnouncemenl/ 


CALENDAR  OF  MEETINGS 

STATE 

April  10-13  Annual  Meeting  of  Tennessee  Medical 
Association,  Gatlinburg  Auditorium, 
Gatlinburg 


March  25-27 

March  27 

March  29- 
April  3 


NATIONAL 

American  College  of  Surgeons,  Hous- 
ton 

American  Society  of  Clinical  Oncology, 
Rice  Hotel,  Houston 

American  Society  of  Abdominal  Sur- 
geons, Caesars  Place,  Las  Vegas 


April  21-22 
April  22-24 


April  22-25 


April  23-25 


April  25-26 


April  28- 
May  2 

May  16-18 


American  Otological  Society,  The 
Breakers,  Palm  Beach,  Fla. 

American  Association  for  Thoracic 
Surgery,  Las  Vegas  Hilton,  Las  Vegas 

American  Academy  of  Pediatrics, 
Spring  Meeting,  Americana  Hotel,  Bal 
Harbour,  Fla. 

American  Laryngological,  Rhinological 
& Otological  Society,  The  Breakers, 
Palm  Beach,  Fla. 

AMA  National  Conference  on  Rural 
Health,  Detroit  Hilton,  Detroit 

Industrial  Medical  Association,  Ameri- 
cana Hotel,  Miami 

American  Cancer  Society’s  National 
Conference  on  Childhood  Cancer,  Fair- 
mont Hotel.  Dallas 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 

1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 

6 to  12  years  of  age;  Vi  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  - 5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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continuing 


The  continuing  medical  education  accredita- 
tion program  of  TMA,  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AMA  Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Medical  College  of  Georgia 
CME  Courses 


Date 

March  21-23 


March  28-29 
June  13-15 


Title,  Location 

Geriatric  Problems  in  Family  Prac- 
tice, Medical  College  of  Georgia, 
Augusta,  Ga. 

Gastroenterology,  The  Atlanta  Mar- 
riott, Atlanta,  Ga. 

Internal  Medicine,  Buccaneer  Motor 
Lodge,  Jekyll  Island,  Ga. 


American  College  of  Physicians 
Regional  Meeting 

Alabama  Regional  Meeting,  May  10-12,  1974,  Point 
Clear,  Alabama.  INFO:  Alwyn  A.  Shugerman, 
M.D.,  1815  11th  Ave.,  S.,  Birmingham,  Ala.  35205 


Network  for  Continuing  Medical  Education 
Schedule  of  Upcoming  NCME  Programs 

March  11-  THE  BREAST  EXAMINATION,  with 
March  24  Angelo  J.  DePalo,  M.D.,  Assistant  At- 
tending Surgeon.  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  New  York 
City. 

IS  IT  SINUSITIS?,  with  Melvin  E.  Sigel. 
M.D.,  Clinical  Associate  Professor  of 
Otolaryngology,  University  of  Minnesota 
Medical  School,  and  Assistant  Chief  of 
the  Department  of  Otolaryngology,  Hen- 
nepin County  General  Hospital,  Min- 
neapolis, Minnesota. 

AN  EFFECTIVE  WAY  TO  CONTROL 
PSORIASIS,  with  Paul  Lazar,  M.D., 
Associate  Professor  of  Dermatology, 
Northwestern  University;  Chairman  of 


the  Audio-Visual  Committee  at  the 
American  Academy  of  Dermatology;  and 
Chairman  of  the  AMA  Task  Force  on 
Cosmetics,  Evanston,  Illinois. 

March  25-  A L O P E C I A IN  DIAGNOSIS,  with 
April  7 Norman  Orentreich,  M.D..  Clinical  As- 

sociate Professor  of  Dermatology  and 
Syphilology,  New  York  University 
School  of  Medicine,  New  York  City. 
THE  MEDICAL  MANAGEMENT  OF 
METASTATIC  BREAST  CANCER, 
with  Justin  J.  Stein.  M.D.,  Professor  of 
Radiology  and  President  of  the  Ameri- 
can Cancer  Society,  University  of 
California,  Los  Angeles. 

THE  DIFFERENTIAL  DIAGNOSIS 
OF  SYSTEMIC  LUPUS  ERYTHE- 
MATOSUS, with  Naomi  F.  Rothfield, 
M.D.,  Professor  of  Medicine  and  Chief, 
Arthritis  Division  at  the  University  of 
Connecticut  School  of  Medicine,  Farm- 
ington. 

For  more  information  about  NCME,  write  the  Net- 
work for  Continuing  Medical  Education.  15  Columbus 
Circle,  New  York,  New  York  10023. 


The  University  of  Tennessee  College  of 
Medicine  Schedule  of  Continuing 
Education  Courses,  1974 


Mar. 

25-30 

Review  Course,  Memphis 

Apr. 

6-7 

Pediatric  Anesthesia,  Memphis 

Apr. 

18-19 

Leigh  Buring  Conference  on  Excep- 
tional Children,  Memphis 

Apr. 

29-30 

Emergency  Room  Care,  Memphis 

May 

10-12 

Fundamentals  of  Clinical  Otology, 
Memphis 

May 

15-18 

Clinical  EKG,  Paris,  Tenn. 

May 

20-24 

Intensive  Review  of  the  Science  of 
Anesthesiology,  Memphis 

Vanderbilt  University  CME 
Course  Listings 

Venereal  Disease:  A New  Look  at  Treatment 
Tenn.  Dept,  of  Public  Health;  U.  of  Tennessee; 


Meharry  Medical  College March  16 

Diabetes:  1974  April 


13th  Annual  Seminar  in  Psychiatry 

Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  May 
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For  further  information  contact: 

Paul  E.  Slaton,  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for  phy- 
sicians in  family  practice  and  in  various  subspecialties 
have  been  developed  by  the  School  of  Medicine  and  the 
Division  of  Continuing  Education  of  Vanderbilt  Uni- 
versity. The  practicing  physician,  with  the  guidance 
of  the  participating  department  chairman,  can  plan  an 
individualized  program  of  one  to  four  weeks  to  meet 
recognized  needs  and  interests.  The  experience  will  in- 
clude contact  with  patients,  discussion  with  clinical  and 
academic  faculty,  conferences,  ward  rounds,  learning 
individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Ex- 
perience in  more  than  one  discipline  may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physicians 
Recognition  Award  and  American  Academy  of  Family 
Physicians  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 


American  College  of  Chest  Physicians 
Postgraduate  Programs,  1974 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  The  continuing  education  program  for 
physicians  sponsored  by  the  American  College  of  Chest 
Physicians  has  been  accredited  by  the  Council  on 
Medical  Education  of  the  American  Medical  Associa- 
tion and  is  acceptable  for  credit  toward  the  AMA 
Physician’s  Recognition  Award. 

For  further  information  contact:  Bradford  W. 

Claxton,  M.  Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago,  IL  60611. 

Mar.  27-29 — “Office  Management  of  Respiratory  Dis- 
ease,” Las  Vegas,  Nevada 

Apr.  3,  4 — “Advances  in  the  Management  of  Acquired 
Heart  Disease,”  Playboy  Club  Hotel,  Great  Gorge, 
N.J. 

May  23,  24 — “Critical  Care  Medicine — The  Nurse, 
The  Therapist,  The  Physician,”  Denver,  Colorado 


Symposium  on  Bone  and 
Joint  Radiology 

The  Departments  of  Diagnostic  Radiology  and 
Orthopaedic  Surgery  at  the  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky,  will  conduct  a 
symposium  on  Bone  and  Joint  Radiology  from  May 
1-3,  1974,  immediately  preceding  the  100th  Renewal 
of  the  Kentucky  Derby.  In  the  morning  sessions  a 
distinguished  guest  faculty  will  analyze  radiographs 
of  selected  unknown  cases  that  demonstrate  differential 
diagnostic  features  of  various  types  of  bone  and  joint 
pathology.  Each  registrant  will  be  sent  copies  of  the 
radiographs  of  each  case  prior  to  the  meeting.  After- 
noon sessions  will  be  devoted  to  informal  discussions 
between  small  groups  of  registrants  and  a member  of 
the  guest  faculty. 

For  further  details  and  an  application  form,  write: 
Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Ky.  40506 

Symposium  on  the  Recent  Advances 
In  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  spring,  with 
outstanding  specialists  in  the  field  of  allergy  as  featured 
speakers.  A golf  and  tennis  tournament  will  be  held 
in  conjunction  with  this  symposium.  Please  contact: 
Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 
Asheville,  NC  28801 
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Postgraduate  Symposium  of 
Rheumatic  Diseases 

The  10th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases  will  be  held  on  Thursday,  May  9, 
1974  in  the  auditorium  of  the  Health  Science  Center, 
University  of  Louisville  School  of  Medicine. 

American  College  of  Obstetricians 
And  Gynecologists  Annual  Meeting 

The  22nd  Annual  Clinical  Meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists  will  be 
held  April  29  thru  May  2,  1974,  Las  Vegas,  Nevada. 

Highlights:  Fifty  papers  on  current  clinical  and 

basic  investigation.  The  President’s  Program,  “The 
Conquest  of  Breast  Cancer.”  One  panel  will  discuss 
the  management  of  breast  cancer  (diagnosis,  treatment, 
rehabilitation).  In  a second  panel  current  concepts, 
etiology,  pathology  and  research  will  each  be  a focus 
of  an  expert.  These  are  15  Position  papers  with  current 
thinking  on  the  more  common  and  important  problems 
in  the  specialty  as  seen  by  prominent  authorities. 
Registration  fee  for  non-members:  $125.00. 

Contact:  Mr.  Donald  F.  Richardson,  Associate  Director, 
The  American  College  of  Obstetrics  and 
Gynecologists, 

One  East  Wacker  Drive 
Chicago,  IL  60601 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs.  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

Fourth  Postgraduate  Course  In 
Head  & Neck  Anatomy 

EAST  CAROLINA  UNIVERSITY 
GREENVILLE,  NORTH  CAROLINA 
May  28-31,  1974 


The  size  of  the  class  is  limited  to  16  students.  All 
applications  will  be  processed  in  the  order  received, 
and  correspondence  with  applicants  will  be  established 
promptly. 

Tuition  for  the  course  is  $125;  for  students  in  resi- 
dency programs,  $75.  Persons  wishing  to  apply  should 
write  for  an  application  prior  to  May  1,  1974.  Full 
payment  must  accompany  each  application,  and  checks 
should  be  made  payable  to  East  Carolina  University. 

For  further  information  contact: 

Department  of  Anatomy 
School  of  Medicine 
East  Carolina  University 
Greenville,  NC  27834 

Tenth  Postgraduate  Symposium  On 
Rheumatic  Diseases 

UNIVERSITY  OF  LOUISVILLE 
SCHOOL  OF  MEDICINE 
LOUISVILLE,  KENTUCKY 
May  9,  1974 

The  10th  Annual  Symposium  on  Rheumatic  Dis- 
eases, jointly  sponsored  by  the  University  of  Louisville 
School  of  Medicine  and  the  Kentucky  Chapter  of  the 
Arthritis  Foundation,  will  be  held  Thursday,  May  9. 
1974  in  the  Health  Sciences  Center  Auditorium,  Uni- 
versity of  Louisville  School  of  Medicine. 

The  theme  of  the  program  will  be  “Pathogenesis  and 
Management.”  Topics  will  include  osteoarthritis,  anky- 
losing spondylitis,  extra-articular  complications  of 
rheumatoid  arthritis,  systemic  lupus  erythematosus, 
gout,  pseudogout,  and  seronegative  arthritides,  such  as 
psoriatic  arthritis  and  Reiter’s  syndrome. 

There  is  no  registration  fee. 

For  additional  information  and  a program,  please 
contact: 

Kentucky  Arthritis  Foundation 
1381  Bardstown  Road 
Louisville,  KY  40204 

* ❖ 

University  of  Kentucky  Medical  Center 
CME  Courses 

COLPOSCOPY  SEMINAR 
March  26-27,  1974 
Registration  Fee:  $200 

A CURRENT  EVALUATION  OF  AN  OLD 
PROBLEM:  DIABETES  MELLITUS 
April  5,  1974 
Registration  Fee:  $15 
PRACTICAL  THERAPEUTICS  IN 
INTERNAL  MEDICINE 
May  27-31,  1974 
Sponsored  by: 

University  of  Kentucky  College  of  Medicine 
and  the 

American  College  of  Physicians 
Registration  Fee:  $140  ACP  Members 
$ 70  ACP  Associates 
$200  Non  Members 
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For  further  information  on  any  of  the  above,  con- 
tact: 

Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21  month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health;  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

AMA  To  Sponsor  Fourth 
Hemisphere  Nutrition  Conference 

The  economics  of  food  production  in  a world  forced 
to  establish  priorities  for  limited  supplies  of  energy 
will  be  a major  theme  of  the  Fourth  Western  Hemi- 
sphere Nutrition  Congress  Aug.  19-22  in  Bal  Harbour, 
Fla. 

Some  one  thousand  authorities  on  nutrition,  medicine, 
food  science  and  technology,  agriculture,  and  economic 
development  from  25  nations  will  seek  to  develop  food 
and  agricultural  policies  for  the  Western  Hemisphere 
during  the  four-day  Congress. 

The  meeting  is  organized  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association  and 
The  American  Institute  of  Nutrition,  in  cooperation  with 
the  Nutrition  Society  of  Canada  and  La  Sociedad 
Latinoamericana  de  Nutricion. 

The  1974  Congress  will  feature  continuing  education 
sessions  for  nutritionists  to  provide  an  update  of  in- 
formation for  those  who  deal  with  malnutrition  as  it 
relates  to  disease.  Malnutrition  lowers  resistance,  and 
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the  processes  involved  and  possible  means  of  combat- 
ing the  problem  will  be  aired. 

The  opening  plenary  session  of  the  Congress  will 
include  presentations  on  coordinating  food  production 
with  human  needs,  influence  of  international  financial 
policies  on  foods  and  nutrition,  and  agriculture  and 
energy  balance. 

Other  sessions  will  air  such  topics  as  minerals  in 
nutrition,  food  and  the  environment,  fat-soluble  vita- 
mins, perinatal  nutrition,  new  developments  in  clinical 
nutrition,  food  design  and  consumer  needs,  and  new 
and  unusual  foods. 

The  closing  plenary  session  will  hear  a forecast  of 
scientific  developments,  economic  and  resource  trends, 
and  mobilizing  of  society  to  responsible  action.  Another 
segment  of  the  Congress  will  deal  with  nutritional 
excesses,  such  as  over-dosing  with  vitamins  and  high 
protein  diets. 

Additional  information  on  the  Congress  is  available 
from  the  Department  of  Foods  and  Nutrition,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago,  IL 
60610. 

Dermatopathology  Symposium 

A three-day  “Dermatopathology”  symposium  directed 
by  Dr.  A.  Bernard  Ackerman  and  sponsored  by  the  de- 
partments of  dermatology  and  pathology  of  New  York 
University  School  of  Medicine  will  be  held  on  Oct.  7, 
8,  9,  1974,  in  Alumni  Hall,  New  York  University  Med- 
ical Center,  550  First  Avenue,  Manhattan. 

The  faculty  includes:  Drs.  William  Caro,  Wallace 

Clark,  Jr.,  Robert  Freeman,  Robert  Goltz,  Fred 
Gorstein,  James  Graham,  George  Ioannides,  John  Knox, 
Raffael  Lattes,  Herbert  Lund,  Hermann  Pinkus,  Daniel 
Richfield,  Arkadi  Rywlin,  Lewis  Shapiro,  David  Silvers, 
Richard  Winkelmann  and  Ackerman. 

The  presentations  will  include  all  aspects  of  cutaneous 
pathology:  inflammation,  neoplasia,  malformations  and 
depositions.  The  emphasis  in  this  symposium  will  be  on 
mechanics  of  skin  diseases,  elucidating  concepts  about 
pathological  processes,  in  addition  to  careful  gross  and 
microscopic  pathologic  correlations.  The  aim  is  to  bring 
a fresh  approach  to  understanding  dermatopathology. 

For  detailed  information  inquire  at  the  Office  of  the 
Recorder,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  NY  10016. 

rf* 


FAMILY  PHYSICIANS,  INTERNISTS,  GEN- 
ERAL PRACTITIONERS,  ORTHOPEDIC 
SURGEONS,  and  OB-GYN  needed  for 
various  communities  throughout  Tennessee. 
All  opportunities  are  located  in  towns  with 
a modern,  fully-equipped,  JCAH  approved 
hospital.  Contact:  E.  J.  Ryan,  Jr.,  Director- 
Medical  Relations,  Hospital  Corporation 
of  America,  P.O.  Box  550,  Nashville,  Ten- 
nessee 37203. 
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TMS/RMP  Receives  Funds; 

Supports  Area  Projects 

TMS/RMP  has  been  awarded  $658,912  for 
the  second  period  of  FY  74,  according  to  Pro- 
gram Director,  Dr.  Richard  O.  Cannon. 

Projects  which  have  been  approved  to  receive 
funding  out  of  these  monies  include: 

Hypertension  Follow-Up  Program  at  Alton 
Park  Community  Health  Center,  Chattanooga 
—$41,035. 

Coordinated  Pediatric  Educational  Service  Sys- 
tem, U.T.  Memorial  Research  Center  and  Hos- 
pital, Knoxville — $32,820. 

Regionalization  of  High  Risk  Newborn  Care, 
Vanderbilt,  Nashville — $19,200. 

Nurse  Clinician  Project,  Bradley  County  Health 
Department,  Cleveland — $14,898. 

Wynn  Habersham  Clinic,  United  Health 
Services  of  Kentucky  and  Tennessee — $32,000. 
Development  of  Norms  and  Standards,  Ten- 
nessee Foundation  for  Medical  Care,  Inc. — 
$88,291. 

Renal  Dialysis  Unit,  Knoxville — $13,200. 
Nurse  Practioner  Training /Me  harry , Public 
Health  Department,  Cookeville — $15,000. 
Tennessee — Appalachian  Nurse-Midwifery  and 
Child  Development  Project,  K i n g s p o r t — 
$8,530. 

Organ  Donor  Education  Program,  Middle  Ten- 
nessee Kidney  Foundation — $19,138. 

Utilizing  Regular  T e a c hi  n g Personnel  to 
Strengthen  Public  Health  Education,  Nashville 
—$24,350. 

* Georgia — Tennessee  Regional  Emergency  Med- 
ical Communications  System,  Chattanooga — 
$50,000. 

Chronic  Kidney  Disease  Patient  Care  System, 
Vanderbilt — $50,000. 

* Pharmacists’  Involvement  with  the  Hyperten- 
sive Patient,  Middle  Tennessee  Pharmacists 
Association — $2,500. 

* Hypertension  Screening,  Chattanooga  Area 
Heart  Association — $5,000. 

*Funding  subject  to  compliance  with  restrictions  and/or 
changes  required  by  RMP’s  and/or  TMS/RMP  RAG. 


* A Coordinated  Systems  Approach  to  Cost  Re- 
duction of  Health  Services,  South  Central 
Health  Planning  Council,  Columbia — $10,232. 
Standard-Procedure  Development  for  Lymphe- 
dema Following  Mastectomy,  American  Can- 
cer Society,  Tennessee  Division — $1,475. 

*East  Tennessee  Emergency  Medical  Service 
System,  Knoxville — $30,000. 

These  projects  were  reviewed  and  approved  by 
staff  and  RAG  members  in  October  out  of  nearly 
50  proposals  submitted. 

Dr.  Cannon  stated  that  “TMS/RMP,  perhaps 
more  fortunate  than  some  other  programs,  has 
held  onto  its  core  staff  and  maintained  a viable 
position  in  the  Region.” 

New  funding,  $1,127,742  for  FY  74,  while 
late  in  coming  ($466,830  in  October,  1973  and 
$658,912  in  January,  1974)  and  somewhat  en- 
cumbered by  vague  funding  criteria  and  options, 
has  been  apportioned  fairly  and  equitably  through- 
out the  Region. 

EMS 

Dr.  Cannon  noted  that,  “With  the  funding  of 
the  Penny  rile  (Hopkinsville  Area),  Kentucky  and 
Upper  East  (Tri-Cities)  EMS  (Emergency  Med- 
ical Service)  systems  out  of  our  initial  six  month 
funds,  and  the  pending  approval  of  funds  for 
the  Southeast  (Chattanooga)  and  Mid-East 
(Knoxville)  EMS’,  TMS/RMP  has  been  a prime 
motivator  in  coordinating  and  funding  EMS  com- 
munications throughout  the  region.” 

TARP 

“In  addition,  we  are  pleased  to  point  to  our 
involvement  in  the  staff  development,  funding 
and  cooperative  arrangements  put  into  the  de- 
velopment of  the  Tennessee  Foundation  for  Med- 
ical Care  sponsored  TARP  (Tennessee  Admis- 
sions Review  Program)  project,  one  of  the  most 
important  programs  in  our  state  today  and  one 
of  the  largest,  single  grants  awarded  by  TMS/ 
RMP  in  its  history.  This  is  a major  project  in 
a meaningful  area,  that  of  quality  assurance  and 
cost  containment  . . . one  that  should  have  many 
positive  effects  in  health  care  delivery.” 


MARCH,  1974 


261 


Fraud:  Government  Issue 

Not  long  ago  I read  that  fewer  than  one-tenth 
of  one  percent  of  the  nation’s  physicians  were 
guilty  of  submitting  fraudulent  Medicare  claims. 
I have  never  read  or  heard  a figure  representing 
the  number  of  physicians  who  have  been  de- 
frauded, not  to  mention  defamed  and  maligned, 
by  our  government’s  Medicare  program.  I would 
guess  it  approaches  ninety  percent  or  more.  And, 
of  course,  one-hundred  percent  of  Medicare 
“beneficiaries”  are  victims  of  this  politically  mo- 
tivated fraud. 

If  you  find  it  difficult  to  accept  these  views 
as  valid  you  are  either  naive  or  unaware  of  the 
meaning  of  ‘fraud.’ 

From  its  earliest  beginnings,  Medicare  has  been 
represented  to  be  a plan  which  would  provide 
payments  for  physicians  and  hospitals  engaged 
in  the  medical  care  of  its  subscribers.  No  men- 
tion was  or  has  been  made  of  the  fact  that  the 
pretended  underwriter  and  not  the  physician 
would  determine  the  essential  and  therefore 
compensable  elements  of  medical  care.  Certainly 
there  has  been  no  intimation  that,  in  most  cases, 
such  determinations  would  be  made  independently 
and  summarily  by  the  officials  of  Medicare.  In- 
complete disclosure  is  a hallmark  of  fraud. 

Traditionally,  Medicare  has  been  promoted  as 
a program  which  would  help  preserve  the  health 
and  prevent  illness  among  its  participants.  In 
truth,  however,  it  provides  for  payments  only  in 
connection  with  illnesses  and  thus  discourages  all 
health  maintenance  efforts.  Deception  is  an  in- 
tegral component  of  fraud. 

Completely  ignoring  the  complexities  of  human 
illness  and  the  great  variation  in  the  amounts  of 
time  needed  to  resolve  those  complexities,  Medi- 
care pretends  that  every  case  of  pneumonia,  for 
example,  can  be  diagnosed  and  treated  in  exactly 
the  same  way  and  in  exactly  the  same  amounts 
of  time,  as  any  other  case  of  pneumonia.  A 
ludicrous  pretension,  even  for  a layman.  Never- 
theless, a physician  who  charges  a realistic  fee 
for  the  time  he  spends  in  caring  for  a patient  who 
is  afflicted  with  pneumonia  and  Medicare,  is 
denied  equitable  remuneration.  To  compound  the 
theft  of  his  time,  his  patient  is  informed,  in  words 
typed  on  a financial  transaction  document,  that 
his  physician  has  overcharged  him.  There  is  no 
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suggestion  that,  in  fact,  Medicare  has  under- 
remunerated the  patient  or  underpaid  his  phy- 
sician. Derogation  of  integrity  and  honesty  is  the 
forerunner  and  companion  of  fraud. 

In  its  original  form  and  size,  with  its  restric- 
tions and  limitations,  Medicare  was  viewed  (prob- 
ably erroneously)  by  physicians  as  providing  a 
fairly  reasonable  schedule  of  payments;  by 
economists  as  a possibly  bearable  burden  and  by 
the  public  as  a real  bargain.  Since  its  birth,  how- 
ever, Medicare  has,  not  at  all  surprisingly,  under- 
gone a rapid  metamorphosis.  From  a small  foot 
in  the  door,  it  has  forced  itself  in,  and  is  devour- 
ing great  chunks  of  our  resources.  It  is  de- 
manding more  in  premiums  while  giving  less  in 
benefits.  It  has  increased  the  paper-work  burden 
of  physicians  and  hospitals;  consequently  it  has 
raised  the  cost  and  reduced  the  resources  of 
medical  care  for  everyone.  It  has  destroyed  the 
confidentiality  of  and  willfully  alienated  the 
physician-patient  relationship.  It  is  a parasite 
masqueradering  as  a host.  Trickery  is  character- 
istic of  fraud. 

Mark  R.  Johnson,  M.D. 

Reprinted  from  the 

Oklahoma  State  Medical  Association 

Dec.,  1973 


POSITIONS  AVAILABLE 

Anesthesiologist,  EENT, 
Opthalmologist,  Pediatrician, 
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Changing  Roles  and  Responsibilities 
In  Health  Care  Deliveryt 

MERLIN  K.  DuVAL,  M.D.* * 


One  hundred  and  twelve  years  ago,  Dr.  Oliver 
Wendell  Holmes  was  invited  to  make  an  address 
at  the  annual  meeting  of  the  Massachusetts  Med- 
ical Society.  During  the  course  of  his  presenta- 
tion, Dr.  Holmes  observed  that  men  who  go 
about  their  work  according  to  the  rules  and 
practices  of  the  day,  without  looking  forward  or 
backward,  are  practical  men  who  ‘;pull  the  oars 
of  society.”  Then  he  told  this  story:  “Sir  Edward 
Parry  and  his  party  were  going  straight  to  the 
pole  in  one  of  their  arctic  expeditions,  traveling 
at  the  rate  of  ten  miles  a day.  But  the  ice  over 
which  they  traveled  was  drifting  straight  toward 
the  equator  at  the  rate  of  twelve  miles  a day, 
and  yet,  no  man  among  them  would  have  known 
that  he  was  traveling  two  miles  a day  backward 
unless  he  had  lifted  his  eyes  from  the  track  in 
which  he  was  plodding.” 

Underlying  my  thesis  today  is  the  observation 
that,  for  some  time  now,  each  of  us  has  been  so 
busy  pulling  his  own  oar — without  looking  at  the 
horizon — that  we  are  in  danger  of  forfeiting  con- 
trol of  our  ship  to  someone  else.  My  confidence 
that  this  observation  is  substantially  correct 
derives  exclusively  from  the  fact  that  I have  re- 
cently been  privileged  to  occupy  a seat  from 
which  the  angle  of  vision  clearly  permitted  me 
to  see  both  the  number  and  the  source  of  the 
hands  that  are  grasping  for  our  tiller.  It’s  my 
contention  that  it’s  time  we  grabbed  it,  ourselves. 

To  put  this  contest  in  perspective,  I will  spend 
a few  moments  describing  the  societal  factors 
that  have  given  visibility  to  the  problem;  I will 
then  describe  the  professional  circumstances  that 
appear  to  be  serving  as  deterrents  to  a resolu- 
tion to  the  problem;  and,  last,  I will  describe  some 
of  the  options  that  are  available  to  us  and  will 
invite  you  to  consider  one  in  particular. 

For  the  past  few  years,  we  have  been  hearing 
about  a health  care  crisis  in  America.  I am  not 


t Presented  at  the  Annual  Meeting  of  the  American 
Association  of  Medical  Clinics,  Los  Angeles,  California 
— September  19,  1973. 

* Vice  President  for  Health  Sciences,  University  of 
Arizona. 


enough  of  an  historian  to  pinpoint  the  time  at 
which  the  contemporary  movement  began,  and, 
in  fact,  have  some  doubts  as  to  whether  a dis- 
crete point  can  be  identified.  But  there’s  little 
doubt  that  the  movement  gained  tremendous 
momentum  during  the  middle  years  of  the 
Eisenhower  Administration  when,  on  the  occa- 
sion of  the  White  House  Conference  on  Aging, 
it  was  announced  that  access  to  health  care  should 
be  considered  a right  for  each  of  our  citizens.  It 
was  immediately  after  that  that  we  first  adopted 
the  term,  MEDICARE,  when  we  applied  it  to 
the  Medicare  Act  of  June  7,  1956.  Although 
this  Act  related  solely  to  the  dependents  of  mem- 
bers of  the  armed  forces,  it  was  barely  a year 
later  that  the  Forand  Bill  was  introduced  into  the 
Federal  Congress  which,  most  of  you  will  recall, 
provided  hospital  and  medical  care  for  the  aged 
through  Social  Security.  And,  although  this  bill 
didn’t  get  anywhere,  three  years  later  the  Kerr- 
Mills  Bill  was  adopted,  primarily  because  it  con- 
stituted a compromise  between  the  position  of 
the  American  Medical  Association  and  the  views 
of  those  who  were  interested  in  encouraging  a 
revolution  in  the  health  field.  Unfortunately,  this 
was  not  enough  and,  within  a year,  the  King- 
Anderson  Bill  was  introduced — a bill  that  was 
so  radical  in  its  scope  that  it  took  18  months  and 
all  the  resources  that  the  AMA  could  muster  to 
defeat  it. 

It’s  probably  of  some  significance  that  this 
movement  has  not  been  confined  to  the  United 
States.  People  throughout  much  of  the  world 
have  begun  to  think  that  access  to  medical  care 
is  a basic  human  right  that  should  be  indepen- 
dent of  personal  purchasing  power  and  should 
come  in  a form  that  is  convenient,  comfortable, 
and  free  of  offensive  or  discriminatory  conditions. 
This  observation  is  neither  hearsay  nor  second- 
hand. As  the  principal  delegate  from  the  United 
States  representing  American  interests  in  interna- 
tional health  meetings — involving  every  nation 
in  the  world — I came  to  observe,  firsthand,  the 
degree  to  which  this  concern  is  now  being 
registered. 

In  1968,  the  late  Walter  Reuther,  President 
of  the  United  Auto  Workers,  described  what 
he  believed  to  be  a health-care  crisis  in  our  own 
nation  and  announced  that  he  was  establishing  a 
Committee  of  One  Hundred  whose  objective 
would  be  to  hammer  out  a plan  to  make  good 
health  care  available  to  all.  Shortly  afterward, 
our  own  President  came  into  office  and  further 
acknowledged  the  presence  of  a crisis  in  health 
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care  and  pledged  his  Administration  to  find 
solutions. 

Ever  since  then,  you  and  1 have  sat  through 
heart-wrenching  TV  documentaries  telling  us  not 
to  get  sick  in  America;  we’ve  read  books  on  the 
crisis  by  politicians,  economists,  and  laymen;  and 
we  have  heard  our  profession  described  as  money- 
grubbing  mercenaries  during  nationally  publicized 
Senate  Hearings.  The  health-care  crisis  is  in 
special  vogue  among  consumer  groups.  It’s 
“camp”  to  talk  about  it  and,  since  almost  every- 
one has  either  had  to  wait  to  see  a doctor  or 
could  not  meet  a medical  bill,  our  nation  now 
abounds  with  self-proclaimed  experts.  One  can 
no  longer  go  to  a cocktail  party  without  picking 
up  snatches  of  conversations  such  as,  “health  care 
is  a right  and  not  a privilege;  national  health 
insurance  can  solve  everything;  physicians  ought 
to  be  drafted  into  a domestic  peace  corps;  pre- 
paid health  care  organizations  may  be  the  key  to 
solving  the  problem;  comprehensive  health  plan- 
ning and  regionalization  hold  the  answer;  the 
federal  government  ought  to  take  over  the  whole 
health  care  business,”  and  so  on. 

As  further  proof  of  this  crisis,  critics  of  our 
health  care  system  have  pointed  to  the  fact  that 
there  are  at  least  thirteen  nations  that  have  lower 
infant  mortality  rates  than  does  the  United  States 
and  that,  in  spite  of  our  enormous  technological 
capability,  life  expectancy  is  not  only  not  in- 
creasing but,  for  the  male  is  actually  decreasing 
at  this  time. 

Meanwhile,  the  professional  associations  that 
represent  us  have  steadfastly  attempted  to  show 
that  other  factors  than  the  health  care  system 
are  the  real  roots  of  the  problem.  A recent 
report  from  the  California  Medical  Association, 
for  example,  notes  that,  “.  . . Poor  nutrition, 
failure  to  seek  or  follow  medical  advice  . . . 
teenage  and  illegitimate  births  . . .”  are  highly 
conducive  to  such  things  as  a significantly  greater 
infant  mortality  here  than  in  other  developed 
nations.  The  report  also  notes  that,  “.  . . In 
urban  poverty-tract  areas,  there  are  large  num- 
bers of  immigrants  from  the  rural  South  and 
from  Appalachia  who  are  not  aware  of  the 
benefits  of  good  health  care.” 

These  same  professional  associations  also  point 
out  that,  even  beyond  such  indices  as  infant 
mortality  and  life  expectancy,  there  are  other 
forces  at  work  in  our  society  which  compromise 
the  health  of  our  people.  Prime  among  these  is 
our  own  human  behavior.  We  eat,  drink,  and 
smoke  too  much  and  drive  recklessly  on  the 
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highway — all  in  that  great  tradition  of  American 
optimism  that  says,  “It  can’t  happen  to  me.” 

In  other  words,  if  there  is  a crisis — and  many 
medical  professionals  are  not  prepared  to  admit 
that  there  is — it  is  not  a crisis  that  stems  from 
defects  in  America’s  medical  care  delivery  system. 

Personally,  I am  convinced  that  there  are,  in- 
deed, behavioral  and  environmental  factors  that 
influence  the  health  of  our  people  beyond  the 
direct  influence  and  control  of  the  health  de- 
livery system  generally  and  physicians  specifically. 
I would  also  agree,  and  have  made  the  point 
many  times,  that  comparisons  between  statistics 
in  the  diversified  and  complex  society  that  char- 
acteristizes  the  United  States  with  those  of  small, 
homogeneous  Europeans  countries  are  invidious. 
On  the  other  hand,  I do  have  to  ask:  What 
constitutes  our  professional  responsibility  in  mak- 
ing sure  that  all  segments  of  our  population  are 
aware  of  the  benefits  of  good  health  care? 
Suppose  our  infant  mortality  and  life  expectancy 
were  second  to  none;  could  we  then  conclude 
that  there  is  no  health  crisis?  I don’t  think  so. 
Webster  defines  a crisis  as,  “the  turning  point  for 
better  or  worse  in  an  acute  disease  or  fever”  and 
as,  “an  unstable  or  crucial  time  or  state  of  af- 
fairs.” I think  that  such  definitions  are  reasonably 
appropriate  to  the  affairs  of  health  in  the  1970’s. 

Next,  let  me  turn  to  an  examination  of  some 
of  the  characteristics  of  our  profession  that  appear 
to  be  contributing  to  this  crisis.  First,  American 
medicine  is  characterized  by  its  extraordinary 
scientific  and  technological  base.  Without  dwell- 
ing on  this  point,  it  is  apparent  to  most  that  our 
much  admired  technical  excellence  and  com- 
petence are,  at  the  same  time,  major  factors  in 
the  high  cost  of  illness.  Further,  we  are  having 
increasing  difficulty  in  demonstrating  that  our 
investment  in  this  scientific  and  technological  base 
has  materially  improved  the  general  level  of  the 
health  of  our  people. 

Second,  we  are  one  of  the  only  remaining 
nations  in  the  world  that  has  continued  to  make 
our  medical  services  available  on  an  almost  exclu- 
sively fee-for-service  basis.  With  all  the  strengths 
and  advantages  that  are  inherent  in  this  system, 
there  can  be  little  doubt  but  that  such  a system 
appears  to  be  incompatible  with  a public  policy 
that  would  presumably  provide  co-equal  access 
to  our  services  for  all  of  our  citizens,  rich  and 
poor  alike. 

Third,  our  profession  is  intrinsically  self- 
determining  and  is  self-regulating.  To  me,  this 
is  the  key  to  the  problem.  To  be  of  maxium 
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value,  a profession  must  serve  as  a trustee  of 
the  knowledge  and  the  skills  that  constitute  its 
very  reason  for  existence;  it  must  select,  examine, 
and  monitor  those  who  would  be  admitted  to  its 
study  and  to  its  practice;  and  it  must  also  accept 
responsibility  for  constantly  seeking  out  and 
identifying  the  new  techniques  and  technologies 
that  will  keep  its  offerings  contemporaneous  with 
the  needs  of  the  people  it  serves.  I might  add 
that  such  charges  are  freely  given  to  the  learned 
professions  by  society.  More  importantly,  society 
has  placed  very  few  constraints  on  us  as  we 
administer  and  conduct  our  professional  affairs. 
I would  submit  that  it  is  precisely  this  absence  of 
constraint  that  makes  it  possible  for  each  of  us 
to  be  as  effective  as  we  are  in  meeting  the  needs 
of  our  patients. 

On  the  other  hand,  I have  already  implied  that 
it  is  precisely  this  degree  of  self-determination  of 
our  profession,  and  the  rights  that  we  grant  to 
each  of  our  practitioners,  that  are  the  basis  of 
our  problem.  We  know  that  society  already  holds 
the  physician  in  very  high  regard;  it  acknowledges 
his  long  and  arduous  training,  his  special  ex- 
pertise, his  science  and  his  art.  Each  of  us  is  well- 
respected  and  well-compensated  for  his  services. 
We  are  free  to  choose  the  town  or  city  in  which 
we  will  live  and  practice;  we  select  our  own 
associates,  our  own  hospitals,  the  organizations 
with  which  we  will  participate  as  members.  We 
are  free,  if  we  choose,  to  limit  our  practice  and, 
at  least  to  some  extent,  may  even  select  much 
of  our  own  patient  clientele.  In  association  with 
our  fellow  physicians,  we  have  mounted  the  most 
productive  program  of  medical  research  that  has 
ever  been  assembled,  and  we  have  established  a 
record  of  scientific  accomplishment  that  has  no 
parallel  in  the  history  of  recorded  time.  We  can 
transmit  and  interpret  a man’s  vital  signs  not 
only  from  the  next  room  but  from  a vehicle  that 
is  making  an  orbit  around  the  moon;  we  have 
almost  eliminated  smallpox,  diphtheria,  and 
poliomyelitis;  we  can  manipulate  genes,  start  life 
in  a test-tube  and  transplant  organs  from  one 
human  being  to  another.  Such  are  the  advances 
and  rewards  that  are  possible  when  a profession 
is  free  and  has  members  who,  with  the  consent 
of  the  public  they  serve,  are  willing  to  define  the 
scope,  the  direction,  and  the  integrity  of  the 
profession  they  serve. 

As  professionals,  we  would  say  that  such  ad- 
vances are  characteristic  of  the  American,  free- 
enterprise  environment  and  should  be  protected 
at  all  cost.  But,  society  is  becoming  more  sophis- 


ticated and  is  not  buying  this  argument  any 
more.  Instead,  it  is  saying  that  the  chief  char- 
acteristic of  private  enterprise  is  free  choice  in 
a free  marketplace;  free  choice  by  the  supplier 
as  well  as  free  choice  by  the  consumer.  Society 
would  say  that  within  such  a system,  when  there 
is  a deficiency  in  the  distribution  of  the  product 
or  service,  competition,  in  a free  marketplace, 
will  correct  it.  They  would  then  point  out  that 
medicine  obeys  none  of  the  basic  laws  of  eco- 
nomics— it  is  not  in  the  least  subject  to  the 
phenomena  of  the  marketplace.  The  consumer 
has  almost  no  direct  impact  on  the  supply  of 
physicians,  where  they  will  locate,  what  they  will 
practice,  whom  they  will  accept  as  patients,  or 
what  their  services  will  cost.  Indeed,  if  medicine 
makes  more  services  available,  more  and  not 
less  are  used,  and  the  unit  price  goes  up,  rather 
than  down.  In  other  words,  medicine  is  a 
monopoly  that  is  being  transfused  by  an  extraor- 
dinary public  investment  in  research,  facilities, 
and  manpower.  And,  whenever  one  transfuses  a 
monopoly,  one  tends  to  make  it  fat,  self-satisfied, 
and  even  self-indulgent. 

As  evidence  of  this,  our  society  is  pointing 
out  that  despite  its  enormous  recent  investment, 
the  increased  output  of  new  physicians  entering 
medical  practice  is  not  able  to  meet  the  increasing 
demand  for  care.  In  1968,  for  example,  our 
medical  schools  graduated  8,500  medical  and 
osteopathic  physicians.  Last  June,  we  graduated 
11,400.  Our  physician  to  population  ratio  is 
among  the  best  in  the  world — we  have  approxi- 
mately 133  physicians  providing  direct  patient 
care  to  every  100,000  members  of  our  popula- 
tion. But,  where  are  they  located?  In  Boston, 
the  ratio  is  251  per  100,000  and  in  Alabama 
and  Mississippi  and  the  Bronx,  the  ratio  is  less 
than  70  per  100,000.  Society  points  to  the 
distribution  among  specialties  as  nonsensical.  In 
1929,  only  one-fourth  of  our  physicians  were 
specialists.  But  1971,  more  than  three-fourths 
were  actively  engaged  in  one  of  the  specialties, 
and  the  family  physician — the  primary  provider 
of  most  care — accounted  for  only  17  percent  of 
all  physicians.  As  a result  of  increased  speciali- 
zation, we  actually  have  5,000  fewer  family 
doctors  now  than  we  had  in  1957.  In  a nutshell, 
professional  preference  has  been  allowed  to  go 
too  far. 

And  this,  in  my  judgment,  sets  the  stage  for 
the  contest.  As  physicians,  we  believe  that  we 
have  certain  rights  of  self-determination;  rights 
that  many  would  say  should  not  be  tampered 
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with  unless  we  are  willing  to  run  the  risk  of 
dismantling  one  of  the  greatest  professional  enter- 
prises that  has  ever  been  assembled.  Meanwhile, 
our  patients  have  chosen  to  declare  certain  rights 
for  themselves;  in  other  words,  having  provided 
most  of  the  resources  that  helped  make  us  suc- 
cessful, they  have  now  enunciated  their  own 
expectations  in  the  field  of  health.  The  demand 
is  for  a solution  to  the  problem  of  the  inequitable 
distribution  of  health  services  in  such  a way  that 
the  rights  of  all  individuals  can  be  respected 
and  accommodated,  with  dignity. 

Before  considering  a few  of  the  options  that  I 
think  we,  as  professionals,  have  for  addressing 
this  thorny  problem,  I feel  compelled  to  make 
one  additional  observation.  Many  of  you  would 
undoubtedly  side  with  several  of  my  friends  who 
believe  that  I have  over-stated  and  over- 
dramatized this  case.  Further,  it  is  reasonable 
to  guess  that  at  least  some  of  you  may,  even  now, 
be  irritated  that  one  of  your  fellow  physicians 
should  appear  to  be  so  critical  of  his  profession. 
You  may  even  be  able  to  mount  evidence  to 
prove,  at  least  to  yourselves,  that  things  really  are 
not  all  that  bad.  I have  no  trouble  dismissing 
such  evidence  because,  in  the  real  world  around 
us,  that  evidence  isn’t  going  to  be  counted.  The 
danger  lies  not  in  facts  but  in  perceptions.  And 
I can  tell  you,  without  equivocation,  that  I have 
accurately  described  what  is  perceived. 

Time  does  not  permit  a full  exposition  of  all 
the  options  that  may  be  available  to  us  to  close 
the  gap  between  the  perceived  need  of  our  peo- 
ple to  have  access  to  quality  health  services  and 
our  professional  capacity  to  see  that  they  are 
delivered.  But,  I will  briefly  describe  five  such 
options  because  they  are  being  given  serious  con- 
sideration at  this  time.  I will  then  conclude  with 
a brief  presentation  of  a sixth  possibility  that  is 
particularly  pertinent  to  this  audience. 

The  first  option  is  to  increase  our  physician 
manpower.  The  premise  underlying  this  option  is 
that,  if  we  had  more  physicians,  supply  and  de- 
mand factors  would  assure  both  a better  dis- 
tribution and  a lowering  of  costs.  Unfortunately, 
there  is  no  evidence  that  this  premise  is  correct; 
on  the  contrary,  those  nations  with  the  highest 
current  ratios  of  physicians  to  population  have 
the  same  distributional  problems  that  we  have 
in  the  United  States.  Further,  while  the  ratio  in 
the  United  States  has  been  improving  in  recent 
years,  both  the  distribution  and  the  cost  prob- 
lems are  actually  getting  worse.  I have  already 
cited  the  reason;  that  is,  as  long  as  each  phy- 
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sician  has  free  choice  in  the  American  market- 
place, he  will  almost  invariably  choose  his  loca- 
tion, and  the  type  of  services  he  will  render,  to 
meet  his  own  needs  rather  than  those  of  his 
market.  Increased  physician  manpower  is,  then, 
not  an  answer. 

Second,  there  is  the  possibility  of  conscription. 
I believe  I am  correct  when  I say  that  we  are 
the  only  remaining  nation  in  the  western  hemi- 
sphere that  does  not  conscript  its  physicians  to 
non-military  public  service.  I am  not  now 
talking  about  indentured  service,  rendered  as  a 
part  of  a repayment  scheme  in  exchange  for 
meeting  the  costs  of  an  undergraduate  education. 
I am  talking  about  forced  conscription.  Speak- 
ing for  myself,  I have  never  previously  embraced 
this  solution  as  reasonable,  but  there  is  an  in- 
creasing number  of  public  policy  makers  who 
are  coming  to  hold  the  view  that  forced  conscrip- 
tion is  an  entirely  proper  quid  pro  quo  for  the 
privilege  of  a professional  education  and,  indeed, 
I am  reluctantly  confident  that  efforts  to  conscript 
physicians  will  appear  in  several  different  forms 
within  the  next  few  years. 

A third  option  will  be  to  increase  the  produc- 
tion of  first-contact  physicians,  either  through 
existing  medical  schools  or  through  the  estab- 
lishment of  new  types  of  medical  schools.  Per- 
sonally, I see  no  immediate  way  in  which  our 
existing  American  medical  schools  can  success- 
fully implement  this  option  as  long  as  they  con- 
tinue to  mount  programs  in  family  practice  in 
the  same  scientific  and  educational  environment 
in  which  America’s  specialists  are  trained  and  ed- 
ucated. Equally  important,  evidence  is  increasing 
that,  even  when  family  practitioners  are  trained 
in  such  an  environment,  most  of  them  will  not 
later  locate  in  underserved  areas.  If  this  option 
is  selected  for  action,  it  will  only  be  successful 
through  the  establishment  of  new  types  of  med- 
ical schools.  If  time  and  circumstances  were 
different  today,  I could  discuss,  at  some  length, 
the  likelihood  that  this  will  be  occurring  soon. 

Fourth,  we  can  draw  more  heavily  on  our 
military  experience  and  upgrade  our  capacity  to 
transport  patients  to  sites  where  facilities  and 
professional  manpower  are  located.  Numerous 
experiments  are  now  under  way  in  the  United 
States  to  test  the  feasibility  of  this  option  and, 
before  long,  we  should  have  a firmer  feel  for 
the  degree  to  which  this  solution  may  be 
pertinent. 

Fifth,  as  a consequence  of  an  anomalous  mar- 
riage between  advanced  technology  and  the  will- 
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ingness  of  our  contemporary  educational  institu- 
tions to  educate  new  types  of  paramedical  per- 
sonnel, our  existing  institutions  and  physician 
manpower  are  being  extended  into  underserved 
areas.  The  problems  that  attach  to  this  type  of 
solution  are,  however,  still  considerable;  the 
technological  expense  is  great,  the  legal  implica- 
tions are  substantial;  and  there  are  important  un- 
resolved social  ramifications  such  as  the  possibil- 
ity that  two  classes  of  medical  care  may  result. 
Here,  too,  as  with  the  transportation  option,  some 
fascinating  experiments  are  now  under  way  and, 
over  the  next  few  years,  it  will  be  possible  for  us 
to  measure,  more  accurately,  the  benefits  that  may 
be  derived  from  this  option. 

But,  even  if  all  of  these  options  were  imple- 
mented, whether  in  various  combinations  or  in  the 
aggregate,  I do  not  feel  it  likely  that  they  will 
suffice  because  they  do  not  demand  enough  of 
the  participating  professional  sector.  Indeed,  most 
of  these  options  could  be  put  in  place  now  with- 
out requiring  any  but  the  most  modest  changes 
in  the  way  we  currently  conduct  our  affairs.  In 
a word,  they  are  not  professionally  derived  solu- 
tions to  what  I construe  to  be  a professional 
problem. 

Is  there  an  existing  professional  entity  that  has 
the  capacity  to  come  to  grips  with  this  problem? 
I have  given  much  thought  to  the  organizational 
entities  that  already  exist,  but  I have  concluded 
that  the  American  Medical  Association,  the 
American  Osteopathic  Association,  the  state  med- 
ical societies,  and  even  the  county  medical  so- 
cieties are  ill-equipped  to  implement  the  particular 
proposal  I am  about  to  advance  for  your  con- 
sideration. The  reason  is  simple.  Such  organiza- 
tions constitute,  in  effect,  a taxonomy — that  is,  a 
method  for  classifying  and  organizing  practicing 
professionals  for  the  purpose  of  conducting  their 
affairs  in  a relatively  traditional  manner.  As  if 
by  definition,  once  one  selects  a taxonomy  for 
the  purpose  of  achieving  any  particular  objective, 
one  also  precludes  the  possibility  of  achieving 
certain  other  objectives.  Such  is  the  case  with 
these  organizations.  I have  also  considered, 
seriously,  the  possibility  that  our  large  specialty 
Colleges  might  do  the  job,  but  I am  inclined  to 
the  view  that  their  internal  disparities  do  not 
render  them  likely  candidates  either.  And,  while 
I visualize  an  increasingly  important  role  for  our 
academic  health  science  centers,  they  are  not 
candidates  because  the  rendering  of  service  is  not 
for  their  primary  responsibility. 

By  saying  all  of  this,  I am  not  saying  that 


physicians,  representing  different  disciplines  and 
medical  specialties  cannot  get  together  and  meet 
the  needs  of  a particularly  identified  population. 
The  Kaiser-Permanente  Foundation,  Group 
Health  Associates,  the  Puget  Sound  Experiment, 
and  other  similar  enterprises  have  clearly  shown 
that  such  is  feasible.  The  current  Administration 
in  Washington  believes  that  the  Health  Main- 
tenance Organization  may  also  serve  as  a vehicle 
for  achieving  that  objective.  Maybe  so;  but  I’ll 
reserve  judgment  on  that. 

The  proposal  that  I would  lay  before  you 
today  is  based  on  two  premises.  The  first  of 
these  is  that  the  existing  gap  in  the  delivery  of 
health  services  cannot  be  closed  except  and  unless 
those  services  are  actively  marketed.  Stated  dif- 
ferently, the  American  medical  profession — 
irrespective  of  how  it  is  organized — will  not  be 
successful  in  closing  the  gap  as  long  as  its  mode 
of  operation  is  limited  to  examining,  diagnosing, 
and  treating  each  person  who  presents  himself 
with  a problem.  This  is  a passive /receptive  mode 
— convenient  for  us,  perhaps — but  it  is  inade- 
quate if  we  are  to  get  our  services  distributed  to 
those  who  may  need  them.  The  second  premise 
is  that  a new  taxonomy — organization,  if  you 
prefer — must  be  created  if  we  are  to  market  our 
services;  and  that  organization  must  be  based  on 
practicing  specialists  working  in  concert  with  all 
like  specialists,  regionally.  Each  regional  organ- 
ization of  specialists  could  examine  its  own 
market  for  the  services  it  can  render  and  then, 
by  any  arrangement  that  seems  appropriate,  meet 
those  needs  within  that  regional  marketplace  by 
developing  a system  of  its  own.  Needless  to  say, 
as  each  of  these  “single  specialty”  systems  is 
developed,  a second  phase  would  be  entered  when 
cooperative  arrangements  developed  between  dif- 
ferent regional  specialty  groups  to  integrate  and 
rationalize  the  dispensing  of  all  services  to  in- 
dividual patients. 

The  advantages  of  such  a solution  are  probably 
obvious  to  this  audience.  Each  of  our  profes- 
sional disciplines  would  make  the  decisions  that 
are  pertinent  to  its  own  discipline  because  no 
one  else  can  do  it  better.  By  sharing  the  entire 
regional  workload  among  all  the  members  of 
one  specialty,  all  patients  could  have  access  to 
their  services — no  one  need  be  left  out.  Hospital 
use  could  be  rationalized;  duplication  of  expensive 
resources  could  be  minimized;  individual  com- 
petencies and  interests  could  be  maximized; 
escalating  costs  could  be  plateaued;  and  the  tradi- 
tional indices  of  health  could  be  improved. 
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That  such  a proposal  is  feasible  can  be  illus- 
trated with  an  example;  in  my  state,  we  have 
undertaken  a pilot  experiment  geared  to  this 
model.  Under  the  leadership,  in  this  instance, 
of  the  Department  of  Pediatrics  at  the  College  of 
Medicine,  a statewide  neonatal  effort  was 
mounted.  Joint  planning  was  undertaken  by  the 
University  and  interested  elements  in  both 
Phoenix  and  Tucson — neonatologists,  the  entire 
state  pediatric  community,  the  Division  of 
Maternal  and  Child  Health  of  the  State  Health 
Department,  and  the  State  Legislature.  Imple- 
mentation of  the  program  consisted  of  identifying 
a limited  number  of  intensive  care  nurseries,  (two 
each  in  the  two  metropolitan  areas),  and  stopping 
other  duplication;  establishing  a transport  system 
utilizing  ground,  helicopter,  and  fixed-wing  air- 
craft; establishing  a system  of  registered  nurse 
and  neonatologist  visits  to  the  outlying  hospitals 
to  establish  procedures  and  insure  maximum  care 
for  infants  in  the  first  hours  of  life  prior  to  trans- 
port; developing  teams  who  actually  transported 
the  infants  from  the  hospital  of  origin  to  one  of 
the  metropolitan  communities,  delivering  high 


quality  specialty  care  en  route. 

The  results  have  been  dramatic.  In  less  than 
five  years,  perinatal  mortality  has  been  reduced 
by  over  30  percent  with  the  result  that  Arizona’s 
rank,  with  respect  to  this  statistic,  has  fallen  from 
43rd  to  1 1th.  What  is  more,  the  survivors  appear 
to  be  neurologically  healthy  babies. 

I cite  this  example  only  to  show  that  the 
principle  can  be  made  to  work.  I might  have 
selected  orthopedics,  neurosurgery;  or  any  other 
specialty  as  my  subject,  but  I did  not  yet  have 
such  an  example. 

The  constituent  members  of  this  organization 
represent  an  almost  ideal  group  to  consider  such 
an  arrangement.  At  the  beginning,  those  of  you 
who  represent  single  discipline  groups  may  have 
an  advantage  through  the  first  phase  of  the  ar- 
rangements, this  should  not  constrain  those  of 
you  who  represent  multidiscipline  groups  from 
starting  because,  after  the  initial  arrangements 
are  completed,  the  advantages  lie  with  you  as  you 
get  to  the  second  phase  of  the  arrangements — that 
is,  the  arrangements  between  specialties.  You 
would,  of  course,  have  to  reach  outside  your  own 
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groups  to  achieve  the  objective,  but  that  need  not 
interfere  with  your  internal  business  arrangements 
and,  in  any  event,  is  enormously  offset  by  the 
professional  leadership  you  would  have  demon- 
strated by  bringing  such  an  arrangement  into 
your  community. 

You  are  probably  thinking,  “I  don’t  quite  see 
how  it  would  work  in  my  community.”  Let  me 
try  clarifying  it  with  a hypothetical  example.  In 
any  given  community — or  part  thereof  in  the  case 
of  a larger  metropolitan  area — all  available 
orthopedic  surgeons,  for  instance,  could  meet 
and  undertake  an  analysis  of  the  total  needs  of 
that  community  for  orthopedic  services.  I am 
talking  about  the  full  range  of  orthopedic  services 
— trauma,  ambulance  and  emergency  services, 
elective  orthopedics,  rehabilitation  services,  Crip- 
pled Children’s  programs,  and  so  forth.  On  com- 
pleting the  analysis,  the  group  could  then  de- 
termine what  community  resources  are  available; 
what  are  still  needed;  and  how  much  unnecessary 
duplication  exists.  Through  an  agreement  between 
and  among  themselves,  they  could  then  insure  that 
all  candidates  for  orthopedic  care  in  that  com- 


munity could  be  accommodated  within  the  avail- 
able professional  and  physical  resources.  Eco- 
nomic status  of  the  patient  would  not  be  a barrier 
since  the  total  load  would  be  shared;  expense 
from  unnecessary  duplication  could  be  avoided; 
and  the  incessant  public  clamor  for  better  ser- 
vices would  be  stilled.  Most  important  of  all,  a 
professional  solution  to  an  intrinsically  profes- 
sional problem  will  have  been  offered,  and  the 
spector  of  a governmental  prescription  for  achiev- 
ing such  an  objective  will  have  been  eclipsed. 

I would  be  the  first  to  concede  that  variations 
in  geography;  the  demography  of  population  dis- 
tribution; local  political  considerations;  interper- 
sonal and  professional  relationships;  and  many 
other  factors  may  preclude  the  possibility  that 
some  of  our  medical  specialties  could  succeed 
in  such  an  endeavor,  but  such  factors  should  not 
keep  you  from  wanting  to  try. 

As  I said  at  the  beginning,  if  each  of  us  con- 
tinues as  we  are  now,  pulling  our  own  oars 
without  regard  to  the  control  and  direction  of  our 
boat,  we  may  wake  up  to  find  the  wrong  hand 
on  the  tiller.  Let’s  grab  it,  ourselves. 
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Since  we,  as  surgeons  spend  so  much  time 
within  hospitals  and  since  those  of  us  in  Nashville 
enjoy  such  fine  hospital  facilities,  it  occurred  to 
me  that  a review  of  the  history  of  Nashville 
hospitals  might  be  of  interest  to  many. 

There  were  many  physicians  in  Davidson 
County  and  many  diseases  were  known  and 
treated  and  surgical  operations  were  performed, 
especially  upon  the  injured,  in  the  first  half  of 
the  nineteenth  century.  The  first  mention  that  I 
have  found  of  a hospital,  however,  is  in  the  re- 
port of  Mr.  Featherstonehaugh,  an  Englishman 
who  visited  Nashville  in  1835.  He  reported 
having  seen  a hospital  under  construction  across 
from  the  Penitentiary  which  was  located  at  that 
time  in  the  vicinity  of  what  is  now  Eighth  Avenue 
and  Broad.1 

In  1848  St.  Mary’s  Catholic  Church  was  con- 
structed and  occupied  at  the  present  location. 
This  left  vacant  the  small  church  of  the  Holy 
Rosary,  built  by  the  Irish  workers  in  1830-1831 
who  came  here  to  build  the  first  bridge  across 
the  Cumberland.  The  Sisters  of  Charity  of 
Nazareth  (Ky.)  established  a hospital  in  the 
former  church  building,  at  the  corner  of  Gay 
Street  and  High  Street  (6th  Ave.).2  This  was 
known  as  St.  Johns  Hospital  and  was  used  during 
the  first  session  of  the  Medical  Department  of  the 
University  of  Nashville  for  teaching  purposes. 
The  building  burned  and  the  Sisters  of  Charity 
left  Nashville  in  1851. 

During  the  next  half  century  hospitals  in  Nash- 
ville were  closely  intertwined  with  medical  educa- 
tion. Davidson  Academy  was  established  by  the 
North  Carolina  Legislature  in  1785;  this  Academy 

* Presidential  address,  Nashville  Surgical  Society, 
November  20,  1973. 


in  1806  received  a Federal  Land  Grant  and  was 
renamed  Cumberland  College.  In  1826  the  Trust- 
ees petitioned  the  Tennessee  Legislature  to  re- 
name Cumberland  College  the  University  of 
Tennessee.  Instead  the  legislature  designated  it 
the  University  of  Nashville.  As  early  as  1837 
Dr.  Phillip  Lindsley  the  President  of  the  Univer- 
sity of  Nashville  planned  and  strove  for  a Medical 
Department  but  it  did  not  materialize  until  1850. 
By  this  time,  resignations  and  death  of  three  of 
the  four  members  of  the  faculty,  and  the  preva- 
lence of  cholera  in  the  preceding  two  sessions, 
resulted  in  reduced  enrollment  and  forced  the 
closing  of  the  literary  department  of  the  Univer- 
sity of  Nashville.3 

On  October  11,  1850  the  trustees  of  the  Uni- 
versity accepted  a proposition  by  Dr.  W.  K. 
Bowling  and  Dr.  John  Berrien  Lindsley  (son  of 
Phillip)  giving  a newly  formed  medical  club  com- 
plete independence  in  the  operation  of  a medical 
school.  The  medical  faculty  selected  by  Dr. 
Bowling  and  Dr.  Lindsley  obtained  a twenty-two 
year  lease  on  the  building  of  the  University  at 
2nd  Avenue  and  Lindsley,  most  recently  known 
to  us  as  the  Children’s  Museum.  (Fig.  1)  The 
Medical  Faculty  agreed  to  enlarge  and  equip  the 
building  and  permit  all  improvements  to  revert 
without  cost  to  the  University  upon  the  expiration 
of  the  lease. 

The  Tennessee  legislature  in  1833  had  ap- 
propriated money  for  the  erection  near  the  corpo- 
rate limits  of  Nashville,  South  of  Vauxhall 
Gardens  (8th  and  Broad),  a stone  building  for 
use  as  an  insane  asylum.19  This  building  would 
accommodate  50  patients.  In  1848  money  was 
appropriated  for  a fine  new  250  bed  insane 
asylum  on  Murfreesboro  Road,  which  began  to 
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Fig.  1,  Original  Building  of  University  of  Nashville  Medical  Department;  Fig.  2,  University  of  Nashville  Medical  Department, 
erected  about  1856;  Fig.  3,  Medical  College  Hospital  erected  1875  after  consolidation  of  University  of  Nashville  and  Vanderbilt 
University;  Fig.  4.  Dr.  Richard  Douglas’s  Infirmary;  Fig.  5,  Nashville  Medical  College  of  University  of  Tennessee  erected  1880. 


receive  patients  on  March  1,  1852.  At  that  time 
the  state  legislature  renamed  the  small  hospital  in 
Nashville  the  Tennessee  State  Hospital  and  placed 
it  under  control  of  the  Medical  Department  of 
the  University  of  Nashville,  a relationship  which 
continued  until  the  state  hospital  burned  in  1863. 3 

Dr.  Otis  Warr,  in  the  section  on  Medical  Edu- 
cation in  the  Centennial  History  of  the  Tennessee 
State  Medical  Association,  states  that  “some  four 
or  five  years  later  St.  Vincent’s  Hospital  was 
established  near  the  college  and  was  placed  under 
the  control  of  the  faculty.”3 

In  1858  Drs.  John  P.  Ford,  John  H.  Callender, 
and  Thomas  L.  Maddin  obtained  a charter  “for 
the  Shelby  Medical  College  of  the  Central  Uni- 
versity of  the  General  Conference  of  the  Meth- 
odist Episcopal  Church,  South.”3  Thus  the  first 
step  was  taken  in  a movement  that  later  resulted 
in  establishment  of  Vanderbilt  University.  The 
buildings  of  this  new  institution  were  located  on 
Broad  Street  between  Vine  (7th  Ave.)  and 
Spruce  (8th  Ave.)  where  the  U.S.  Customs 
House  now  stands.  The  catalogue  for  the  first 
session  stated  that  one  wing  of  the  medical 
school  was  the  city  hospital  where  all  the  indigent 
of  the  city  and  the  U.S.  Marines  (presumably 
merchant  marines)  were  cared  for.4 

The  occupation  of  Nashville  by  Union  Forces 
and  the  economic  and  manpower  drain  imposed 
upon  the  South  by  the  War  between  the  States 
forced  the  closing  of  Shelby  Medical  College  in 
1862. 

The  University  of  Nashville  Medical  Depart- 
ment continued  to  operate  during  the  years  of 
occupation  and  reconstruction. 

The  Union  Army  established  hospitals  in  Nash- 
ville, and  the  records  show  twenty-five  Army 
Hospitals  in  operation  in  1863,  one  of  which  was, 
of  course,  in  the  Medical  School  building,  and 
it  is  stated  that  the  professors  still  lectured  and 
the  students  still  listened  although  literally  sur- 
rounded by  the  dead  and  dying  and  while  the 
cannon  of  Fort  Negley  boomed  forth.  School 
buildings,  churches,  gun  factories,  warehouses, 
the  Nashville  Female  Academy  and  the  old 
Planters  Hotel  were  among  the  buildings  con- 
verted to  hospitals.  Of  particular  interest  is  the 
reference  to  the  use  of  the  Pest  House  on  Uni- 
versity Pike.5 

A Convention  of  the  Methodist  Episcopal 
Church,  South,  meeting  in  January  1872,  set  up 
a Board  of  Trust  to  form  a Central  University. 
By  March  of  1873  Bishop  McTyeire  had  per- 
suaded Commodore  Cornelius  Vanderbilt  to  give 


$500,000  to  this  Central  University.  The  board 
immediately  changed  the  name  to  Vanderbilt 
University,  and  later  the  Commodore  gave  an- 
other $500, 000.6 

The  Medical  Faculty  of  the  University  of  Nash- 
ville offered  its  services  to  the  new  Vanderbilt 
in  April  1874.  The  Board  of  Trust  accepted  and 
an  agreement  was  reached  whereby  Vanderbilt 
acquired  without  the  outlay  of  any  funds  the 
buildings,  library,  museum,  and  faculty  of  a well 
respected  medical  institution.  (Fig.  2)  Students 
could  enroll  in  either  the  University  of  Nashville 
or  Vanderbilt  University,  but  all  occupied  the 
same  classrooms  and  laboratories  and  for  many 
years  were  taught  by  the  same  faculty.  In  at 
least  some  instances,  a student  could  pay  two 
graduation  fees  and  receive  a diploma  from  both 
institutions.  The  faculty  of  the  University  of 
Nashville  Medical  Department  had  meanwhile 
extended  its  lease  until  1892.  In  1875  a Medical 
School  Hospital  was  erected.3  (Fig.  3) 

The  Catalogue  for  the  1874-75  session  stated 
that  St.  Vincent’s  Hospital  and  the  State  Prison 
Hospital  “will  supply  abundant  clinical  ma- 
terial.”7 

In  October  1876  the  Medical  Department  of 
the  Central  Tennessee  College  was  chartered  for 
the  purpose  of  educating  Negro  physicians.  Dr. 
G.  W.  Snead,  an  ex-Confederate  Army  Surgeon, 
and  Dr.  G.  W.  Hubbard,  a former  Union  Army 
Medical  Corpsman  and  a 1876  graduate  of  the 
University  of  Nashville  Medical  Department,  were 
the  guiding  hands  in  the  establishment  of  this 
Institution.  In  1900  Central  Tennessee  College 
became  Walden  University.  In  October  1916 
Meharry  Medical  College  obtained  a separate 
Charter.8 

Drs.  Duncan  Eve  and  W.  F.  Glenn  organized 
the  Nashville  Medical  College  in  the  summer  of 
1876.  They  drew  from  the  faculties  of  the  med- 
ical departments  of  the  University  and  Vanderbilt 
University  Drs.  Paul  F.  Eve,  T.  B.  Buchanan, 
George  S.  Blackie,  W.  P.  Jones  and  J.  J. 
Abernathy.  The  first  session  began  March  5, 
1877  on  the  second  floor  of  the  post  office  build- 
ing at  Fourth  Ave.  and  Cedar  Street.  The  next 
two  sessions  were  conducted  in  the  Douglas 
Building  on  South  Market  Street  (2nd  Ave.). 
(Fig.  4)  In  1880  the  medical  school  building 
was  erected  on  Broadway  between  Sixth  and 
Seventh  Avenue.  Until  it  burned  in  recent  years 
we  knew  this  building  as  the  Ansley  Hotel.  (Fig. 
5) 

In  the  Spring  of  1879  a dental  department  was 
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Fig.  6.  Vanderbilt  Medical  School  erected  about  1895;  Fig.  7,  Barr  Infirmary  erected  1911.  Used  in  recent  years  as  Florence 
Crittenden  Home;  Fig.  8.  Dr.  Briggs  Infirmary  in  1901;  Fig.  9,  Hospital  on  the  grounds  of  Tennessee  Centennial  Exposition,  1897. 


established,  the  first  dental  school  in  the  South. 
In  1879  the  Nashville  Medical  College  was 
adopted  as  the  medical  department  of  the  Uni- 
versity of  Tennessee.3 

The  twenty  year  relationship  between  the  Uni- 
versity of  Nashville  and  Vanderbilt  University 
came  to  an  end  in  1895.  Vanderbilt  erected  a 
medical  school  building  at  Fifth  Avenue  and  Elm 
Street.3  (Fig.  6)  In  1911  Vanderbilt  University 
purchased  the  campus  and  buildings  of  George 
Peabody  College  for  Teachers  in  South  Nashville, 
thus  greatly  expanding  their  facility. 

While  medical  education  was  thus  evolving  in 
our  city,  the  students  and  professors  had  for 
their  patients,  within  the  medical  school  hospi- 
tals, chiefly  the  indigent  and  prisoners.  The  well- 
to-do  citizens  were  for  many  years  cared  for  and 
operated  upon  in  their  homes.  However,  as 
surgeons  became  bolder  in  their  attacks  upon 
disease  and  injury,  there  sprang  up  private  in- 
firmaries, which  were  often  the  offices  and  hos- 
pitals of  one  man  or  one  man  and  his  assistants 
or  preceptees. 

The  Douglas  Infirmary  flourished  well  into  the 
1890’s,  and  its  operation  was  continued  by  Dr. 
Richard  Barr  until  he  built  his  new  Barr  Infirmary 
at  1815  Division  Street  in  1911.  This  building 
is  now  the  Florence  Crittenden  Home.  (Fig.  7) 
Dr.  Lucius  Burch  operated  an  infirmary  at  the 
location  of  the  Douglas  Infirmary  until  he  was 
called  to  active  duty  in  1917.  Briggs  infirmary 
located  at  421  South  College  Street  continued  to 
receive  patients  into  the  Twentieth  Century.9 
(Fig.  8) 

The  McGannon  Hospital,  later  the  Tennessee 
Woman’s  Hospital  and  still  later  a Baptist  Hos- 
pital (1903),  was  located  at  the  site  of  the 
present  Federal  Reserve  Bank.10  This  building 
will  be  remembered  by  many  as  the  YWCA  an- 
nex. Dozier  Hospital  on  Eighth  Avenue,  North, 
near  the  present  Werthan  Bag  Company,  served 
many  of  the  well-to-do  citizens  of  North  Nash- 
ville.11 I am  sure  there  were  many  other  in- 
firmaries whose  identities  are  lost  in  the  midsts  of 
time. 

During  the  Tennessee  Centennial  Exposition  in 
1897  there  were  two  emergency  hospitals  on  the 
Exposition  grounds,  one  for  white  patients  and 
one  for  blacks.  These  were  staffed  with  resident 
physicians  who  serve  two  or  four  months  each 
at  $18.00  per  month.  The  hospital  for  white 
patients  had  an  operating  room  complete  with  a 
glass  operating  table.12  (Fig.  9) 

According  to  Clayton’s  History  of  Davidson 


County,  there  was  a Nashville  Infirmary  located 
at  the  corner  of  College  and  Priestly  Streets, 
which  was  established  in  1876  and  was  staffed 
by  faculty  of  University  of  Nashville  and  Vander- 
bilt University.  The  superintendent  was 
M.  Baxter,  M.D.  “A  skilled  corps  of  nurses  is 
in  constant  attention  and  a competent  resident 
physician  has  immediate  charge  of  the  patients.” 
Lying-in  Department  “assures  thorough  privacy 
in  such  cases”  wards  $5.00/week,  private  rooms 
$8.00-$  14.00/week.13 

In  1898  Bishop  Thomas  Byrne,  of  the  Catholic 
Diocese  of  Nashville  purchased  the  estate  of 
Judge  Jacob  Dickinson,  who  had  been  appointed 
Asst.  U.S.  Attorney  General.  This  property,  be- 
tween Hayes  Street  and  Church  Street  and  ex- 
tending from  twentieth  to  twenty-first  Avenue 
became  the  St.  Thomas  Hospital.  (Fig.  10)  The 
residence  of  Judge  Dickinson  was  used  as  a hos- 
pital during  the  construction  of  a new  building 
which  began  receiving  patients  in  1902.  The 
Sisters  of  Charity  of  St.  Vincent  De  Paul  were 
justly  proud  of  the  new  hospital  and  had  photo- 
graphs made  which  have  fortunately  been 
preserved.  (Fig.  11)  The  operating  room  (Fig. 
12),  the  pharmacy,  the  kitchen,  the  patients  room 
(Fig.  13),  and  the  nurses  dining  rooms  were 
of  the  most  modern  design.15 

By  1917  it  was  necessary  to  add  a wing  onto 
the  West  side  of  the  original  building.  Many  of 
us  can  still  remember  the  fine  sun  porches  at 
the  West  end  of  each  floor.  The  marble  halls  and 
push  button  systems  by  which  the  patients  could 
summon  the  nurses  were  points  of  great  pride.15 

A wing  was  added  in  1928  extending  still  fur- 
ther west  to  house  among  other  things  a new 
obstetrical  division.15 

In  1960  the  East  building  was  added,  bringing 
the  total  bed  capacity  to  333.  (Fig.  14)  At  the 
present  time  construction  is  well  under  way  for 
a new  St.  Thomas  Hospital  on  Harding  Road. 
This  will  incorporate  the  latest  in  electronic 
equipment,  computers,  operating  suites  and  au- 
tomated features  that  are  available  in  1973. 

Meanwhile  across  town  in  South  Nashville  the 
University  of  Nashville  had  erected  a new  build- 
ing at  Second  and  Elm.  (Figs.  15  and  16)  In 
1909  the  Nashville  Medical  College  of  the  Uni- 
versity of  Tennessee  consolidated  with  the  59 
year  old  University  of  Nashville  Medical  Depart- 
ment and  moved  into  the  building  at  Second  and 
Elm.  The  old  University  of  Tennessee  Building 
on  Broadway  was  converted  into  a teaching  hos- 
pital and  was  known  as  the  Tennessee  Hospital. 
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Fig.  10,  Judge  Jacob  Dickinson's  Residence,  used  as  St.  Thomas  Hospital,  1898-1900;  Fig.  11,  St. 
1900;  Fig.  12,  Operating  Room,  St.  Thomas  Hospital,  1900;  Fig.  13,  Patient’s  Room,  St.  Thomas 
Thomas  Hospital  between  20th  and  21st  on  Hayes  Street.  1973. 


Thomas  Hospital,  completed 
Hospital,  1900;  Fig.  14,  St. 


Fig.  15,  University  of  Tennessee  and  University  of  Nashville  Building  at  Second  Avenue  South  and  Elm  Street,  erected  about 
1909;  Feb.  16.  Rear  view  of  Fig.  15  showing  circular  amphitheatre;  Fig.  17,  Early  drawing  of  Nashville  General  Hospital,  origi- 
nal building;  Fig.  18,  Original  Nurses  Residence  of  Protestant  Hospital.  Part  of  Property  Purchased  from  Nashville  College  of 
Young  Women;  Fig.  19.  Original  Building  of  Protestant  Hospital.  1919;  Fig.  20,  Winter  Scene,  Protestant  Hospital.  1919. 


Fig.  21,  Operating  Room.  Protestant  Hospital  in  East  Wing,  1924;  Fig.  22,  The  Sterilizing  Equipment  in  the  New  East  Wing, 
Protestant  Hospital,  1924;  Fig.  23,  Latest  in  X-ray  equipment  installed  in  Protestant  Hospital,  1924;  Fig.  24,  Patient’s  Room, 
Protestant  Hospital,  1924;  Fig.  25,  Baptist  Hospital,  1973. 


This  apparently  continued  to  serve  in  this 
capacity  until  the  University  of  Tennessee  was 
moved  to  Memphis  in  1911.  At  this  time  Van- 
derbilt University  bought  the  old  University  of 
Nashville  Medical  Building,  recently  the  Chil- 
dren’s Museum.  In  1915  Dr.  William  Litterer 
bought  the  “new”  University  of  Nashville  build- 
ing at  Second  and  Elm  and  gave  it  to  Vanderbilt. 
It  became  known  as  the  Litterer  Laboratory.3 

Prominent  citizens  had  worked  for  many  years 
for  the  establishment  of  a hospital  to  care  for 
the  indigent  of  the  city.  In  1823  the  State  Legis- 
lature authorized  a lottery  for  the  purpose  of 
raising  money  to  build  a City  Hospital.1  The 
history  books  record  that  the  lottery  was  held 
but  the  funds  raised  were  apparently  not  suf- 
ficient to  build  the  hospital.  It  was  not  until  1879 
that  the  City  Council  authorized  the  construction 
of  a City  Hospital,  and  in  Lebruary  1890  this  in- 
stitution began  to  receive  patients.  It  housed  65 
beds  and  Dr.  Charles  Brower  was  the  superin- 
tendent. (Pig.  17)  In  1891  the  school  of  nursing 
was  established.  This  was  the  second  such  school 
in  the  South,  the  other  being  in  New  Orleans. 
Until  1921  there  was  a one-man  staff  who  treated 
all  the  charity  patients,  although  both  Vander- 
bilt and  the  University  of  Tennessee  used  its 
wards  for  teaching.  In  1921  a new  charter  was 
drawn  and  a new  board  appointed.  Lor  eight 
months  of  the  year  the  faculty  of  Vanderbilt 
University  rotated  on  the  different  services.  Lor 
the  remaining  four  months  non-faculty  local 
physicians  staffed  the  hospital  on  a rotation  basis. 
In  1932  a new  wing  was  added  bringing  the  bed 
capacity  to  260.  It  is  interesting  that  in  1933 
Dr.  Cleo  Miller,  then  two  years  out  of  his  resi- 
dency there,  was  listed  as  the  superintendent.15 

Through  the  years  City  Hospital  has  had  its 
trials  and  tribulations  due  to  various  budgetary 
restrictions  and  other  problems.  I recall  vividly 
visiting  a friend  who  was  interning  there  in  1944. 
It  was  December  and  money  was  running  short. 
There  was  only  a limited  supply  of  tetanus  anti- 
toxin available  and  the  doctors  had  to  weigh 
carefully  the  need  for  this  in  each  patient.  There 
was  no  D5S  left  in  the  supply  room  in  lOOOcc 
bottles  but  some  of  this  solution  was  available  in 
500cc  containers.  Portunately  Nashville  General 
Hospital  is  once  again  a teaching  hospital  of 
Vanderbilt  School  of  Medicine  and  the  City 
Council  supplies  adequate  funds. 

The  Davidson  County  Hospital  was  originally 
built  in  1892  as  a hospital  for  mental  patients 
and  a County  Old  Folks  Home.  In  1898  Dr. 


W.  W.  Core,  the  father  of  Dr.  W.  J.  Core,  was 
the  superintendent  of  this  hospital.  Some  general 
hospital  care  was  given  and  some  surgery  per- 
formed there.  Later  Dr.  Henry  Brackin,  Sr.  was 
the  superintendent  and  this  hospital  continued  as 
a mental  hospital  until  1965.  Today  this  hospital, 
known  to  many  of  us  as  the  Bordeaux  Hospital, 
serves  as  a county  nursing  home.16 

The  Davidson  County  Isolation  Hospital  was 
opened  in  1904  to  care  for  the  indigent  of  the 
county  with  infectious  diseases. 

Davidson  County  established  a Tuberculosis 
Hospital  on  North  Hamilton  Road  in  the 
Bordeaux  Community  in  1914.  This  hospital 
continued  to  receive  patients  until  I960.17 

In  1918  Dr.  Van  Sanders  decided  that  Nash- 
ville needed  another  hospital  for  the  care  of 
private  patients  other  than  the  numerous  small 
infirmaries.  The  property  of  the  Nashville  Col- 
lege of  Young  Women  between  Twentieth  and 
Twenty-First  Avenue  and  fronting  Church  Street 
was  purchased.15  (Fig.  18)  The  college  building 
was  renovated  and  opened  as  the  Protestant  Hos- 
pital with  80  beds.  (Figs.  19  and  20)  The  east 
wing  was  added  in  1924  bringing  the  bed  capacity 
to  110  beds  and  18  bassinettes.  The  new  wing 
incorporated  a parlor  on  the  first  floor,  modern 
operating  rooms  (Figs.  21  and  22),  with  a com- 
fortable lounge  and  locker  room  for  the  surgeons. 
Modern  X-ray  equipment  was  installed.  (Fig.  23) 
Patient’s  rooms  were  spacious  and  many  con- 
tained telephones.  (Fig.  24) 

In  1930  the  Dozier  Hospital  and  the  Baptist 
Hospital  (established  in  1930)  merged  with  the 
old  Protestant  Hospital.  By  1933  the  hospital 
was  in  the  hands  of  receivers  and  was  being 
administered  by  the  Nashville  Bank  and  Trust 
Co.  Many  of  the  local  physicians  had  invested 
money  in  this  institution  and  some  of  you  may 
have  stock  certificates  found  among  your  fathers’ 
papers.  Of  interest  are  the  listed  charges  in  1933. 
Private  rooms  $3.00  to  $8.00  per  day.  Semi- 
private rooms  were  $2.50  to  $4.00  per  day. 
Wards  were  $2.50  to  $4.00  per  day.  Operating 
room  fee  $5.00  to  $10.00.  Delivery  room  fee 
$10.00.  Average  bed  patient  day  cost  was 
$5. 50. 14 

The  Tennessee  Baptist  Convention  bought  the 
hospital  in  1948  and  added  the  South  Building  in 
1950.  Since  that  time  almost  continuous  renova- 
tion or  building  has  been  in  progress  with  the 
Ford  Annex  opening  in  1956  and  the  Central 
Building  in  1967  until  today  this  Baptist  Hospital 
has  a capacity  of  635  beds.  (Fig.  25)  Early  plan- 
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ning  is  in  progress  for  additional  expansion. 

Expansion  and  building  had  continued  on  the 
South  Campus  of  Vanderbilt  University  after  the 
move  of  the  University  of  Tennessee  to  Memphis. 
The  Methodist  Church  had  begun  the  construc- 
tion of  Galloway  Memorial  Hospital  in  1912. 
(Fig.  26)  Apparently  there  was  a problem  in 
funding  since  when  this  hospital  was  deeded  to 
Vanderbilt  University  in  1919  it  was  still  not 
completed.  In  this  same  year  Chancellor  Kirkland 
obtained  from  the  Rockefeller  Foundation  a 
grant  of  $4,000,000  for  re-organization  of  the 
Medical  School,10  and  in  1921  the  decision  was 
made  to  move  to  the  West  Campus.  The 
$4,000,000  from  the  Rockefeller  Foundation  plus 
another  $3,000,000  from  this  same  source  and  a 
grant  of  $3,000,000  from  the  Carnegie  Founda- 
tion made  possible  the  construction  of  the  Van- 
derbilt Medical  School  and  Hospital  in  its  present 
location.  (Figs.  26,  27  and  28)  In  1956  the 
Light  Laboratories  were  added  using  money 
donated  by  the  Light  family.  In  September  1962 
the  round  building  was  completed  and  on  Octo- 
ber 15,  1972  the  Werthan  building  further  ex- 
panded the  hospital  and  medical  school  facilities. 
(Fig.  29) 

Nashville  General  Hospital,  St.  Thomas  Hospi- 
tal, Vanderbilt  Hospital  and  Protestant  Hospital 
continued  to  provide  the  only  facilities  for  general 
hospital  care  in  Nashville  proper  for  many  years. 
In  1938  Madison  Sanitarium  constructed  facilities 
and  began  receiving  patients  for  other  than  men- 
tal illnesses.  Expansion  has  continued  until  today 
there  is  a 200  bed  capacity  at  Madison  Hospital. 

During  1940  the  State  of  Tennessee  purchased 
the  building  of  the  old  Masonic  Home  on  Ben 
Allen  Road  and  opened  the  Middle  Tennessee 
Tuberculosis  Hospital.  The  present  building  was 
completed  in  1940.  With  the  decline  in  tuber- 
culosis and  the  shortened  period  of  hospitalization 
required  for  this  disease  the  name  was  changed 
to  the  Middle  Tennessee  Chest  Disease  Hospital 
in  1970. 17 

The  United  States  Army  built  and  activated  in 
1943  Thayer  Army  General  Hospital  on  White 
Bridge  Road  to  serve  as  a Zone  of  the  Interior 
Hospital.  This  facility  continued  to  treat  Army 
personnel  during  World  War  II  and  in  January 
1946  was  converted  to  a Veterans  Administration 
Hospital.  In  May  1963  a new  building  was 
erected  adjacent  to  Vanderbilt  University  Hos- 
pital. 

The  Miller  Clinic,  started  by  Dr.  Cleo  Miller  in 
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1937,  added  additional  facilities  and  was  licensed 
as  a hospital  in  1962. 

That  same  year  the  Park  Vista  Nursing  Home, 
less  than  a year  old,  began  converting  some  of 
its  beds  to  hospital  beds  and  some  surgery  was 
performed  in  a small  operating  room  on  the 
ground  floor.  In  1965  the  East  Wing  was  added 
and  modern  operating  rooms  provided.  In  1968 
Hospital  Corporation  of  America  was  formed 
and  bought  Park  View  Hospital.  In  April  1973  a 
psychiatric  pavilion  was  opened  in  conjunction 
with  Park  View. 

Hill  Burton  Funds  and  contributions  from 
private  citizens  made  possible  the  opening  of  a 
second  hospital  in  East  Nashville  on  July  5,  1965. 
Memorial  Hospital  now  serves  the  needs  of  many 
of  our  citizens  in  what  was  at  one  time  known 
as  Edgefield. 

In  1970  the  Hospital  Corporation  of  America 
built  the  Donelson  Hospital  to  serve  a rapidly 
expanding  area  of  Davidson  County. 

In  1973  West  Side  Hospital  was  opened  by 
General  Care  Corporation  as  a full  service  gen- 
eral hospital. 

So  we  see  that  through  the  passing  years  hos- 
pital facilities  in  our  city  and  county  have  con- 
tinued to  grow  in  number  and  in  proficiency. 
Today  there  are  3,270  general  hospital  beds  in 
Davidson  County  and  more  are  either  under  con- 
struction, on  the  drawing  board  or  in  the  plan- 
ning phase.  The  surgeons  of  Davidson  County 
are  indeed  fortunate  in  having  an  adequate 
number  of  beds  in  modern,  well-equipped,  well 
run  hospitals  in  which  to  practice  our  art. 
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HISTORY 

This  28-year-old  woman  was  admitted  to  St.  Thomas 


Hospital  for  repair  of  a cystocele.  She  had  no  history 
of  heart  disease.  Physical  examination  and  chest  x-ray 
were  normal.  Her  routine  preoperative  electrocardio- 
gram is  illustrated  in  Figure  1.  (Standardization  arte- 
facts are  seen  in  leads  1,  2 and  3.)  Are  the  T wave 
inversions  V^V.^  normal  or  should  further  diagnostic 
studies  be  done  before  surgery?  (Fig.  1)  (Fig.  2) 


Discussion: 

The  electrocardiogram  of  a normal  five-year- 
old  child  is  illustrated  in  Figure  2.  Note  the 
similarity  of  precordial  T waves  to  those  of  the 
patient.  This  normal  precordial  T wave  pattern 
of  children  gradually  changes  with  age  such  that 
discrete  T wave  inversion  as  far  lateral  as  V3  is 
uncommon  by  15  years  of  age.1  Occasionally 
however,  for  reasons  ill  defined,  the  juvenile  T 
wave  pattern  will  persist  into  young  adulthood 
in  the  absence  of  disease.  This  possibility  must 
be  recognized  to  spare  the  patient  needless  diag- 
nostic studies  and  concern.  Sometimes  such 


From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn. 


benign  T wave  changes  are  dramatically  affected 
by  hyperventilation,  atropine,  changes  in  posi- 
tion or  by  oral  potassium  salts  or  glucose.  Such 
maneuvers  usually  have  no  effect  on  T wave 
changes  reflecting  organic  pathology.  No  further 
studies  were  done  in  this  patient  and  she  toler- 
ated her  surgery  without  difficulty. 

Final  ECG  diagnosis:  Persistent  juvenile  T 

wave  pattern. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-Directors 
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Pulmonary  Actinomycosis 

Present  Illness:  This  62-year-old  black  male  farmer 
was  admitted  to  this  hospital  with  a chief  complaint  of 
a paroxysm  of  coughing,  associated  with  syncope.  A 
few  hours  prior  to  admission,  he  experienced  an  episode 
of  hard  coughing  which  was  accompanied  by  a “black- 
out spell.”  He  stated  that  his  wife  told  him  that  he 
was  unconscious  for  about  an  hour.  He  had  no  apparent 
convulsions,  biting  of  his  tongue,  or  incontinence.  There 
was  no  previous  history  of  such  an  episode.  During 
the  three-month  period  prior  to  admission,  he  had  lost 
approximately  17  pounds.  During  this  time,  he  had  a 
cough  which  he  stated  was  productive  of  white  sputum 
and  was  occasionally  blood  streaked.  There  was  no 
fever,  night  sweats,  chest  pain  or  wheezing.  He  denied 
shortness  of  breath  or  palpitation.  For  three  months,  he 
had  been  undergoing  treatment  by  his  local  physician 
for  high  blood  pressure.  He  had  a recent  chest  x-ray 
made  before  he  came  to  this  hospital,  which  was  re- 
ported to  show  a cavitary  lesion  in  the  left  hilar  area. 
He  stated  that  he  had  no  previous  film  in  at  least  ten 
years.  There  was  no  known  exposure  to  tuberculosis, 
other  than  a step-sister  about  twenty  years  ago  who  had 
tuberculosis.  He  smoked  cigarettes  very  little,  stating 
that  he  smoked  only  while  in  the  service  during  World 
War  II,  never  more  than  a package  a day.  The  patient, 
however,  did  use  snuff.  He  had  been  in  this  hospital  and 
in  another  VA  Hospital  for  a prosthesis  of  the  left  hip. 
The  first  operation  was  done  18  years  ago.  and  the  last 
10  years  ago. 

Physical  Examination:  Temperature  98.0°,  pulse  74, 
respiration  20,  blood  pressure  104/70.  The  patient  was 
a very  thin  Negro  male  who  had  obviously  lost  weight 
recently.  He  was  alert  and  cooperative  and  in  no  acute 
distress.  He  coughed  during  the  examination  and  though 
he  stated  the  sputum  was  white,  it  was  grossly  purulent, 
but  contained  no  blood.  EENT  examination  was  nega- 
tive. There  was  a mild  increase  in  the  AP  diameter  of 
the  chest,  with  expansion  limited  bilaterally.  The  lungs 
were  resonant  to  percussion.  There  was  some  prolonga- 
tion of  expiration  with  fine  moist  rales  in  the  lower 
half  of  the  left  lung  field  posteriorly.  No  friction  rubs 
were  heard.  The  heart  was  not  enlarged.  No  thrills  or 
murmurs  were  heard.  The  abdomen  was  not  remarkable. 
On  rectal  examination,  no  masses  were  felt,  and  the 
prostate  was  of  normal  size.  There  was  mild  pain  on 
straight  leg  raising  in  the  left  hip.  The  neurological 
examination  was  within  normal  limits. 

X-Ray:  PA,  lateral  and  both  obliques — the  heart  was 
not  enlarged.  There  was  an  infiltrate  in  the  midlung 
field  near  the  hilum  on  the  left  with  an  area  of  lucency 
above  the  major  portion  of  the  infiltrate,  but  incorpo- 
rated within  it.  This  was  in  the  superior  segment  of 
the  left  lower  lobe.  The  right  lung  was  clear.  Metastatic 


From  the  Surgical  Service  and  Laboratory  Service  of 
Veterans  Administration  Hospital,  Memphis,  Tenn. 


survey — examination  of  multiple  bones  revealed  no  evi- 
dence of  lytic  or  blastic  metastasis.  There  were  marked 
degenerative  changes  about  the  right  femoral  head  and 
acetabulum.  A prosthesis  was  present  on  the  left  side. 
No  other  abnormalities  were  identified.  Bronchogram — 
the  study  was  not  diagnostic,  due  to  lack  of  coating  of 
the  bronchial  tree. 

Laboratory  Data:  On  admission,  the  white  blood 

count  was  3400,  with  56  neutrophils,  30  lymphocytes,  10 
monocytes  and  4 eosinophils.  The  corrected  sedimenta- 
tion rate  was  29  mm,  hematocrit  34,  hemoglobin  11.4 
gm,  STS  negative,  urea  nitrogen  21  mg%,  glucose  86 
mg%,  cholesterol  194  mg%,  alkaline  phosphatase  12.9 
King- Armstrong  units,  SGOT  10  units,  LDH  240  units. 
Calcium  10.4  mg%,  phosphorus  2.2  mg%.  Urine  an- 
alysis— reaction  6.0,  specific  gravity  1.018,  albumin  and 
sugar  negative;  microscopic — occasional  white  blood  cell 
and  red  blood  cell.  The  urine  was  negative  for  Bence 
Jones  protein.  A fresh  sputum  for  culture  showed  Alpha 
streptococcus,  a few  colonies  of  a Neisseria  species,  and 
a Klebsiella  species.  Multiple  cultures  of  sputum  and 
of  bronchial  washings  were  negative  for  acid  fast 
bacilli.  Cultures  of  the  urine  were  also  negative  for 
acid  fast  bacilli.  A culture  of  sputum  and  of  bronchial 
washings  was  negative  for  fungi.  Many  sputa  were 
submitted  for  Cytology  studies,  and  no  malignant  cells 
were  identified.  Fungus  serology  was  negative.  Diag- 
nostic skin  testing  revealed  a 20  mm  reaction  at  48 
hours  with  intermediate  PPD,  histoplasmin  skin  test 
revealed  3mm  of  induration. 

Hospital  Course:  Except  for  minor  fluctuations  in 
temperature  up  to  99°,  the  patient  remained  afebrile 
throughout  his  hospital  course.  He  was  treated  with 
Ampicillin  and  Keflin  and  general  supportive  measures. 
The  cavitary  area  in  his  left  upper  lung  decreased  in 
size,  but  the  infiltrate  remained  stationary.  An  explora- 
tory thoracotomy  was  suggested,  but  he  refused 
surgery.  Three  months  after  admission,  he  was  dis- 
charged to  return  and  be  followed  in  the  Outpatient 
Department.  One  month  later,  he  was  seen  in  the 
Thoracic  Surgery  Clinic,  and  had  changed  his  mind 
about  surgery.  He  was  readmitted  to  the  hospital,  and 
four  days  later  an  exploratory  thoracotomy  was  per- 
formed. 

CLINICAL  DISCUSSION 

DR.  J.  R.  PRATHER:  Dr.  Ettman,  do  you 
have  any  further  comments  on  the  x-ray  films? 

DR.  IRVING  K.  ETTMAN:  Our  first  film 
showed  a large,  nodular  density  with  a radiolu- 
cency  in  the  upper  portion.  On  the  oblique  views, 
we  saw  this  situated  in  the  region  of  the  superior 
segment  of  the  lower  lobe.  A month  or  so  later, 
we  saw  this  density  again,  and  it  looked  smaller 
than  it  did  originally.  A planagram  showed  the 
nodular  density  with  the  radiolucency.  In  addi- 
tion, there  was  within  this  cavity  a smaller  radio- 
lucency which  could  represent  a mass  such  as 
a fungus  ball.  A film  taken  three  months  later 
showed  the  radiolucency  is  no  longer  visualized, 
but  we  still  have  a large  nodular  infiltration 
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which  has  not  changed  much  in  size  since  the 
earlier  examination. 

DR.  PRATHER:  When  you  say  “radiolucency 
like  a fungus  ball,”  could  this  also  be  multiple 
little  small  abscesses  within  the  consolidation? 

DR.  ETTMAN:  It  could  be  at  the  end  of  a 
bronchus  because  of  the  location. 

DR.  PRATHER:  How  often  have  you  seen 
a bronchogenic  carcinoma  cavitate  like  this  and 
then  the  cavity  resolves,  leaving  you  an  infiltra- 
tive mass? 

DR.  ETTMAN:  We  may  see  cavitation  from 
tumor  necrosis  or  bronchial  obstruction  and 
abscess  formation. 

DR.  PRATHER:  Yes,  but  once  the  cavity 
is  formed  from  a bronchogenic  carcinoma,  how 
often  have  you  seen  this  cavity  totally  resolve 
itself?  If  it  is  from  a blocked  bronchus,  usually 
it  stays  blocked  and  usually  the  cavity  enlarges, 
wouldn’t  you  agree? 

DR.  ETTMAN:  Yes,  without  treatment  it 

will.  With  radiation  perhaps  we  can  reduce  the 
obstruction  and  open  the  bronchus. 

DR.  PRATHER:  No,  I’m  talking  about  un- 
treated cases. 

DR.  ETTMAN:  In  untreated  cases  it  is  very 
unusual. 

DR.  PRATHER:  So,  if  this  is  a bronchogenic 
carcinoma,  it  would  be  quite  unusual  for  the 
cavity  to  resolve  itself,  leaving  just  the  mass  of 
bronchogenic  tumor  tissue  in  there. 

DR.  ETTMAN:  Right. 

DR.  PRATHER:  In  essence  we  have  a pa- 
tient with  nonspecific  pulmonary  symptoms  who 
had  an  x-ray  that  revealed  a cavitary  lesion  in 
his  left  midlung  field.  Obviously,  when  you  see 
such  a patient,  the  first  thing  you  need  to  think 
about  is  an  abscess  of  the  lung,  probably  due 
to  mixed  bacterial  infection.  At  first,  this  was 
uppermost  in  my  mind  because  frequently  these 
will  occur  due  to  aspiration  in  people  who  black 
out  or  those  who  use  too  much  alcohol.  They 
will  frequently  be  admitted  with  abscesses  in  the 
lung.  Now,  where  these  occur  depends  on  the 
position  of  the  patient  when  the  aspiration  oc- 
curs. If  a patient  was  supine,  the  abscess  is 
often  in  the  superior  segments  of  the  left  lung. 
About  60  to  75%  of  lung  abscesses  will  be  in 
the  right  lung  since  the  right  main  bronchus  has  a 
more  direct  course  than  the  left,  which  takes  off 
at  more  angulation. 

Now  I thought  that  possibly  with  the  black-out 
spells,  he  may  have  aspirated.  Yet,  we  have  the 
history  that  the  man  had  been  followed  by  his 
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doctor,  who  also  found  a cavity  lesion.  Now  the 
presence  of  esophageal  diverticula,  cardiospasm, 
esophageal  reflux,  or  some  congenital  problems 
like  a tracheoesophageal  fistula  can  be  predis- 
posing factors  for  lung  abscesses.  Less  frequent 
causes  are,  of  course,  pneumonitis  which  be- 
comes localized,  pulmonary  embolus,  and  bron- 
chogenic cysts  which  become  infected.  You  can 
have  abscesses  within  the  pulmonary  structure 
due  to  infection  from  adjacent  structures,  like 
perforated  esophagus  or  erosion  of  a subphrenic 
abscess. 

The  pathology  in  these  lung  abscesses  is  really 
no  different  from  infections  anywhere  in  the 
body.  The  area  becomes  necrotic  and  this 
material  is  then  evacuated  after  erosion  into  a 
bronchus.  Then,  over  several  weeks,  this  area  of 
cavitation  is  gradually  replaced  by  fibrosis  if  it 
resolves.  Occasionally,  it  will  not  fibrose  and 
remains  as  a thick  walled  cavity. 

Now,  what  are  the  symptoms?  They  are  non- 
specific— mainly  cough,  fever  and  malaise.  The 
patients  usually  will  have  a productive  cough 
that  can  be  purulent,  bloody,  and  foul  smelling. 
On  x-ray,  you  usually  find  an  irregular  lining 
to  the  cavity,  which  of  course,  this  patient  has. 

The  etiology  may  vary.  One  possibility  is 
tuberculosis.  This  usually  starts  from  an  area  of 
pneumonitis.  It  usually  takes  one  of  three 
courses.  The  infection  can  resolve,  leaving  no 
changes  on  x-ray;  you  can  have  organization  of 
multiple  areas  of  involvement  of  tuberculosis 
with  fibrosis  taking  its  place;  or  you  can  have 
areas  of  caseous  necrosis  which  may  cavitate. 

Other  organisms  can  cause  a similar  picture. 
These  include  the  fungus  infections.  Probably 
the  most  common  such  lesion  seen  in  this  area  is 
histoplasmosis.  The  majority  of  the  patients  who 
do  have  histoplasmosis  are  asymptomatic.  The 
sick  ones  may  have  a history  of  working  around 
chicken  houses,  or  turkey  roosts,  or  pigeon  lofts, 
which  this  patient  did  not  have,  other  than  the 
fact  that  he  did  work  on  a farm.  The  symptoms 
are  again  nonspecific;  fever,  night  sweats,  cough 
and  fatigue  may  be  the  only  early  symptoma- 
tology that  these  cases  will  have.  The  symptoms 
will  often  subside  in  two  to  three  weeks,  either 
to  come  back  as  a generalized  infection  or  a 
lung  infection.  Again,  the  x-ray  picture  is  quite 
nonspecific.  It  can  be  a diffuse  pulmonary  in- 
filtrate. It  may  be  a solitary  lung  lesion  which 
can  be  solid  or  cavitary. 

Another  fungus  which  must  be  considered, 
which  is  quite  rare  in  this  section  of  the  country, 
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is  coccidioidomycosis.  These  cases  are  mainly 
seen  in  the  San  Joaquin  valley  of  California  and 
the  southwest.  They  have  a seasonal  incidence, 
mainly  in  the  summer  and  fall.  This  is  due  to 
the  fact  that  the  fungus  is  found  in  the  soil,  and 
these  seasons  are  the  planting  times  in  those 
areas.  Again,  the  lesions  are  quite  similar  to 
tuberculosis  and  show  early  caseation.  In  seventy- 
five  percent  of  the  cases,  there  are  no  symptoms. 
The  ones  who  do  get  sick  have  nonspecific  symp- 
toms. The  solid  lesions  may  cavitate,  and  typi- 
cally these  lesions,  when  they  do  cavitate,  have  a 
very  thin  wall  and  they  almost  look  like  a cyst 
on  x-ray.  Another  granulomatous  fungal  disease, 
of  course,  is  blastomycosis.  It  is  typically  gen- 
eralized, but  can  localize  and  also  can  caseate, 
but  caseation  is  quite  uncommon. 

The  most  logical  diagnosis  here  in  an  individ- 
ual who  is  62  years  of  age  is  bronchogenic 
carcinoma.  It  would  be  unusual  for  the  cavity 
to  disappear  by  x-ray,  although  the  appearance 
of  this  cavity  on  x-ray  resembles  the  irregular 
lining  seen  in  carcinoma.  The  most  common 
type  of  bronchogenic  carcinoma  is  the  epidermoid 
carcinoma  which  will  frequently  outgrow  its  blood 
supply  and  cavitate,  leaving  a necrotic  area  in 
the  center  with  the  tumor  forming  a thick  wall. 

Another  cause  could  be  actinomycosis  of  the 
lung,  but  it  would  be  very  rare  for  actinomycosis 
to  present  as  a cavitary  lesion.  Usually,  these 
cases  will  present  as  infiltrates.  I recognize  this 
case  as  one  of  actinomycosis  since  I have  re- 
cently reviewed  all  of  our  cases.  Out  of  the  total 
of  24  cases,  15  were  thoracic  lesions.  Now,  this 
is  quite  unusual,  since  the  literature  says  that  the 
thoracic  form  occurs  in  15%,  but  we  have  well 
over  60%  in  the  chest.  These  cases  present  in 
one  of  three  ways.  The  infection  can  be  con- 
fined to  the  chest  wall.  We  saw  this  in  two  of 
our  patients.  You  can  have  chest  wall  and  lung 
involvement,  and  this  was  seen  in  five.  The 
usual  way  it  presents  is  by  involving  the  lung 
only.  The  bronchopulmonary  type,  which  is 
nothing  but  a pulmonary  infiltrate,  was  seen  in 
six  of  our  cases,  with  the  pleuro-pulmonary  type 
with  empyema  seen  in  two  of  these  cases. 

A patient  can  have  a multitude  of  symptoms 
with  actinomycosis,  the  commonest  being  pain, 
which  was  seen  in  12  of  these  patients,  and  I 
presume  that  this  is  due  to  the  marked  inflam- 
matory reaction  that  is  associated  with  this  dis- 
ease. Hemoptysis  was  seen  in  six  of  these 
patients,  and  this  is  seen  mainly  in  the  cases  with 
pulmonary  involvement  only.  The  physical  find- 


ings are  very  nonspecific,  temperature  elevation 
being  the  commonest  finding. 

In  the  15  cases  of  thoracic  actinomycosis  that 
we  have  seen,  anaerobic  cultures  were  made  in 
seven  of  the  patients,  and  were  positive  in  three. 
We  have  used  surgery  quite  extensively  in  these 
patients  with  thoracic  actinomycosis,  often  be- 
cause the  diagnosis  is  quite  difficult  to  make. 
After  reviewing  the  literature  and  from  our  own 
experience,  we  feel  that  we  can  often  shorten 
the  course  of  the  disease  by  surgery.  It  is  dif- 
ficult for  antibiotics  to  penetrate  the  dense  scarred 
masses,  so  surgery  removes  most  of  these,  but 
must  be  followed  by  standard  antibiotic  therapy. 

DR.  R.  D.  GOURLEY:  Thank  you,  Dr. 

Prather.  It  is  interesting  that  this  case  was 
prepared  about  a year  and  a half  ago,  and 
tentatively  assigned  to  Dr.  Prather  at  that  time. 
We  had  no  way  of  knowing  that  when  the  time 
would  arrive  for  him  to  discuss  it,  he  would  have 
just  finished  reviewing  all  of  our  cases  of  actino- 
mycosis. We  do  appreciate  the  very  excellent 
discussion  of  our  experience  here  with  actinomy- 
cosis. 

We  received  surgically  a segment  of  the  left 
upper  lobe,  and  at  that  time,  there  was  still  a 
residual  cavity  present  which  measured  2 cm.  in 
diameter.  The  cavity  wall  was  composed  of 
dense  granulation  tissue  and  dense  fibrous  tissue 
heavily  infiltrated  with  both  acute  and  chronic 
inflammatory  cells.  It  was  almost  like  the  type 
of  cavity  that  you  would  see  in  a lung  abscess 
from  some  mixed  infection.  The  contents  of  this 
cavity,  however,  showed  multiple  fine  filaments 
running  through  material  which  at  first  glance 
looked  like  necrotic  debris.  We  found  typical 
colonies  of  actinomycosis  composed  of  tangled 
masses  of  mycelia.  These  were  the  so-called 
“sulfur  granules.”  They  may  be  yellow,  they 
may  be  grey,  or  they  may  be  white.  The  cavity 
did  communicate  with  a bronchus.  The  broncho- 
cavitary  junction  showed  squamous  metaplasia, 
but  the  cavity  was  lined  by  granulation  tissue 
with  a heavy,  nonspecific  inflammatory  infiltrate 
in  the  wall. 

DR.  ETTMAN:  Would  a needle  biopsy  of 
the  lung  have  been  worthwhile  here  or  would 
the  risk  of  draining  sinus  have  been  present? 

DR.  PRATHER:  I think  the  risk  is  quite 

strong.  The  case  where  we  did  a right  upper 
lobectomy  developed  a bronchopleural  fistula. 

DR.  GRIFFIN:  I’m  not  aware  after  having 
recently  reviewed  the  lung  biopsy  literature,  that 
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This  newborn  male  was  the  5 lb.,  2 oz.  product  of 
an  estimated  34  weeks  gestation.  Pregnancy  was  re- 
ported to  be  uncomplicated  by  maternal  illness.  Medica- 
tions taken  by  the  mother  included  aspirin,  vitamins, 
iron  and  “anti-nausea  pills.” 

Because  of  third  trimester  bleeding  secondary  to 


placenta  previa  with  abruptio,  delivery  was  by  way  of 
emergency  cesarean  section.  The  one-minute  apgar  was 
2,  and  the  infant  required  resuscitation  and  intubation 
at  2 minutes.  Respiratory  distress,  hypovolemia,  and 
a large  sacrococcygeal  mass  prompted  transfer  of  the 
infant  from  a local  hospital  to  the  Vanderbilt  University 
Hospital  neonatology  unit.  On  physical  examination  the 
large  mass  was  noted  to  be  cystic  and  to  transmit  light. 

Admission  chest  X-rays  revealed  findings  of  severe 
hyaline  membrane  disease.  AP  and  Lateral  abdominal 
radiographs  are  illustrated  in  Figures  1 and  2,  the 
latter  of  which  was  taken  during  injection  of  water- 
soluble  contrast  material  through  a rectal  catheter. 


Fig.  1 


Radiographic  Findings: 

The  plain  film  of  the  abdomen  (Figure  1) 
shows  a large  pelvic  mass  displacing  gas-filled 
loops  of  bowel  superiorly.  In  addition,  a large 
extension  of  the  mass  is  seen  to  present  inferior- 
ly.  This  extrinsic  portion  of  the  pelvic  tumor  is 
better  illustrated  on  the  lateral  examination 
(Figure  2),  which  also  demonstrates  areas  of 
irregular,  plaque-like  calcification  within  the 
mass.  In  order  to  identify  the  position  of  the 
rectum  and  the  intrinsic  component  of  the  mass, 
dilute  water-soluble  contrast  material  has  been 

From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Hospital,  Nashville,  Tenn.  37232. 
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Fig.  2 


injected  through  a small  catheter.  This  study 
demonstrates  anterior  displacement  of  the  recto- 
sigmoid and  establishes  the  mass  to  be  presacral 
and  sacrococcygeal  in  location.  No  anomaly,  de- 
struction, or  erosion  of  the  sacrum  can  be  iden- 
tified. Incidental  note  is  made  of  absence  or  lack 
of  ossification  of  the  pubic  rami  and  severe  pul- 
monary changes  of  hyaline  membrane  disease. 

Differential  Diagnosis: 

The  classification  of  presacral  masses  is  exten- 
sive.1 Primary  considerations  include  the  follow- 
ing: 

* 1.  Chordoma. 

* 2.  Teratoma. 

3.  Anterior  meningocele. 

* 4.  Neuroblastoma  and  other  neurogenic  tumors. 

* 5.  Dermoid  cyst. 
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* 6.  Asymmetric  conjoined  twin  malformations. 

* 7.  Hamartoma. 

8.  Inflammatory  lesions. 

* 9.  Osteocartilaginous  tumors. 

10.  Miscellaneous  mesenchymal  soft  tissue  tumors. 

* Potential  for  calcification  or  ossification. 

Hospital  Course: 

The  patient’s  hospital  course  was  complicated  by  pre- 
maturity, respiratory  distress  requiring  respirator  and 
oxygen,  hyperbilirubinemia,  sepsis,  consumptive  coagu- 
lopathy, and  urinary  retention.  The  previously  described 
pelvic  mass  was  surgically  removed  on  the  17th  hospital 
day. 

Pathological  Diagnosis: 

At  surgery  a 13  x 9 x 6.5  cm,  cystic  mass 
weighing  395  gms  was  removed.  The  final  path- 
ological diagnosis  was  sacrococcygeal  teratoma, 
benign. 

Discussion: 

By  far  the  most  common  of  the  sacrococcygeal 
masses,  in  all  age  groups,  is  chordoma.2  Chor- 
domas are,  however,  decidedly  uncommon  in 
children,  especially  the  neonate,  and  the  average 
age  of  presentation  of  these  notochordal-derived 
neoplasms  is  49  years.3  In  addition,  these  tumors 
usually  cause  some  destruction  of  the  adjacent 
sacrum  and  coccyx. 

The  most  frequently  encountered  presacral 
masses  in  the  pediatric  age  group  are  sacrococcy- 
geal teratomas1,4’5’6  which  are  tumors  derived 
from  all  three  germinal  layers.  They  may  be 
located  entirely  within  the  pelvic  cavity,  entirely 
external  to  the  pelvic  cavity,  or  a combination 
of  both.6  Almost  all  of  these  tumors  have  an 
intrinsic  component  which  may  be  attached  to 
the  sacrum  or  coccyx.  The  age  of  presentation  of 
these  masses  and  the  timing  of  surgical  excision 
provide  a good  indication  of  their  ultimate  be- 
havior with  approximately  90%  presenting  at 
birth  being  benign,  and  approximately  92%  pre- 
senting after  three  months  being  malignant.6 

Radiographically,  on  the  lateral  view,  sac- 
rococcygeal teratomas  present  as  soft  tissue 
masses  which  displace  the  pelvic  organs  an- 
teriorly, and  which  may  cause  some  degree  of 
bladder  obstruction  and  retention.5  On  the 
frontal  view,  the  rectum  often  appears  narrowed 
and  elongated  by  the  mass.  The  barium  enema 
is  a useful  technique  in  assessing  the  degree  of 
intrinsic  component  of  these  masses.  The  sacrum 
and  coccyx  usually  show  no  evidence  of  bony 
destruction  or  erosion.7  Indeed,  destructive  lesions 


or  aplasia  of  more  than  two  sacral  segments  is 
against  the  diagnosis  of  sacrococcygeal  tera- 
toma.7 Calcifications  are  characteristically  irreg- 
ular and  plaque-like  and  are  reported  in  these 
neoplasms  in  up  to  60%. 1’6’7 

Asymmetric  conjoined  twin  malformation  is 
differentiated  from  teratomas  by  possession  of 
differentiated  organs  such  as  limbs,  spinal  axis, 
true  organs  or  body  regions.5 

Another  entity  to  be  considered  in  the  pediatric 
age  group  is  anterior  meningocele  which  “repre- 
sents herniation  of  the  meninges  through  a defect 
in  the  sacrum.”1  These  masses  are  usually  not 
calcified  and  are  accompanied  by  bony  changes 
such  as  enlargement  of  the  sacral  foramina  or 
smooth,  crescentic  erosions  of  the  lateral  sacrum, 
in  at  least  75%  of  the  cases.8  The  diagnosis  of 
these  lesions  is  confirmed  by  myelography. 

Of  the  neurogenic  lesions,  neuroblastomas  are 
perhaps  the  most  common  in  the  infant  and 
small  child.  These  are,  however,  relatively  un- 
common in  the  presacral  location.  The  sacral 
region  contributes  3-5%  of  neuroblastomas  in 
all  age  groups  and  12.5%  of  these  presenting  in 
the  neonatal  period.5  A clue  to  radiographic  dis- 
tinction from  teratoma  is  the  type  of  calcification, 
diffuse  and  punctate  in  neuroblastoma,  irregular 
and  plaque-like  in  teratoma. 

Inflammatory  lesions  of  the  presacral  space 
are  frequently  identified  by  their  clinical  presenta- 
tion. Likewise,  the  diagnosis  of  osteocartilaginous 
tumors  should  be  facilitated  by  their  characteristic 
bony  changes.  The  latter  lesions  are,  again,  not 
commonly  seen  in  newborns  and  young  children. 

Other  lesions  which  may  be  found  in  children 
are  dermoids2  and  other  retrorectal  cysts  of  de- 
velopmental origin/1  Radiographically,  these 
presacral  masses  are  without  calcification  and 
cause  no  destruction  of  sacrum  or  coccyx.9  In- 
fection is  a common  accompaniment.2’9  These 
lesions  and  other  retroperitoneal  presacral  tumors 
including  the  mesenchymal  types,  although  rare 
in  children,  may  mimic  the  more  common  sac- 
rococcygeal teratoma  by  their  displacement  of 
pelvic  organs. 

Sandra  G.  Kirschner,  M.D. 

Ying  T.  Lee,  M.D. 
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I think  this  case  would  have  been  amenable  to 
surgical  excision  without  getting  into  the  tumor. 
Needle  biopsy  could  bring  cells  all  the  way  out 
through  the  pleura  and  into  muscle  or  the  chest 
wall. 
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Carcinoembryonic  Antigen  II 

Much  has  been  published  regarding  the  results 
of  CEA  testing  in  a variety  of  disorders,  both 
neoplastic  and  non-neoplastic,  and  only  a few 
superficial  aspects  of  interpretation  can  be  dis- 
cussed here.  The  value  of  this  test  relates  to 
its  use  as  one  specific  technique  in  an  armamen- 
tarium of  diagnostic  tests,  and  as  an  adjunctive 
parameter  in  patient  management.  By  itself,  it 
should  not  be  considered  a “screening  test”  for 
the  presence  of  malignant  disease  because  it  lacks 
both  sufficient  sensitivity  and  specificity  for  this 
purpose. 

Diagnostically,  to  quote  the  literature  from 
Roche  Clinical  Laboratories,  “CEA  titers  are 
not  an  absolute  test  for  malignancy,  nor  for  a 
specific  type  of  malignancy.  . . . CEA  titers  less 
than  2.5  ng/ml  are  not  proof  of  the  absence  of 
malignant  disease.”  Experience  so  far  would  in- 
dicate that  levels  of  20  ng  ml  or  higher  are  only 
seen  in  milignant  disease;  however  below  this 
level  non-malignant  conditions  make  up  a con- 
siderable proportion  of  those  patients  having 
elevated  values,  particularly  in  the  “gray  zone” 
of  2.5-5  ng/ml.  Many  of  these  non-malignant 
disorders  have  a significant  relationship  to  the 
development  of  neoplasia,  such  as  smoking- 
related  bronchitis  and  emphysema,  chronic  ulcer- 
ative colitis,  and  colonorectal  polyps,  thus  intro- 
ducing another  aspect  of  CEA  testing,  namely  the 
desirability  of  sequential  plasma  determinations. 

In  the  healing  or  quiescent  stages  of  inflam- 
matory or  non-malignant  conditions  the  CEA 
level  will  usually  drop  to  normal  or  only  slightly 
elevated  levels;  thus  an  upward  and  sustained 
trend  during  apparent  clinical  remission  should 
suggest  the  possibility  of  a developing  malignancy. 
While  for  colonorectal  cancer  the  percentages  of 
patients  with  elevated  CEA  levels  increases  as 
the  extent  of  disease  increases  both  locally  and 
with  distant  metastases,  this  relationship  may 
not  necessarily  be  true  for  some  other  neoplasms, 
such  as  lung  carcinoma.  Normal  CEA  levels  have 
been  recorded  in  approximately  10%  of  patients 
with  metastatic  colon  cancer;  more  disturbing. 


From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  Tenn. 


however,  is  the  fact  that  30-40%  of  patients  with 
resectable  lesions  may  fail  to  show  elevated 
levels.  This  fact  serves  to  emphasize  the  need 
for  other  techniques  in  the  diagnosis  of  colono- 
rectal cancer  and  the  significant  possible  error 
of  CEA  when  used  to  “screen”  for  the  presence 
of  this  neoplasm.  Indications  are  that  the  com- 
bined use  of  proctosigmoidoscopy,  barium  enema, 
and  CEA  determination  may  in  fact  result  in  the 
detection  of  virtually  100%  of  all  colonorectal 
carcinomas. 

In  a patient  with  proven  colonorectal  cancer,  a 
normal  plasma  level  of  CEA  is  generally  good 
evidence  against  the  possibility  of  metastatic  dis- 
ease. Following  surgical  removal  of  an  appar- 
ently resectable  lesion  in  a patient  with  elevated 
CEA  levels,  this  test  should  return  to  normal  in 
1-3  months.  Persistently  elevated  titers  suggest 
the  presence  of  residual  disease,  but  normal  levels 
do  not  exclude  the  possibility  of  an  incomplete 
resection.  A subsequent  return  of  CEA  to  ele- 
vated values  indicate  recurrent  disease,  and  may 
be  recorded  several  weeks  before  such  recurrence 
may  be  detected  by  other  diagnostic  clinical  or 
laboratory  methods.  Similarly,  following  effective 
chemotherapy  normal  CEA  levels  may  be 
achieved,  rising  to  abnormal  levels  again  with 
relapse  and  an  increase  in  tumor  mass.  Failure 
to  attain  normal  CEA  levels  with  a given  chemo- 
therapeutic regimen  indicates  ineffectiveness,  and 
the  CEA  test  thus  may  serve  as  a guide  in  the 
proper  selection  of  a particular  such  agent  or 
agents. 

While  most  of  the  investigative  studies  along 
these  lines  have  been  concerned  with  colonorectal 
neoplasms,  the  results  may  be  equally  applicable 
to  other  tumors,  although  this  has  yet  to  be 
proven.  Also,  because  varying  percentages  of 
patients  with  elevated  CEA  levels  are  seen  with 
different  tumors,  and  the  relationship  between 
CEA  levels  and  extent  of  disease  is  not  neces- 
sarily direct  in  all  types  of  malignant  neoplasms, 
further  studies  must  be  forthcoming  before  these 
applications  of  the  CEA  test  can  be  considered 
generally  valid  in  the  diagnosis  and  management 
of  cancer. 

Dean  G.  Taylor.  M.D. 
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Blood  Levels  of  Free  and 
Bound  Thyroid  Hormones 

The  laboratory  evaluation  of  thyroid  disease 
has  progressed  so  rapidly  in  the  last  few  years 
that  most  of  our  time  honored  blood  tests  of 
thyroid  function  are  outdated.  These  older  tests 
(PBI,  BEI,  T3  resin  uptake),  while  the  best  that 
were  available  at  one  time,  are  now  about  as 
valuable  in  assessing  thyroid  disease  as  the 
cephalin  flocculation  test  is  in  assessing  hepatitis, 
as  the  icterus  index  is  in  assessing  jaundice,  or 
as  the  albumin/globulin  ratio  is  in  assessing 
myeloma. 

The  PBI  is  not  a direct  measurement  of  thyroid 
hormone  but  instead  is  a measure  of  blood  iodide. 
This  includes  iodine  in  thyroid  hormones 
(iodothyronines),  iodothyrosines,  abnormal  iodo- 
proteins,  and  free  iodine.  Beside  failing  to  dif- 
ferentiate hormonal  from  non-hormonal  iodine 
in  the  blood,  the  PBI  also  fails  to  differentiate 
between  the  two  forms  of  thyroid  hormone 
(triiodothyronine  and  tetraiodothyronine)  and 
fails  to  differentiate  between  the  protein  bound 
thyroid  hormones  and  free  or  unbound  thyroid 
hormones.  Needless  to  say,  the  PBI  is  frequently 
misleading  in  the  evaluation  of  thyroid  disease. 

The  T3  resin  uptake,  or  T3  resin  binding  test, 
has  come  to  be  known  as  the  T3  test.  As  such 
it  is  a misnomer  since  it  has  nothing  to  do  with 
the  measurement  of  T3  levels  in  blood.  Instead, 
radioactive  triiodothyronine,  added  exogenously 
to  a serum  sample,  is  used  to  qualitatively  mea- 
sure the  relative  amount  of  unbound  protein  bind- 
ing sites  that  would  bind  this  labelled  T3. 
Although  this  measurement  of  unbound  binding 
sites  with  T3  is  a crudely  qualitative  measure  of 
total  thyroid  binding  sites,  it  is  not  standardized 
according  to  the  TBG  content  and  therefore  is 
not  a quantitative  measure  of  thyroid  binding 
globulin.  It  of  course  does  not  measure  T3 
levels. 

When  the  T3  is  determined  by  radioimmunoas- 
say, and  the  T4  and  TBG  are  determined  by 
competitive  protein  binding  analysis,  then  a 
simple  mathematical  calculation  allows  one  to 

From  the  Department  of  Nuclear  Medicine,  Park 
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determine  the  Free  T4  index  and  Free  T3  index. 
These  indices  bear  an  excellent  correlation  with 
other  methods  of  determining  these  unbound 
hormone  levels. 

In  our  laboratory  during  the  last  eight  months 
we  have  been  evaluating  these  levels  of  free 
hormones  and  have  found  excellent  separation 
of  hyperthyroid,  euthyroid,  and  hypothyroid  pa- 
tients. Furthermore,  those  patients  on  estrogens 
were  clearly  separable  by  virtue  of  their  elevated 
T4,  and  TBG  with  normal  Free  T4  indices  and 
Free  T3  indices.  In  addition,  20%  of  our  hyper- 
thyroid patients  had  T3  toxicosis  (i.e.,  Free  T4 
was  normal  in  the  face  of  an  elevated  T3  and 
Free  T3).  Also,  80%  of  our  hyperthyroid  pa- 
tients had  elevations  of  both  their  T3  and  T4 
levels  and  Free  T3  and  Free  T4.  Most  of  these 
cases  showed  greater  relative  elevation  of  T3 
levels  than  T4  levels.  No  case  of  pure  T4  toxi- 
cosis was  appreciated.  These  results  are  con- 
sistent with  recently  reported  data.1 

Two  patients  receiving  synthroid  had  very  low 
T3  levels  but  normal  T4  and  TBG  levels.  Patients 
on  cytomel  who  were  euthyroid  showed  elevated 
T3  and  Free  T3  levels  but  normal  T4  and  Free 
T4  levels.  Two  patients  of  propylthiouracil 
showed  very  low  T3  levels.  The  differing  levels 
of  T3  and  T4  after  administration  of  various 
drugs  needs  to  be  evaluated  more  fully. 

A number  of  questions  about  the  effect  of 
thyroid  hormones  on  the  metabolism  of  Calcium, 
Potassium,  and  Vitamin  B42  can  now  be  investi- 
gated more  easily.  Questions  of  relative  T3  and 
T4  effects  on  Central  Nervous  System  metabolism, 
liver,  and  myocardial  metabolism  may  now  be 
more  easily  investigated.  We  may  even  find 
cases  of  hyperthyroidism  that  are  pure  T4  toxi- 
cosis and  cases  of  hypothyroidism  that  are  caused 
by  a block  in  the  conversion  of  T4  to  T3.  Per- 
haps this  greater  sophistication  in  the  evaluation 
of  thyroid  testing  will  lead  to  a greater  sophis- 
tication in  the  therapy  of  thyroid  disease. 

Robert  L.  Bell,  M.D. 

Director 
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Rural  Primary  Health  Care 

One  of  the  major  gaps  in  the  health  care 
delivery  system  of  this  state  has  been  the  in- 
accessibility of  primary  health  care  for  our  non- 
urban  citizens.  It  is  a familiar  problem  to  those 
charged  with  the  task  of  providing  adequate 
health  care  to  all  Tennesseans.  Statistics,  such 
as  1972  data  showing  that  more  than  62  percent 
of  this  state’s  practicing  physicians  are  located 
in  the  four  metropolitan  areas,  providing  a strong 
empirical  basis  for  concern.  But  the  problem 
obviously  goes  beyond  statistics,  for  no  set  of 
figures  can  fully  reflect  the  impact  in  human 
terms. 

Efforts  in  the  past  to  reverse  the  flight  of  health 
manpower,  especially  physicians,  from  the  rural 
communities  to  the  cities  produced  disappointing 
results.  One  effort,  the  Federal  Hill-Burton 
Program,  provided  for  the  construction  of  hos- 
pitals and  nursing  homes  primarily  in  non-urban 
communities  along  the  logic  that  shiny  new 
facilities  would  attract  and  hold  health  man- 
power. Unfortunately,  this  plan  did  not  work. 
Today  many  such  facilities  are  either  empty  or 
underutilized.  Attempts  to  attract  physicians  to 
our  rural  areas  through  Federal  programs,  such 
as  the  National  Health  Service  Corps  and 
MEDIHC,  also  produced  disappointing  results. 

The  basic  problem  has  remained:  the  need  for 
primary  care  at  the  rural  level.  Recent  studies, 
such  as  the  Willard  Report,  suggested  that  a 
new  rural  health  care  delivery  system  design 
would  be  necessary  to  deal  with  the  situation.  A 
system  of  primary  care  centers,  located  in  the 
rural  areas  they  seek  to  serve,  was  proposed. 

This  plan,  which  eventually  came  to  be  called 
the  Tennessee  Primary  Care  Act  of  1973.  au- 
thorized the  Department  of  Public  Health  to 
establish  a number  of  demonstration  primary 
care  centers  in  non-metropolitan  areas  of  the 
state.  The  stated  intent  of  the  Act  was  to 
“demonstrate  new  and  more  effective  ways  of 
providing  health  care  in  smaller  communities  of 
the  state;  to  assist  in  achieving  a better  distribu- 
tion of  health  care  personnel  into  non- 
metropolitan areas  where  shortages  exist;  to  pro- 
vide educational  opportunities  to  medical  and 
other  students  in  the  health  professions;  and  to 


provide  access  points  to  patients  for  the  delivery 
of  primary  health  care  services.” 

Basically,  this  primary  health  care  program 
is  to  provide  those  services  that  most  people 
use  most  of  the  time  for  most  of  their  health 
problems.  Specifically,  it  provides  the  individual 
with  an  entry  point  into  the  health  care  system. 

The  Department  of  Public  Health  has  moved 
ahead  to  implement  this  program.  A goal  was 
set  to  establish  four  primary  care  centers  in 
various  sections  of  the  state  during  the  current 
fiscal  year — two  such  centers  are  now  opera- 
tional. 

Many  communities  initiated  requests  for  the 
establishment  of  a primary  care  center.  All  ap- 
plications were  (and  will  be)  judged  on  the 
basis  of  need,  availability  of  supportive  services, 
and  the  probability  of  achieving  a major  im- 
provement in  the  local  health  care  system.  A 
“management  structure”  had  to  be  established  to 
provide  administrative  support  to  the  center  be- 
fore funding  was  initiated.  In  fact,  one  special 
feature  of  the  Primary  Care  Center  Act  is  the 
legislative  requirement  for  participation  of  the 
various  health  elements  of  the  community  in  the 
development  of  health  care  systems  involving  pri- 
mary care  centers.  Focal  medical  societies  and 
area-wide  comprehensive  health  planning 
agencies  are  required  to  certify  to  the  Depart- 
ment that  a primary  care  center  is  actually 
needed. 

Criteria  considered  by  the  Department's  pri- 
mary care  staff  are:  the  available  health  re- 

sources (manpower  and  facilities);  accessibility 
of  health  care  to  population;  health  status  indi- 
cators (morbidity  and  mortality);  and,  socio- 
economic/demographic/environmental factors. 

Included  in  every  primary  care  center  are 
supportive  services.  Some  of  these  serve  the 
patients  directly,  but  supplemental  services,  such 
as  X-ray,  laboratory,  pharmacy  accounts,  medical 
records,  etc.,  are  all  considered  an  integral  part 
of  the  organized  primary  care  program. 

As  noted,  this  system  is  structured  to  provide 
the  services  most  people  use  most  of  the  time. 
There  are,  of  course,  limitations  inherent  in 
such  a definition.  The  patient  is  normally  ambu- 
latory, for  instance.  But  the  centers  offer  un- 
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limited  potential  in  that  they  serve  as  an  access 
point  that  allows  entry  into  the  health  care 
system.  Thus,  while  the  primary  care  centers  may 
not  provide  the  full  and  sophisticated  range  of 
health  services  currently  available,  they  will  serve 
as  an  entry  point  and  continuity  mechanism,  with 
the  potential  for  becoming  the  pivotal  factor  in 
a total  health  delivery  service. 

One  common  misconception  concerning  the 
Primary  Care  Program  is  that  it  is  a “giveaway” 
scheme,  offering  free  medical  care  in  competition 
with  area  physicians.  This  criticism  is  unfounded. 
All  patients  are  asked  to  pay  toward  the  cost 
of  the  service;  even  those  of  limited  means  are 
asked  to  make  some  contribution.  The  Depart- 
ment works  in  cooperation  with  local  medical 
societies  in  order  to  avoid  conflicts  of  this  nature. 

At  this  juncture,  it  might  be  useful  to  give  an 
idea  of  how  the  program  functions  in  the  field. 
As  previously  stated,  two  demonstration  cen- 
ters are  currently  in  operation.  One,  located  in 
the  First  Tennessee  Region,  is  headquartered  in 
Greeneville  and  serves  Greene,  Hawkins  and 
Hancock  Counties.  That  operation  is  proceed- 
ing smoothly  and  is  indicative  of  what  can  be 
accomplished  with  the  primary  care  concept.  The 
other  center  is  located  in  Moore  County,  in  the 
town  of  Lynchburg.  The  Moore  County  center 
is  an  interesting  example  of  what  one  com- 
munity, working  in  cooperation  with  the  regional 
health  offices  and  the  Department  of  Public 
Health,  can  accomplish. 

Moore  County,  located  in  the  South  Central 
Region,  is  the  smallest  county  in  the  state  with 
a total  population  of  approximately  3,500.  Lynch- 
burg, with  a population  of  less  than  1,000,  serves 
as  the  county  seat.  Lynchburg  has  no  hospital, 
only  one  physician  (of  advancing  years,  who  has 
chosen  a declining  work-load),  and  is  located 
miles  from  a comprehensive  health  care  facility. 

The  people  of  Moore  County  were  concerned 
with  this  situation.  Committees  were  formed  to 
seek  a means  of  alleviating  the  shortage  of  pri- 
mary medical  care  opportunities  in  their  com- 
munity. 

When  the  Tennessee  Primary  Care  Act  became 
law,  the  people  of  Moore  County  requested  that 
they  be  considered  as  a site  for  one  of  the 
demonstration  primary  care  centers.  After  care- 
ful consideration  of  this  request,  the  Department 
decided  to  move  forward  and  establish  a center 
in  Lynchburg. 

It  is  important  to  emphasize  the  spirit  of 
cooperation  encountered  in  the  establishment  of 
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the  center  in  Lynchburg.  The  Department  of 
Public  Health,  working  through  its  regional  of- 
fice, had  the  full  cooperation  of  the  Moore 
County  community.  Resource  committees  were 
formed,  area  physicians  were  consulted,  and  ef- 
forts were  made  to  explain  the  concept  of  the 
primary  care  center  through  the  local  media. 
The  results  were  gratifying.  The  community 
pitched  in  and  lent  valuable  support;  for  in- 
stance, the  Lion’s  Club  devoted  time  toward 
refurbishing  a structure  selected  for  the  center’s 
headquarters;  the  local  4-H  Club  obtained  a $250 
good  citizenship  award  from  the  Readers  Digest 
to  put  toward  paint  and  supplies;  and  the  Lynch- 
burg Ladies’  Handiwork  Store  has  decided  to 
donate  10  percent  of  all  earnings  toward  the 
maintenance  of  the  facility.  Clearly,  this  is  the 
kind  of  local  support  hoped  for  when  the  Depart- 
ment asked  that  communities  requesting  a center 
show  “a  probability  of  achieving  a major  improve- 
ment in  the  local  health  system.” 

Critical  to  the  success  of  these  centers  is  the 
cooperation  of  the  state’s  medical  teaching  facil- 
ities. A major  consideration  implementing  the 
primary  care  center  concept  concerns  the  utiliza- 
tion of  medical  personnel,  including  advanced 
students,  at  this  state’s  medical  institutions.  In 
Moore  County,  for  instance,  an  agreement  has 
been  reached  with  Vanderbilt  University  which 
provides  some  of  the  manpower  vital  to  the 
center. 

Another  important  aspect  involves  the  utiliza- 
tion of  Federal  projects,  such  as  the  National 
Health  Service  Corps  and  the  MEDIHC  Program, 
in  an  effort  to  supplement  state  commitments. 
The  National  Health  Service  Corps,  designed  for 
recruitment  of  physicians  into  rural  areas,  could 
provide  needed  support  in  staffing  the  centers. 
The  veteran-oriented  MEDIHC  Program,  in  turn, 
could  provide  personnel  in  the  allied  health  pro- 
fessions. The  Department  is  working  with  various 
Federal  agencies  in  order  to  derive  the  maximum 
benefit  from  these  projects  for  the  state. 

The  Moore  County  center  opened  to  the 
public  on  March  11  of  this  year  on  a limited 
basis.  A nurse  practitioner  is  available  two  days 
a week,  and  a family  practice  physician  is 
available  one  day  a week.  These  people  (pro- 
vided in  cooperation  with  Vanderbilt)  form  the 
nucleus  of  the  Primary  Medical  Care  Team. 

In  addition,  there  is  a Nursing  Care  Team, 
members  of  which  can  include  the  following: 
registered  nurse,  public  health  nurse,  licensed 
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Hypertension  Management 

Present  figures  show  that  of  the  approximately 
20  million  people  with  high  blood  pressure,  80% 
are  mild  to  moderate  essential  hypertensives  that 
could  be  easily  controlled  if  brought  under  the 
care  of  the  health  team.1  The  V.A.2  and 
Framingham  studies3  give  scientific  proof  that 
control  of  elevated  blood  pressure  results  in  a 
significant  decrease  in  cardiovascular  complica- 
tions. The  Atlanta  High  Blood  Pressure  Screen- 
ing Program  has  emphasized  the  need  for  an 
effective  method  of  control  and  follow-up.  A 
group  of  hypertensive  patients  (88  subjects), 
when  first  surveyed  in  1964.  showed  only  25% 
receiving  medications  with  15%  having  good 
blood  pressure  control  (average  diastolic  95  mm 
Hg  or  lower).  The  use  of  home  follow-up  by 
the  public  health  nurse  with  referral  to  a phy- 
sician, education  about  the  nature  of  hyperten- 
sion, and  reminders  to  patients  to  take  their 
medication,  altered  these  figures  to  86%  treated 
with  80%  having  good  control.  The  nurse  visits 
ended  in  1966  and  the  subjects  were  left  to  their 
own  devices  until  1968  when  re-evaluation 
showed  that  only  55%  remained  under  treat- 
ment with  29%  having  good  control  as  evidenced 
by  their  blood  pressure  taken  at  home.4 

In  the  last  two  years,  the  medical  and  allied 
health  professions  have  placed  more  emphasis  on 
new  developments,  new  drugs  and  new  techniques 
in  the  treatment  of  hypertension.  The  National 
Heart  and  Lung  Institute  has  organized  an  all-out 
effort  in  the  field  of  hypertension  with  emphasis 
on  professional  and  patient  education.  The  pa- 
tient remains  the  most  important  factor  in  long 
term  control.  Today’s  patients  are  quite  sophis- 
ticated about  medical  care  and  patient  education 
has  become  a keystone  in  effective  management 
techniques.  A study  done  by  Finnerty,  et  al5 
involving  an  analysis  of  hypertensive  clinic  drop- 
outs showed  that  those  patients  lost  to  follow-up 
were  intelligent,  concerned  patients  who  lost  their 
motivation  because  the  medical  care  they  received 
did  not  answer  their  individual  needs. 

The  attitude  of  the  physician  himself  toward 
hypertension  in  general,  and  specifically  toward 

. ... 

From  the  Hypertension  Center.  Vanderbilt  University 

Hospital.  Nashville.  Tenn.  37232. 


his  patient’s  hypertension  is  important.  The  use 
of  visual  aids  will  save  the  physician  time  and 
still  enable  him  to  express  his  interest  and  concern 
in  the  patient’s  education.  For  example,  he  could 
mimeograph  certain  key  points  such  as:  1)  Hy- 
pertension is  the  major  cause  of  arteriosclerosis 
and  its  complications:  heart  disease,  stroke,  loss 
of  vision,  and  kidney  failure.  2)  People  with 
hypertension  frequently  do  not  “feel  bad"’  until 
permanent  damage  is  done.  3)  Only  one  person 
in  every  five  with  hypertension  can  be  cured.  4) 
Hypertension  is  a lifelong  problem,  requiring 
lifelong  treatment  and  care.  5)  Medication  will 
work  only  if  taken  regularly  to  control  hyper- 
tension. 6)  Sodium  restriction  is  the  first  line  of 
treatment  for  hypertension,  and  must  be  followed 
for  medications  to  work  effectively.  7)  Regular 
visits  for  professional  observation  is  essential  for 
control  of  blood  pressure. 

These  instructions  should  be  supplemented  with 
reading  material  of  the  physician's  own  design  or 
something  already  published.  Current  literature 
of  interest  to  the  patient,  diet  aides,  low  sodium 
and  low  cholesterol  recipes  and  so  on  might  be 
supplied  to  the  patient  in  an  attractive  display 
in  the  waiting  room.  During  the  coming  year  the 
National  High  Blood  Pressure  Council  will  be 
actively  attempting  to  educate  physicians,  health 
personnel  and  the  public  about  hypertension.  In 
addition,  the  information  services  division  of 
major  drug  companies  are  developing  material 
useful  in  patient  education.  For  example,  CIBA 
Information  Service  has  published  for  patients  a 
series  of  pamphlets,  tapes  and  aides  that  do  not 
contain  advertising  and  which  are  approved  by 
the  National  High  Blood  Pressure  Council.  Local 
chapters  of  The  American  Heart  Association  are 
another  good  resource.  G.  D.  Searle  Co.  makes 
available  to  patients  a booklet  entitled  “Under- 
standing High  Blood  Pressure.”  In  the  field  of 
audio-visuals,  the  Patient  Counseling  Film  Pro- 
gram has  an  excellent  audio-visual  tape  on  High 
Blood  Pressure. 

Home  Blood  Pressures 

Dr.  Freis  of  the  V.A.  Hospital  in  Washington. 
D.C.  believes  the  use  of  home  blood  pressure 
measurement  has  a role  in  the  treatment  of  high 
blood  pressure.  It  is  particularly  useful  in  pa- 
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tients  who  consistently  respond  poorly  to  medica- 
tion or  who  have  a poor  compliance  record.  He 
states  that  “If  you  base  treatment  solely  on  office 
readings,  it’s  easy  to  overmedicate  the  hard  to 
control  patient.  This  in  turn  steps  up  your  side 
effects  and  increases  the  chances  of  patient  drop- 
out.”6 The  daily  blood  pressure  recordings  are 
invaluable  in  allowing  the  physician  to  keep 
medication  to  a minimum  with  maximum  con- 
trol; they  also  serve  as  a motivational  tool. 

Drug  Compliance 

It  is  important  to  remember  that  each  patient 
is  an  individual  and  often  gives  subtle  clues  to 
overt  problems  if  health  personnel  would  take 
the  time  to  listen  and  purposefully  interview 
the  patient.  Without  access  to  serum  or  urine 
drug  assays  it  is  often  difficult  to  assess  compli- 
ance in  a patient  with  poor  or  sporadic  control. 
Pill  counts,  pharmacy  checks,  blood  pressure 
levels,  and,  with  some  drugs,  orthostatic  effects 
may  be  helpful  but  often  non-conclusive.  One 
study  using  patients  whom  physicians  judged  to 
be  “reliable”  patients  showed  that  31%  took  less 
than  70%  of  their  medications.7  Often  a sym- 
pathetic approach  can  gain  an  admission  of  non- 
compliance  in  a patient.  Some  suggestions  for 
helping  the  non-compliant  patient  might  include 
supplying  the  patient  with  a pocket  calendar  for 
recording  medications  or  telling  him  to  count 
out  the  total  day’s  dose  of  medicines  into  a 
separate  container  each  morning  and  keep  it 
with  him  all  day. 

Medications 

It  is  important  to  discuss  with  the  patient 
possible  side  effects  of  the  drugs  and  how  to  cope 
with  them.  For  instance,  patients  on  guanethidine 
should  be  warned  of  possible  orthostatic  effects; 
they  should  be  warned  to  get  out  of  a hot  tub 
slowly,  and  to  avoid  sudden  positional  changes. 
With  all  patients  it  is  important  to  explain  the 
purpose  of  the  drug  and  the  need  for  regular, 
continual  medication.  The  patient  should  be 
warned  not  to  take  other  medicines,  particularly 
cold  remedies,  laxatives  and  so  forth  without  first 
consulting  his  physician.  It  is  also  important  to 
remember  that  it  is  less  expensive  for  the  patient 
to  buy  his  medicine  in  quantity,  since  each  time 
a prescription  is  filled  a prescription  charge  is 
made.  If  finances  are  a problem  the  welfare  de- 
partment is  sometimes  a valuable  resource. 

Follow-up 

No  matter  what  method  is  used,  support  and 
318 


follow-up  from  the  physician  is  a key  factor. 
Caldwell,  et  al 8 in  a study  done  at  Henry  Ford 
Hospital  found  the  following  six  factors  to  be 
influential  in  patient  compliance  with  a regimen 
to  control  blood  pressure:  1)  good  physician- 

patient  relationship;  2)  attitude  of  clinic  and 
paramedical  personnel  in  the  clinic  setting;  3) 
dissatisfaction  with  rotational  system  which  neces- 
sitated seeing  a different  doctor;  4)  education 
of  the  patient  and  spouse  about  the  patient’s 
disease  and  treatment;  5)  as  applicable,  referral 
to  and  use  of  social  resources  in  the  community; 
6)  a systematic  method  for  calling  patients  in 
for  re-examination  and  follow-up  visits. 

An  increasing  number  of  physicians  in  private 
practice,  in  health  centers,  and  in  medical  centers 
are  involving  nurses  and  dietitians  in  quality 
health  care  delivery.  If  the  patient  realizes  that 
the  physician  feels  that  education  about  hyperten- 
sion and  adherence  to  medicines  and  diet  are 
important  to  his  health  he  will  usually  undertake 
with  conviction  the  process  of  learning  from 
health  personnel.  A well-trained  nurse  can  com- 
plement physician  care  by  seeing  patients  at  regu- 
lar, frequent  intervals  for  blood  pressure  readings. 
These  sessions  permit  a continuation  of  the  edu- 
cational process  and  the  development  of  a one  to 
one  relationship  between  the  patient  and  a health 
professional,  as  well  as  helping  to  motivate 
patient  interest.  The  patient  could  see  the  phy- 
sician at  these  interval  visits  only  if  it  was  felt 
to  be  necessary.  When  a patient  misses  an  ap- 
pointment a follow-up  phone  call  or  card  will 
not  only  serve  as  a reminder,  but  will  again  stress 
to  him  that  his  doctor  feels  it  is  important  to 
control  his  blood  pressure  and  cares  about  him  as 
an  individual.  A patient  who  continues  to  be 
non-compliant  may  have  underlying  psycho-social 
problems  that  might  need  further  exploration.  A 
nurse  could  assist  with  referrals  to  a social 
worker  or  to  community  agencies  that  could  be 
helpful  to  the  patient.  If  office  personnel  are  not 
available,  the  Public  Health  Department  might 
be  willing  to  lend  a nurse  and  dietitian  for  group 
instruction. 

Dietary  counseling  is  important  if  sodium  re- 
striction is  to  be  followed.  If  a dietitian  in  your 
office  a few  hours  a day  is  not  possible,  take 
advantage  of  hospital  outpatient  diet  departments, 
the  public  health  centers,  or  local  chapters  of  the 
American  Heart  Association. 

It  is  impossible  to  outline  a fool-proof  ap- 
proach to  solving  the  problem  of  non-compliance 
in  hypertension.  However,  a few  principles  are 
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evident.  The  belief  of  the  physician  in  the  ag- 
gressive treatment  of  hypertension  to  prevent 
cardiovascular  morbidity  and  mortality  is  impera- 
tive before  he  can  expect  his  patient  to  comply. 
A one  to  one  relationship  with  health  personnel 
is  important  for  patient  education,  motivation  and 
support.  Frequent  effective  contact,  no  less  than 
every  2 to  3 months,  with  some  health  personnel 
is  important,  along  with  follow-up  of  missed 
appointments. 

Margaret  Dye,  R.N. 
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SUGGESTED  READINGS 

Readings  in  Health  Education.  American  Hospital 
Association,  840  N.  Lake  Shore  Drive,  Chicago,  111. 
60611. 

Strategies  for  Patient  Education.  Second  International 
Conference  on  Patient  Education  conducted  by  the 
American  Hospital  Association  at  the  Kellogg  Center  for 
Continuing  Education,  University  of  Chicago,  October 
6-8,  1969.  (See  above  for  address). 

Selected  References  on  Patient  Education,  U.S.  De- 
partment of  HEW.  HEW  Pub.  # (HRA)  74-4001 
Health  Resources  Administration,  Health  Care  Facilities 
Service  Office  of  Education  and  Training,  5600  Fishers 
Lane,  Rockville,  Maryland  20852. 
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practical  nurse  or  vocational  nurses,  nurse’s  aide, 
or  home  health  aides.  The  composition  is 
dictated  by  need  and  manpower  availability. 

A third  component  is  the  Health  Outreach 
Team.  These  personnel  may  be  of  several  defini- 
tions, The  members  can  include:  social  workers, 
public  health  nurses,  health  educators,  community 
health  aides,  or  other  health  workers.  Outreach 
is  an  important  aspect  of  the  total  program.  It 
refers  to  work  in  a community  of  an  informa- 
tional nature  or  in  a social  advocate  role  of 
intervening  for  individuals  who  need  assistance 
in  securing  health  care.  This,  of  course,  adds  the 
extra  dimension  of  a point  of  access  for  our 
citizens  into  the  health  care  system. 


The  Moore  County  center  is  in  a very  early 
stage  of  development.  The  staff  composition  out- 
lined in  the  preceding  paragraphs  serves  more 
as  a goal  than  as  a picture  of  current  operations. 
But  whatever  the  composition,  the  Primary  Care 
Team  has  the  responsibility  to  assure  continuity 
of  care  and  to  center  attention  on  the  family 
unit  in  order  to  provide  more  effective  care  to 
each  patient  and,  ultimately,  to  our  non-urban 
population. 

Moore  County  is  just  a beginning.  But,  hope- 
fully, and  with  the  cooperation  of  all  those 
concerned  about  medical  care  for  the  citizens  of 
this  state,  it  is  a beginning  that  augers  well  for 
the  future — a future  that  will  see  all  of  our 
citizens,  rural  and  urban  alike,  granted  access  to 
primary  health  care  services. 

Eugene  W.  Fowinkle,  M.D. 

Commissioner 
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Uppers  and  Downers 

Of  the  many  controlled  substances  now  being 
abused  by  Tennesseans,  stimulants  and  sedatives 
probably  represent  the  category  in  which  the 
largest  percentage  of  abusers  are  going  untreated 
and  unnoticed.  Although  24%  of  all  persons 
treated  in  Tennessee  mental  health  centers  and 
hospitals  for  drug  abuse  in  1973  were  either 
stimulant  or  sedative  abusers,  this  represents  only 
slightly  more  than  1,000  individuals.  This  figure 
is  very  small,  indeed,  when  compared  with  the 
number  of  actual  abusers  in  the  State.  Although 
no  survey  has  been  completed  to  determine  this 
figure,  an  idea  of  its  enormity  can  be  gained  by 
viewing  available  nationwide  statistics.  In  1967, 
178,000,000  prescriptions  were  filled  by  U.S. 
pharmacies  for  mood  changing  drugs.  These 
prescriptions  went  to  some  30,000,000  adult 
Americans.  While  the  majority  of  these  drugs 
are  legally  used  for  medical  purposes,  an  un- 
known but  large  quantity  also  enters  illegal 
channels.  Recent  estimates  indicate  that  probably 
one-half  of  these  drugs  which  are  manufactured 
in  the  United  States  are  diverted  to  illicit  use. 
It  should  be  noted  that  the  number  of  sedatives 
abused  far  outnumbers  the  total  of  stimulants 
abused,  but  the  incidence  of  abuse  in  both  cate- 
gories is  rapidly  rising. 

There  are  many  facilities  located  across  the 
State  of  Tennessee  which  now  offer  treatment  for 
stimulant,  sedative,  and  other  abusers.  There 
are  30  mental  health  centers  in  the  State  offering 
this  treatment  located  in  the  State’s  30  common 
geographic  community  service  areas.  In  this 
way,  the  needed  services  will  be  reasonably  near 
the  home  of  the  person  seeking  help  so  that  it 
may  be  obtained  conveniently,  with  less  risk  of 
breaking  family,  social,  and  occupational  ties.  In 
addition  to  the  services  offered  by  the  mental 
health  centers,  each  of  the  State’s  five  psychiatric 
hospitals  has  inpatient  wards  for  the  treatment 
of  drug  abusers.  Therefore,  when  hospitalization 
is  needed,  the  appropriate  referral  may  be  made 
by  the  mental  health  centers.  There  are  also 
three  halfway  houses,  three  Regional  Councils 
for  Alcohol  and  Drug  Abuse,  five  methadone 
clinics  and  three  crisis  intervention  centers  op- 
erating in  various  locations  throughout  the  State. 

The  core  of  the  State’s  drug  abuse  treatment 


mechanism,  however,  is  centered  around  the 
thirty  mental  health  centers.  In  order  to  be 
classified  by  the  Department  of  Mental  Health  as 
comprehensive,  a mental  health  center  must  offer 
the  following  services:  inpatient,  outpatient, 

partial  hospitalization,  emergency  services,  and 
consultation  and  education.  At  this  time  ten  of 
the  thirty  mental  health  centers  have  attained 
this  status.  The  Department  is  providing  technical 
assistance  to  the  others  in  helping  them  to  work 
toward  this  goal.  In  this  manner,  a wide  variety 
of  service  will  be  offered  the  abuser,  in  a location 
near  his  home. 

Some  of  the  treatment  options  which  are  of- 
fered the  sedative  and  stimulant  abuser  in  the 
State’s  various  treatment  programs  are  day  pro- 
grams, outpatient  clinical  services,  and  rehabilita- 
tion services,  brief  descriptions  of  which  are 
given  below. 

The  primary  objective  of  a day  program  is 
to  provide  a wide  range  of  treatment  and  re- 
habilitative services  for  those  persons  not  re- 
quiring inpatient  care.  The  basic  treatment 
philosophy  of  this  program  places  an  emphasis 
on  group  treatment,  with  education  playing  a 
major  role  in  the  program.  A day  program 
usually  operates  from  8:00  a.m.  until  5:00  P.M., 
five  days  per  week.  Patients  are  involved  at  least 
six  hours  of  the  day. 

There  are  many  different  varieties  of  out- 
patient treatment  modalities  offered  in  Tennes- 
see’s drug  programs.  Basically,  however,  these 
programs  are  much  less  intense  than  the  day 
programs. 

Rehabilitation  services  are  designed  to  sup- 
plement treatment  services  and  focus  on  im- 
provement of  the  client’s  ability  to  function  ef- 
fectively in  the  community.  Services  focus  on 
vocational  counseling,  training,  and  placement,  as 
well  as  social  skills. 

These  are  some  of  the  services  currently  being 
afforded  the  sedative  and  barbiturate  abuser  in 
Tennessee.  While  in  many  areas  these  services 
are  in  the  developmental  stages,  efforts  are  being 
made  by  the  Department  of  Mental  Health  to 
see  that  all  Tennesseans  who  are  in  need  of  help 
for  the  abuse  of  these  drugs  will  have  it  available 
in  a location  near  to  their  home. 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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mCDICAl  DIGEST 

NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


TMA  AT  WORK  . . . 1974  got  off  to  a busy  start  with  three  committees 
meeting  in  addition  to  the  two-day  session  of  the  Board  of  Trustees,  and 
a lengthy  one-day  meeting  of  the  TMA  Judicial  Council  . . . The  meetings 
included  the  Committee  on  Medicine  and  Religion,  Committee  on  Communica- 
tions and  Public  Service,  and  the  Travel  Committee  . . . The  Judicial 
Council  in  its  session  acted  upon  a number  of  problems,  including  the  case 
of  a physician  in  violation  of  ethics.  The  Council  acted,  in  cooperation 
with  the  Hospital  Committee,  to  request  hospitals  in  the  State  to  certify 
to  TMA  any  unlicensed  physician  working  in  the  hospital.  Also,  the 
Council  asked  for  information  on  whether  or  not  the  unlicensed  physician 
was  under  direct  supervision  of  a licensed  physician,  and  whether  or  not 
he  was  exercising  independent  medical  judgment  . . . The  Council  also 
studied  separate  billing  by  hospital-based  physicians. 


TMA  GAINED  A NET  OF  154  NEW  MEMBERS  IN  1973  ...  An  increase  of  154  members 
was  realized  during  1973,  pushing  the  total  membership  of  TMA  to  3,749 
as  of  January  1,  1974  ...  Of  this  number,  3,308  are  also  members  of  AMA. 
This  represents  89%  of  TMA's  membership. 


PRE-ADMISSION  OF  MEDICARE  AND  MEDICAID  PATIENTS  . . . The  Secretary  of  HEW 
on  February  5,  stated  that  he  would  not  pursue  his  proposed  regulations 
which  would  require  hospital  utilization  review  committees  to  certify 
elective  Medicare  and  Medicaid  admissions  before  the  patient  could  have  a 
bed  . . . The  proposed  regulations  were  published  in  the  January  9 Federal 
Register , allowing  a thirty-day  period  for  comments  and  objections  . . . 

In  consort  with  the  AMA,  the  TMA  fired  off  a list  of  objections.  AMA 
officials  stated  an  injunction  would  be  sought  to  prevent  HEW  enforcement 
of  the  regulations,  citing  that  they  would  withhold  benefits  from 
Medicare-Medicaid  patients  in  violation  of  Section  1801  of  Public  Law 
92-603  ...  On  February  6,  HEW  Secretary  Weinberger  stated  his  decision 
and  said,  "After  reviewing  all  of  the  comments  that  we  have  received  after 
proposing  this  regulation,  I have  come  to  the  conclusion  that  this 
proposal  would  interfere  with  the  physician  and  his  patient  in  terms  of 
hospital  admissions,  and  that  physicians  would  not  be  doing  pre-admission 
review. " 


AMA  SUES  TO  END  CONTROL  ON  HEALTH  CARE  ...  On  February  19,  the  AMA 

filed  a lawsuit  against  the  Cost  of  Living  Council  to  seek  an  end  to 
economic  controls  on  Medicine.  The  charges  stated  that  current  Phase  IV 
regulations  are  "confiscatory,  arbitrary  and  capricious,"  that  they 


violate  the  general  fair  and  equitable  standards  established  by  Congress, 
and  that  they  violate  the  Fifth  Amendment  of  the  U.S.  Constitution.  The 
action  charges  that  Phase  IV  regulations  represent  an  "attempt  to  mold  the 
health  care  delivery  system  in  keeping  with  the  CLC’s  concept  for  health 
care"  . • . With  respect  to  the  entire  system  of  controls,  the  suit 
pointed  out  that  the  system  of  controls  has  not  worked.  Controls  create 
inflation  and  they  do  not  prevent  it.  This  is  not  inflation  control;  it 
is  nothing  less  than  a latent  attempt  by  the  social  schemers  at  CLC  to 
impose  their  will  on  the  physicians  and  patients  of  America,  according  to 
the  announcement  of  the  filing  of  the  lawsuit. 


GASOLINE  PRIORITIES  ...  In  absence  of  priority  allocations  of 
gasoline  for  health  care  and  particularly  physicians  under  the  Federal 
Energy  Office  Contingency  Rationing  Plan,  would  place  physicians  in  the 
scramble  like  any  other  of  the  public  . . . TMA  is  working  with  the  State 
Fuel  Allocation  Office,  and  also  appealed  to  the  Federal  Energy  Office 
urging  priorities  for  physicians  and  emergency  medical  systems.  This 
effort  will  be  continued  in  the  days  ahead. 


SPONSORED  TOURS  . . . TMA  continues  to  present  popular  travel  tours.  The 
tours  have  been  highly  accepted  by  the  membership.  TMA's  program  includes 
two  tours  per  year,  and  the  1974  two-week  trip  will  perhaps  be  the  most 
popular  one  yet  sponsored,  since  it  is  to  the  countries  of  Switzerland, 
Germany  and  Austria.  Departure  date  is  September  10,  1974. 


INCORPORATING  OR  FORMING  A PARTNERSHIP  . • . Incorporation,  or  the  forming 
of  a partnership  creates  a legal  entity  that  needs  to  be  insured  against 
third  party  liability.  Be  sure  and  advise  your  agent  of  this  happening 
so  that  you  can  be  properly  protected. 

Oy  «.t»  *J* 
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PHYSICIAN  ESTEEM  . • • The  medical  profession  has  recaptured  some  of  its 
lost  public  esteem.  Two  recent  surveys  indicate  that  57%  of  all  of  those 
polled  expressed  a great  deal  of  confidence  in  the  medical  profession. 

Other  rankings  were  universities,  44%;  T.V.  news,  41%;  military,  40%;  U.S. 
Senate,  30%;  the  press,  30%;  major  companies,  29%;  U.S.  House  of  Repre- 
sentatives, 29%;  and  labor,  20%.  In  another  poll,  2,200  adults  were  asked 
to  list  nine  professions  in  order  of  admiration  and  esteem.  Physicians 
were  first. 

vl^  vl/  O/  sU 
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PSRO'S— PEER  REVIEW  . . . Peer  review  is  a fact  of  life.  Late  in  1972, 
it  moved  from  the  pages  of  professional  journals  to  the  law  books  when  the 
92nd  Congress  included  the  Bennett  Amendment  in  Public  Law  92-603.  As  a 
result  of  action  taken  by  the  TMA  House  of  Delegates,  the  Tennessee  Foun- 
dation for  Medical  Care,  Inc.,  has  been  established,  and  is  now  staffed 
and  in  business  to  carry  out  the  function  of  the  implementing  of  profes- 
sional standards  review.  Until  January  1,  1976  only  physician  organiza- 
tions can  participate  in  establishing  PSRO's  . . . Area  designations  in 
Tennessee  were  made  by  HEW,  and  Tennessee  was  divided  into  three  areas. 

Your  Association  officers  and  leaders  provided  enough  force  to  obtain 
modifications  in  the  original  designations,  changing  the  number  of  areas 
from  three  to  two.  This  more  nearly  carries  out  the  original  plan  for  a 
statewide  concept  of  a peer  review  organization  . • . PSR0  is  a bad  and 
unpopular  law. 

S§i  t 


TENNESSEE  GENERAL  ASSEMBLY  ADJOURNS  . . . The  88th  Tennessee  General 

Assembly  recessed  March  29th  after  an  84-legislative  day  session.  By  far 
the  most  controversial  piece  of  legislation  was  regarding  the  establish- 
ment of  a second  State-supported  Medical  School  in  Johnson  City.  The  bill 
was  ultimately  adopted  over  Governor  Winfield  Dunn’s  objection  and  veto. 
The  final  vote  by  the  House  to  override  the  veto  was  51  to  37,  only  one 
vote  over  the  required  50  needed  to  override.  The  measure  calls  for  an 
initial  State  appropriation  of  $400,000  provided  Federal  funds  are  made 
available  under  the  Teague-Cranst on  Act.  The  school  would  be  "free- 
standing  and  would  function  as  part  of  East  Tennessee  State  University  and 
Mountain  Home  Veterans  Hospital.  Selection  of  the  site  by  the  Veterans 
Administration  has  not  yet  been  made,  however.  Governor  Dunn  had  offered 
a compromise  proposal  which  would  have  established  a medical  school  at 
ETSU  as  part  of  the  existing  University  of  Tennessee  Medical  Units.  TMA 
opposed  the  "free-standing"  concept  by  action  of  the  House  of  Delegates  in 
1972  and  called  instead  for  up-grading  the  existing  UT  School  of  Medicine 
and  the  creation  of  Clinical  Training  Centers  across  the  State  in  order 
to  increase  the  number  of  residency  and  internship  programs. 


TENNESSEANS  ATTEND  AMA/AMPAC  WORKSHOP  . . . Tennessee  was  well  represented 
at  the  annual  AMA/AMPAC  Public  Affairs  Workshop  held  in  Washington,  D.C., 
March  16-17.  Four  members  of  the  state  political  action  committee 
(IMPACT)  Board  of  Directors  attended.  They  were  Drs.  Edward  H.  Welles  of 
Dresden,  Dale  A.  Teague  of  Knoxville,  Richard  P.  Ownbey  of  Nashville  and 
Mrs.  Cooper  H.  McCall  of  Lookout  Mountain.  Drs.  E.  Kent  Carter  of 
Kingsport,  TMA  President-Elect;  J.  Kelley  Avery  of  Union  City,  Chairman  of 
the  TMA  Board  of  Trustees;  Paul  E.  Hawkins,  Secretary-Treasurer  of  the 
Chattanooga-Hamilt on  County  Medical  Society  were  also  in  attendance.  Mr. 
Hadley  Williams  and  Mr.  John  Coles  of  the  TMA  staff  completed  the 
Tennessee  delegation. 


KEOGH  REVISIONS  ADOPTED  . . . The  Pension  Reform  Bill  which  liberalized  the 
Keogh  plan  for  retirement  savings  of  the  self-employed  was  adopted  by  the 
House  of  Representatives  in  early  March.  The  Senate  had  already  passed  a 
similar  bill.  Both  measures  now  go  to  a Conference  Committee  to  hammer 
out  differences.  The  bills  would  permit  the  self-employed  to  save  up  to 
15%  of  income  or  $7,500  a year  tax  deductible,  compared  with  the  present 
10%,  $2,500  maximum.  They  also  would  provide  corporate  executives  of 
professional  service  and  regular  corporations  with  tax  deferrals  on 
contributions  to  plan  to  bring  in  a maximum  of  $75,000  a year  upon  retire- 
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merit.  Organized  labor  attempted  to  amend  the  Keogh  plan  provision  to 
keep  it  at  its  present  level.  AMA  and  other  organizations  opposed  the 
move  and  Labor’s  amendment  was  defeated  on  the  floor  of  the  House. 


❖ ^ 


MAJORITY  OF  NEW  MED  STUDENTS  FROM  RURAL  COMMUNITIES  . . . The  University  of 
Tennessee  Medical  Units  admissions  office  reports  that  more  than  half  of 
the  students  admitted  for  the  class  entering  in  July  are  from  rural  areas 
in  Tennessee.  A total  of  59  of  the  104  students  accepted  or  56.7%  are 
from  non-metropolitan  areas  of  the  state.  Out  of  569  Tennessee  students 
enrolled  in  Medicine  at  the  school  this  Fall,  230  were  from  East 
Tennessee,  222  from  West  Tennessee  and  117  from  Middle  Tennessee.  The  104 
students  accepted  for  the  July  class  had  a mean  grade  point  average  of 
3.54  out  of  a possible  4.0.  The  320  applicants  who  were  not  accepted  had 
a mean  grade  point  average  of  3.01.  The  accepted  students  had  an  average 
score  of  592  out  of  a possible  800  on  their  Medical  College  Aptitude 
Test.  Those  not  accepted  had  an  average  of  540.  The  current  National 
Mean  Score  on  the  test  is  570. 


* * 
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MEDICAL  MALPRACTICE  CLAIMS  SMALL  IN  NUMBER  ...  The  AMA  publication,  UPDATE, 
reports  that  despite  the  publicity  resulting  from  a few  large  malpractice 
cases,  a medical  malpractice  incident  is  a relatively  rare  event;  claims 
are  even  rarer  and  jury  trials  are  rarer  still.  For  example: 

. In  1970,  a malpractice  incident  was  alleged  or  reported  for  one 
out  of  every  158,000  patient  visits  to  doctors. 

. In  1970,  a claim  was  asserted  for  one  out  of  every  226,000 
patient  visits  to  doctors. 

. Fewer  than  one  court  trial  was  held  for  every  10  claims  closed  in 
1970. 

. Most  doctors  have  never  had  a medical  malpractice  suit  filed 
against  them  and  those  who  have,  have  rarely  been  sued  more 
than  once. 

. In  1970,  6.5  medical  malpractice  claim  files  were  opened  for 
every  100  active  practitioners. 

• A 10-year  survey,  from  1960  to  1970,  of  the  claims  experience 
of  2,045  physicians  in  Maryland  indicated  that  84  per  cent  had 
not  been  sued,  14  per  cent  were  sued  once,  and  2 per  cent  were 
sued  more  than  once. 

. Most  hospitals,  no  matter  how  large,  go  through  an  entire  year 
without  having  a single  claim  filed  against  them. 

. Sixty-nine  per  cent  of  4,113  hospitals  surveyed  from  June  1971 
to  June  1972  had  not  had  a malpractice  claim,  10  per  cent  had 
one,  and  21  per  cent  had  two  or  more. 

• Most  patients  have  never  suffered  a medical  injury  due  to 
malpractice  and  fewer  still  have  made  a claim  alleging  malpractice. 

. If  the  average  person  lives  70  years,  he  will  have,  based  on 
1970  data,  approximately  400  contacts  as  a patient  with  doctors 
and  dentists.  The  chances  that  he  will  assert  a medical 
malpractice  claim  are  one  in  39,500. 


Morse  Kochtitzky 
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It  is  with  mixed  emotions  that  I write  this  last  President’s  Page  in  my 
tenure  as  your  spokesman  for  the  Tennessee  Medical  Association.  It  has 
been  an  interesting,  but  also  extremely  difficult  year.  I doubt  if  there 
has  ever  been  a time  in  the  history  of  Medicine  when  there  were  more 
governmental  pressures  and  interferences  with  our  individual  and  collective 
opportunities  to  care  for  our  patients,  or  for  that  matter,  do  research, 
teach,  or  involve  ourselves  in  any  other  facets  of  Medicine. 

I believe  that  this  is  the  time  for  organized  medicine  to  step  forward  and 
fully  accept  its  collective  responsibility.  It  is  a time  of  great  opportunity 
for  leadership.  Perhaps  there  will  never  again  be  the  opportunity  for 
Medicare  to  take  charge  of  their  affairs  any  more  fully  than  we  have  now 
under  the  PSRO  law.  We  have  repeatedly  said  we  would  like  to  see  PSRO 
repealed.  I believe  that  if  it  is,  we  will  get  something  worse.  In  getting 
something  worse,  we  will  lose  the  opportunity  for  control.  As  of  now,  if  we 
the  medical  profession  can  strongly  exert  our  influence  over  ourselves, 
conduct  our  review  as  it  should  be  done  within  the  hospital,  then 
insurance  carriers  and  hospitals  will  find  themselves  asking  Medicine  for 
the  help  and  assistance  that  they  of  necessity  must  have  to  carry  out  the 
current  law.  We  will  then  find  that  the  government,  who  has  been 
considered  our  greatest  enemy,  has  given  us  the  mechanism  by  which  we 
can  regain  complete  charge  of  the  practice  of  medicine.  I urge  you  to  give 
this  consideration  and  serious  thought  to  the  immediate  future. 

I do  not  expect  my  successors  to  have  any  easier  time  than  we  have 
had  this  past  year.  It  is  my  hope  that  we  remain  innovative  in  our  approach 
to  problem  solving — accepting  the  new  when  it  spells  improvement  and 
protecting  the  old  when  found  to  be  time-tested  and  proven  to  be  for  the 
betterment  of  our  profession.  This  will  take  your  wholehearted  cooperation 
in  order  that  Medicine  may  be  united. 

We  have  found  the  AMA,  and  particularly  the  Washington  office  staff, 
to  be  extremely  capable  people  who  are  willing  to  work  long,  hard  hours  on 
our  behalf  in  the  legislative  arena. 

I also  want  to  express  my  grateful  appreciation  to  Jack  Ballentine  and 
Hadley  Williams,  and  all  of  the  staff  for  their  constant  help  to  me  in  the 
past  year.  I am  most  appreciative  of  the  cooperation  from  you  and  your 
county  medical  societies. 

I am  grateful  to  the  Board  of  Trustees.  They  have  been  extremely 
supportive.  The  Board  is  a group  who  do  not  hesitate  to  share  their 
opinions  with  one  another,  and  who  work  hard  on  your  behalf. 


Sincerely, 


PRESIDENT 


E.  KENT  CARTER,  M.D. 

Kingsport 
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Edward  Kent  Carter,  M,B» 


86th  President — Tennessee  Medical  Association 


he  coming  year  promises  to  be  a vital  one  for  the  medical  profession  throughout  the  nation. 


Tennessee  is  no  exception  and  we  can  count  our  blessings  that  we  will  have  strong  leadership 
in  TMA  to  cope  with  the  problems  confronting  us.  With  twenty-eight  years  of  experience  in  the 
held  of  medicine,  including  activities  in  community,  civic  and  hospital  affairs,  the  Tennessee  Medical 
Association’s  new  President  is  obviously  highly  qualified  to  handle  effectively  the  many  assignments 
involved  in  this  office. 

Born  in  Clinchport,  Virginia,  November  29,  1922,  Dr.  Carter  attended  high  school  in  Gate  City, 
Virginia,  received  his  B.S.  Degree  from  Lincoln  Memorial  University  in  1942,  and  was  graduated 
from  The  Medical  College  of  Virginia  in  1946.  After  internship  at  Southern  Baptist  Hospital  in 
New  Orleans,  1946-47,  he  served  in  the  Navy  Medical  Corps,  1947-50.  His  radiology  residency 
was  at  The  Medical  College  of  Virginia,  and  he  was  a staff  radiologist  at  the  Duke  University  Hos- 
pital in  Durham,  North  Carolina.  Dr.  Carter  has  been  in  the  radiology  department  at  the  Holston 
Valley  Community  Hospital  in  Kingsport  since  1953,  and  has  been  chairman  of  that  department 
since  1968.  He  became  a diplomate  of  the  American  Board  of  Radiology  in  1953,  and  a Fellow 
of  the  American  College  of  Radiology  in  1961. 

Dr.  Carter’s  professional  and  leadership  abilities  is  evidenced  by  the  number  of  posts  he  has 
held:  President  of  the  Medical  Staff,  Holston  Valley  Community  Hospital;  Secretary  and  President 
of  the  Sullivan-Johnson  County  Medical  Society;  Co-Founder  and  President  of  the  East  Tennessee 
Radiological  Society  and  President  of  the  Tennessee  Radiological  Society;  TMA  positions  held: 
twelve  years  a delegate  to  the  TMA  House;  member  of  the  Board  of  Trustees  and  Legislative 
Committee,  Legislative  Contact  Physician,  and  a member  and  active  in  IMPACT. 

His  memberships  in  addition  to  local,  state  and  national  organizations  include:  The  First  Broad 
Street  United  Methodist  Church  where  he  has  served  on  the  Finance  Committee;  American  Legion; 
Elks  and  Moose  Lodge;  Ridgefield  Country  Club  where  he  has  served  as  President;  and  Theta  Kappa 
Phi  Medical  Fraternity.  His  professional  organizations  are:  Sullivan-Johnson  County  Medical  So- 

ciety, TMA,  AMA,  Southern  Medical  Association  and  Radiology  Society  of  North  America. 

Dr.  Carter  has  been  active  in  the  American  Cancer  Society,  and  has  served  as  Chairman  of  the 
United  Funds  Budget  Committee.  He  is  an  avid  golfer,  likes  country  music,  and  sports  in  general. 

He  was  married  to  the  former  Pamela  Ruth  Murphy  of  Damascus,  Virginia,  in  1950.  They  have 
two  sons:  Preston  K.  Carter,  a junior  at  East  Tennessee  State  University,  and  Duane  Craighill 

Carter,  a senior  in  Kingsport  High  School.  Their  daughter,  Dudley  Ann  Carter,  is  a freshman  at 
the  University  of  Tennessee  in  Knoxville.  The  Tennessee  Medical  Association  is  indeed  fortunate 
to  have  as  its  new  President  a physician  of  Dr.  Carter’s  caliber,  experience  and  dedication.  He 
will  handle  expertly  the  many  matters  developing  during  his  term  of  office  and  will  serve  the  TMA 
and  its  members  efficiently,  and  will  continue  to  elevate  public  esteem  for  the  medical  profession, 
as  have  his  predecessors. 
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The  AMA  and  You 

AMA  membership,  signifying  unity  among 
physicians,  is  becoming  absolutely  necessary,  as 
the  government  continues  its  policy  of  divide 
and  conquer.  By  splitting  states  into  several 
PSRO  areas,  the  HEW  bureaucrats  hope  to  dilute 
or  destroy  the  effectiveness  of  state  medical  so- 
cieties, whose  delegates  make  up  the  governing 
body  of  the  AMA.  Individual  physicians  aid 
them  in  their  machinations  by  withdrawing  sup- 
port from  organized  medicine. 

Why  support  the  AMA?  It  is  charged  with 
not  being  sensitive  to  the  desires  and  needs  of 
“medicine.”  It  is  accused  of  not  moving  fast 
enough  in  times  of  change.  By  whose  criteria? 
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“It”  is  “us.”  The  AMA  is  the  doctors  of  the 
country.  The  policymakers  are  practicing  phy- 
sicians like  yourselves.  If  the  AMA  is  accused 
of  moving  too  slowly  by  some,  others  think  it 
moves  too  fast.  After  all,  “medicine”  is  not  an 
homogeneous  entity.  It  is  true  that  by  and  large 
the  practicing  physician  has  been  among  the  more 
conservative  members  of  society,  more  resistant 
than  some  to  change.  But  there  are  also  many 
who  are  quite  liberal,  and  their  number  is  in- 
creasing. For  this  reason,  many  of  the  policies 
of  the  AMA,  and  many  of  the  resolutions  passed 
by  the  House  of  Delegates,  are  compromise 
measures. 

When  people  start  talking  about  “no  com- 
promising of  principles,”  they  usually  mean  “I 
must  have  what  / want — what  is  good  for  me” 
an  immature  approach.  If  we  split  off  from  or 
refuse  to  join  the  AMA  because  we  disagree,  we 
will  gradually  destroy  ourselves,  and  open  the 
way  for  even  more  bureaucratic  control. 

The  Economic  Stabilization  Act  is  due  to 
expire  on  April  20  unless  the  Congress  provides 
for  its  continuation.  Its  provisions  have  been 
highly  discriminatory  against  segments  of  the 
health  profession,  notably  physicians,  dentists, 
osteopaths,  and  hospitals.  This  discrimination 
is  selective  in  that  certain  other  members  of  the 
health  professions,  i.e.,  optometrists,  opticians, 
and  clinical  psychologists,  not  to  mention  some 
fringe  groups,  such  as  chiropractors  and  natur- 
opaths, have  been  removed  from  control,  as  have 
all  other  professions — legal,  engineering,  etc. 
This  in  spite  of  the  fact  that  physicians  generally 
have  been  more  cooperative  than  most  others  in 
stabilizing  rising  costs. 

The  AMA — your  representative  body — has 
filed  a lawsuit  against  the  Cost  of  Living  Council 
and  its  individual  officers  because  of  discrimina- 
tory practices  against  the  medical  profession  and 
other  segments  of  the  health  industry.  (See 
National  News).  They  are  acting  in  your  behalf. 
If  you  think  current  discriminatory  practices  of 
the  federal  government  are  wrong,  why  not  sup- 
port your  national  body?  This  suit  is  filed  not 
by  some  other  bureaucrats  in  our  own  organiza- 
tion, but  by  your  own  elected  representatives — 
the  president  of  the  AMA  and  the  chairman  of 
its  board  of  trustees.  If  you  don’t  like  what  they 
do,  you  can  vote  them  out — unlike  the  civil 
servants  in  our  federal  government,  who  actually 
make  the  regulations,  and  who  cannot  be  re- 
moved. 

Why  not,  then,  support  the  AMA?  If  you  do 
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not  belong,  join.  If  you  belong,  proselyte.  It  is 
your  organization,  and  it  can  do  for  you  what 
you  cannot  do  for  yourself.  Keep  it  strong! 

JBT 

Eoastur-monath 

By  the  time  you  read  this,  Spring  will  have 
been  with  us  officially  for  three  or  four  weeks, 
and  Easter  will  have  passed.  Yet  it  seems  inap- 
propriate to  let  this  important  season  go  by 
without  comment.  Primitive  man,  having  been 
locked  in  winter  for  months,  watching  the 
sun  grow  dim,  with  no  real  assurance  that  it 
would  ever  return,  had  plenty  to  say  about  it.  As 
he  watched  the  trees  and  flowers  spring  to  life, 
he  felt  new  life  in  himself,  and  so  at  the  time 
of  the  vernal  equinox  he  celebrated  the  death  of 
winter,  and  in  various  ways  expressed  his  grati- 
tude to  his  deities,  to  whom  he  ascribed  respon- 
sibility for  this  rebirth  of  his  world. 

But  for  its  thorough  grounding  in  history,  the 
Christian  Easter  would  be — and  indeed  has  been 
by  some — looked  upon  as  simply  another  resur- 
rection story  in  a long  line  of  resurrection  stories. 
After  all,  the  Teutonic  Eoastur-monath,  our 
March,  was  dedicated  to  Eostre,  or  Ostara,  the 
goddess  of  Spring,  hence,  Easter.  Just  a pagan 
festival — the  most  joyous  time  of  the  Teutonic 
year,  celebrating  Earth's  resurrection. 

History  tells  us,  however,  that  it  was  in  Spring 
that  God  led  his  people  out  of  Egypt,  after  His 
avenging  angel  had  passed  over  the  homes  which 
had  the  cross  marked  in  blood  on  the  door  posts. 
The  time  of  celebration  of  this  event  was  clearly 
specified  in  the  most  ancient  of  the  Hebrew 
writings,  and  it  has  continued  to  be  celebrated 
at  this  time  for  some  3500  years.  Jesus  had  gone 
to  Jerusalem  for  this  celebration  at  the  time  of 
His  crucifixion. 

The  empire  of  Constantine,  following  his  con- 
version to  Christianity  in  a.d.  312,  with  his  con- 
quest of  Rome,  came  to  encompass  the  entire 
known  western  world  and  much  of  the  East.  He 
decreed  that  everyone  in  his  empire  was  Chris- 
tian, though  many,  including  Constantine  himself, 
remained  outside  the  church.  Since  people  do  not 
overnight  give  up  their  religious  heritage — witness 
the  Biblical  accounts  of  Hebrew  worship  of  idols 
coincident  with  their  worship  of  Yahweh — many 
pagan  customs  and  festivals  were  absorbed  into 
the  liturgy  and  calendar  of  the  church. 

It  was  an  easy  transition  from  Eoastur-monath 


to  Easter,  though  it  was  fraught  with  contention. 
The  first  century  church  celebrated  the  resurrec- 
tion on  each  Lord’s  day.  Later,  the  Eastern 
church  celebrated  the  crucifixion  each  year  at  the 
Passover,  while  the  Western  church  celebrated 
the  resurrection  at  Easter.  The  reformed  church, 
especially  the  Puritans,  who  abhorred  the  excesses 
of  the  Roman  church,  viewing  them  as  a pagan 
frolic,  refused  to  celebrate  Easter,  and  except  for 
Louisiana  and  Virginia,  which  were  not  under 
Puritan  influence,  it  was  not  celebrated  in  this 
country  until  the  time  of  the  Civil  War.  At  that 
time  the  celebration  of  Easter  by  the  Protestant 
churches,  other  than  the  Lutherans  and  Epis- 
copalians, who  had  never  stopped,  sprang  from 
a desire  to  bring  consolation  to  those  bereaved 
by  the  war.  How  sad — and  how  human — it  is 
for  such  a joyous  occasion  to  cause  so  much 
strife. 

In  a.d.  325  the  Emperor  Constantine  con- 
vened the  Council  of  Nicaea,  which  set  the  cele- 
bration of  the  Lord’s  resurrection  on  the  first 
Sunday  after  the  first  full  moon  after  the  vernal 
equinox,  taken  at  Alexandria,  the  site  of  the 
observatory.  Surely  it  can  be  no  coincidence  that 
God  chose  the  time  of  the  yearly  resurrection  of 
His  world  for  the  resurrection  of  His  Son. 

JBT 


ALEXANDER,  EBEN.  Knoxville,  died  February  23. 
1974,  age  94.  Graduate  of  Jefferson  Medical  College 
in  Philadelphia,  1904.  Member  of  Knoxville  Academy 
of  Medicine. 

MASON,  CETARLES  ROBERT.  Memphis,  died  Febru- 
ary 27,  1974,  age  88.  Graduate  of  College  of  Physicians 
& Surgeons,  1911.  Member  of  Memphis-Shelby  County 
Medical  Society. 

SPARLING,  JR.,  HAROLD  JUDD.  Union  City,  died 
February  13,  1974,  age  54.  Graduate  of  Boston  Univer- 
sity, 1944.  Member  of  Northwest  Tennessee  Academy 
of  Medicine. 

STEPHENSON,  WILLIAM  G.,  Chattanooga,  died  Feb- 
ruary 1 1,  1974,  age  70.  Graduate  of  Medical  College 
of  Virginia,  1930.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

WOODS,  DEXTER  L..  Waynesboro,  died  February  14, 
1974,  age  73.  Graduate  of  Vanderbilt  University,  1926. 
Member  of  Lawrence  County  Medical  Society. 
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neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Jesse  L.  Walker,  M.D.,  Harrogate 

CHATTANOOGA -II  AMI  ETON  COUNTY 
MEDICAL  SOCIETY 

William  K.  Striker,  M.D.,  Chattanooga 

McMINN  COUNTY  MEDICAL  SOCIETY 

Yung  Gil  Lee,  M.D.,  Etowah 
George  A.  Ortiz,  M.D.,  Athens 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Billy  S.  Arant,  Jr.,  M.D.,  Memphis 
George  A.  Burghen,  M.D.,  Memphis 
J.  Roland  Carter,  M.D.,  Memphis 
Mark  E.  Heerdt,  M.D.,  Memphis 
H.  David  Hickey,  Jr.,  M.D.,  Memphis 
Dennis  A.  Higdon,  M.D.,  Memphis 
Elliot  H.  Himmelfarb,  M.D.,  Memphis 
William  R.  Kendrick,  Jr.,  M.D.,  Millington 
John  M.  Kington,  M.D.,  Memphis 
Asghar  Koleyni,  M.D.,  Memphis 
Edward  H.  Lazar,  M.D.,  Memphis 
James  D.  Massie,  M.D.,  Memphis 
Robert  C.  McEwen,  M.D.,  Memphis 
S.  Mohammed  Moinuddin,  M.D.,  Memphis 
Modesto  G.  Peralta,  M.D.,  Memphis 
Jane  A.  Sanders,  M.D.,  Memphis 
Frederick  H.  Shipkey,  Jr.,  M.D.,  Memphis 
Robert  L.  Siegle,  M.D.,  Memphis 
William  Chapman  Smith,  M.D.,  Memphis 
David  L.  Speer,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Owen  C.  Bell,  M.D.,  Hendersonville 
Lloyd  Rudy  Broomes,  M.D.,  Nashville 
Arkom  Chulamorkodt,  M.D..  Nashville 
Gerald  Halprin,  M.D.,  Nashville 
Edmundo  D.  Magpantay,  M.D.,  Mt.  Juliet 
Abelardo  Z.  Manalac,  Sr.,  M.D.,  Mt.  Juliet 
Embry  A.  McKee,  M.D.,  Nashville 
Daniel  Mendoza,  M.D.,  Hendersonville 
James  W.  Nickerson,  Jr.,  M.D.,  Nashville 
Percival  G.  Pascua,  M.D.,  Madison 
Charles  W.  Quimby,  Jr.,  M.D.,  Nashville 
John  M.  Rainey,  Jr.,  M.D.,  Nashville 
Allen  L.  Schlamp,  M.D.,  Nashville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Clarence  C.  Lushbaugh,  M.D.,  Oak  Ridge 
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Marshall  County  Medical  Society 

The  Marshall  County  Medical  Society  met  on  Febru- 
ary 25,  1974  at  the  Lewisburg  Community  Hospital 
Conference  Room.  A scientific  program  was  presented 
by  Dr.  Dennis  Patton,  Nuclear  Radiologist,  Vanderbilt 
University.  Dr.  Patton  spoke  on  nuclear  scanning. 

Nashville  Academy  of  Medicine  & 

Davidson  County  Medical  Society 

The  Academy  sponsored  a symposium  on  problems 
relating  to  physicians’  billing  and  Phase  IV  price  in- 
creases on  March  7 at  the  Baptist  Hospital  Auditorium. 
The  purpose  of  the  meeting  was  to  inform  physicians 
and  their  accounting  clerks  on  the  new  Phase  IV 
Formula  and  regulations  pertaining  to  physicians’  fees. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  has  an- 
nounced the  filing  of  a law  suit  against  the  Cost 
of  Living  Council  to  seek  an  end  to  all  economic 
controls  on  medicine. 

At  a news  conference  in  the  AMA-Washington 
office,  the  organization  disclosed  that  it  is  seek- 
ing an  injunction  against  the  Phase  IV  regula- 
tions on  physicians  and  hospitals.  It  charged 
that  the  rules  are  “confiscatory,  arbitrary  and 
capricious,”  that  they  violate  the  “generally  fair 
and  equitable”  standard  established  by  Congress 
and  that  they  violate  the  fifth  amendment  of  the 
U.S.  Constitution. 

Announcement  of  the  legal  action  was  made 
by  Russell  B.  Roth,  M.D.,  President  of  the  AMA, 
and  James  H.  Sammons,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees. 

In  its  complaint  stating  its  legal  action,  the 
AMA  pointed  out  that  the  Phase  IV  regulations 
represent  an  “attempt  to  mold  the  health  care 
delivery  system  to  comport  with  the  CLC’s  con- 
cepts for  health  care”  and  are  specifically  de- 
signed “to  curb  the  quantity  and  quality  of 
health  care  services  as  an  integral  part  of  the 
legislative  program  to  induce  Congress  to  enact 
national  health  insurance.” 

The  AMA  asked  that  the  court  declare  these 
Phase  IV  regulations  invalid  and  enjoin  the  Cost 
of  Living  Council  from  enforcing  them. 
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In  his  statement,  Dr.  Roth  said  the  AMA  was 
filing  in  U.S.  District  Court,  District  of  Columbia, 
a suit  seeking  an  injunction  against  the  Cost 
of  Living  Council.  “We  are  asking  the  court  to 
declare  invalid  the  Phase  IV  regulations  as 
applied  to  physicians  and  hospitals  on  the 
grounds  that  they  are  confiscatory,  arbitrary, 
capricious  and  discriminatory. 

“We  further  believe  that  they  violate  the  very 
law  on  which  they  are  based  in  that  they  do  not 
conform  to  the  ‘generally  fair  and  equitable’ 
standard  written  into  the  law  by  the  Congress. 

“Finally,  we  believe  that  they  violate  the  most 
fundamental  law  of  the  land — the  Constitution 
of  the  United  States  in  that  they  confiscate  the 
property  of  physicians  and  hospitals  without  due 
process  of  law,  a clear  infringement  of  the  fifth 
amendment. 

“Those  are  the  legal  tenets  on  which  we  are 
basing  our  case.  We  are  convinced  that  they 
are  valid  and  sound  and  that  they  will  prevail 
in  the  courts. 

“But  while  we  proceed  on  legal  grounds,  I 
think  it  is  important  to  point  out  that  we  believe 
the  issues  involved  are  far  broader  than  mere 
legalisms  and  that  they  cast  their  shadows  far 
beyond  the  limited  scope  of  Phase  IV. 

“They  are  issues  of  principle  and  they  have 
profound  implications  for  the  future  of  health 
care  in  this  country. 

“ — It  is  patently  unfair  and  unreasonable  for 
the  services  of  some  working  people — namely  us 
physicians — to  be  subject  to  severe  price  con- 
trols while  permitting  other  working  people  to 
function  in  a free  market.  That  is  not  fair  play; 
it  is  an  act  of  discrimination. 

“It  is  patently  unfair  to  apply  a revenue  margin 
limitation  to  physicians  in  private  practice  so 
that  they  are  penalized  if  they  work  longer  hours 
and  see  more  patients.  That  is  not  fair  play;  it 
is  an  act  of  capriciousness — not  to  mention  that 
it  is  also  short-sighted  as  hell. 

“In  the  face  of  this  advice  and  the  evidence 
that  controls  don’t  work,  why  does  the  Cost  of 
Living  Council  persist  in  continuing  the  controls? 

“CLC  officials  have  made  no  secret  of  the  fact 
that  they  intend  to  control  far  more  than  costs 
in  the  health  care  field  through  their  regulations. 
The  press  release  from  the  CLC  announcing 
Phase  IV  established  these  goals: 

“ ‘ — reduce  the  inflationary  rate  of  increase  in 
the  cost  of  hospital  stay; 

“ ‘ — provide  economic  incentives  for  the  sub- 
stitution of  less  expensive  ambulatory  care  in 


place  of  inpatient  hospital  care  where  possible; 

“ ‘ — maximize  internal  flexibility  and  incentives 
for  health  care  managers  to  improve  productivity; 

“ ‘ — be  responsive  to  cost  saving  innovations, 
such  as  health  maintenance  organizations  and 
prospective  reimbursement  plans.  . . .’  ” 

“Further,  to  enforce  the  last  of  these  goals, 
the  Phase  IV  regulations  were  drawn  to  confer 
outright  favoritism  on  physicians  under  contract 
with  an  HMO.  They  have  been  exempted  from 
the  revenue  margin  limitation  that  is  applied  to 
physicians  in  private  practice. 

“This  is  not  economic  stabilization.  This  is 
not  inflation  control. 

“This  is  nothing  less  than  a blatant  attempt 
by  the  social  schemers  at  CLC  to  impose  their 
will  on  the  physicians  and  patients  of  America. 

“What  right  have  they  to  tell  us  how  to  prac- 
tice medicine? 

“What  right  have  they  to  tell  the  American 
people  where  and  how  they  shall  receive  their 
medical  care? 

“These  are  not  economic  controls  . . . they 
are  political  controls.  We  intend  to  fight  them 
right  down  the  line — . 

“We  recognize  how  appealing  it  is  to  try — 
through  controls — to  keep  the  lid  on  at  least  some 
costs  during  this  period  of  astronomical  inflation. 
We  certainly  recognize  and  are  sensitive  to  the 
plight  of  the  great  majority  of  wage  earners  who 
have  been  caught  in  this  terrible  squeeze.  We 
have  tried  to  do  our  share  to  keep  costs  down. 

Since  the  beginning  of  Phase  I in  August  1971, 
physicians  fees  have  risen  but  7.3  per  cent  while 
the  cost  of  living  generally  has  risen  by  13.3  per 
cent  and  legal  fees,  by  contrast,  have  risen  by 
26  per  cent. 

“We  have  cooperated — the  figures  prove  that. 
But  now  the  time  has  come  to  call  a halt. 

“For  the  simple  truth  is  that  unless  the  con- 
trols are  removed — and  soon — the  quality  of 
health  care — particularly  in  the  hospitals — is 
going  to  suffer. 

“ — And  that  is  precisely  what  is  going  to  hap- 
pen very  soon  if  the  controls  continue. 

“We  believe  the  American  people  had  better 
know  and  understand  that.” 

j-i 

One  day  after  the  AMA  filed  its  suit  against 
the  Cost  of  Living  Council  President  Nixon  re- 
affirmed the  Administration’s  intention  to  keep 
cost  controls  on  hospitals  and  physicians  until  a 
national  health  insurance  program  is  approved. 

In  a second  message  on  health  submitted  to 
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Congress,  the  President  also  emphasized  a shift 
in  policy  on  health  education  from  operating 
subsidies  to  direct  assistance  to  students.  Nixon 
said  ‘The  nation’s  total  supply  of  health  pro- 
fessionals is  becoming  sufficient  to  meet  our 
needs  during  the  next  decade.  In  fact,  oversupply 
in  the  aggregate  could  possibly  become  a prob- 
lem.” 

On  controlling  health  costs,  the  president  said 
“we  must  avoid  the  cost  inflation  which  followed 
the  introduction  of  Medicare  and  Medicaid.  Our 
health  insurance  proposal  would  call  for  states  to 
oversee  the  operation  of  insurance  carriers  and 
establish  sound  procedure  for  cost  control.  Until 
these  or  other  controls  are  in  place,  I recommend 
that  our  present  authorities  to  control  health 
care  costs  be  continued.  I am  asking  the  Con- 
gress for  such  authority.”  Inflationary  pressures 
are  still  strong  in  the  medical  field,  he  said,  “so 
that  we  must  maintain  federal  controls  until  other 
measures  are  adopted  under  comprehensive 

health  insurance.” 

^ ^ ^ 

Shortly  after  an  AMA  delegation  met  sep- 
arately with  President  Nixon  and  Health,  Educa- 
tion, and  Welfare  Department  Secretary  Caspar 
Weinberger,  the  latter  announced  he  would  drop 
the  hotly  contested  proposed  regulations  that 
would  have  required  pre-admission  certification 
for  the  hospitalization  of  Medicare  and  Medicaid 
patients. 

The  President  had  assured  the  AMA  delegation 
earlier  in  the  day  that  serious  consideration 
would  be  given  to  changing  the  controversial  pre- 
admission certification  plan. 

Those  visiting  the  President  were  Russell  Roth, 
M.D.,  AMA  President;  James  Sammons,  M.D., 
Chairman  of  the  AMA  Board  of  Trustees; 
Malcolm  Todd,  M.D.,  AMA  President-elect; 
Ernest  B.  Howard,  M.D.,  AMA  Executive  Vice 
President,  and  Joseph  Miller,  Assistant  Executive 
Vice  President. 

Other  topics  discussed  by  the  President  and 
the  AMA  group  included  the  Administration’s 
plan  for  statewide  fee  schedules  in  its  national 
health  insurance  proposal  and  area  designations 
for  Professional  Standards  Review  Organizations 
(PSRO’s). 

The  AMA  delegation  told  the  President  of 
their  strong  opposition  to  the  pre-admission 
certification  plan  as  an  unwarranted  interference 
with  medical  and  hospital  judgments;  contended 
that  continuation  of  fee  controls  on  physicians 
would  be  unfair  and  punitive;  declared  that  fee 
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schedules  in  a NHI  program  would  be  govern- 
ment regimentation;  and  suggested  that  the  PSRO 
program  needed  regrouping  and  a new  start  after 
encountering  stiff  resistance  from  physician 
groups  and  much  controversy  and  confusion. 

The  Chief  Executive  according  to  participants, 
warmly  received  the  delegation  and  declared  he 
was  aware  of  the  problems  physicians  face  in 
the  area  of  expanded  federal  supervision.  Presi- 
dent Nixon  indicated  serious  consideration  would 
be  given  to  changing  the  requirement  of  area  or 
statewide  fee  schedules  in  his  NHI  plan.  He 
stressed  that  he  wished  to  avoid  saddling  phy- 
sicians with  unnecessary  paperwork  that  would 
take  time  away  from  patient  care. 

The  President  also  talked  of  his  desire  that 
high  level  quality  care  be  maintained.  Physicians 
should  work  for  patients  and  not  the  federal 
government,  he  told  the  delegation.  He  out- 
lined his  NHI  program  and  his  opposition  to  a 
bill  of  the  scope  of  the  Labor-Kennedy  plan. 

Conceding  that  the  Administration’s  programs 
might  well  be  amended  by  Congress,  he  invited 
the  AMA  to  recommend  changes  in  the  NHI 
program. 

❖ ❖ ❖ 

The  federal  government  will  spend  more  than 
$26  billion  next  fiscal  year  on  civilian  health 
programs  if  the  Administration’s  proposed  budget 
is  approved  by  Congress. 

The  budget  reflects  the  Administration’s  de- 
sire to  hold  health  spending  in  the  fiscal  year 
that  begins  July  1 to  about  the  level  Congress 
approved  for  the  current  fiscal  year,  considerably 
more  than  requested.  The  exception  is  an  un- 
avoidable $3  billion  hike  in  Medicare  and 
Medicaid  outlays. 

The  new  health  budget  is  almost  $8  billion 
over  the  spending  in  the  fiscal  year  1973  that 
ended  last  June. 

HEW  Secretary  Caspar  Weinberger  conceded 
that  the  budget  reflects  “in  a number  of  ways  the 
results  of  that  give  and  take”  involved  in  the 
battle  with  Congress  last  year  over  HEW 
appropriations. 

No  funds  are  sought  for  the  Administration’s 
new  national  health  insurance  program,  even  if 
Congress  acted  this  year,  Weinberger  noted,  it 
would  take  another  year  or  longer  to  gear  up 
for  the  program  which  carries  a $5.8  billion  price 
tag. 

The  budget  emphasized  two  controversial  HEW 
programs  of  special  interest  to  the  medical  pro- 
fession. To  carry  out  the  Health  Maintenance 
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Organization  (HMO)  program,  $65  million  was 
recommended  for  the  remainder  of  this  fiscal 
year,  and  $65  million  for  next  year.  The  Profes- 
sional Standards  Review  Organization  (PSRO) 
program  was  put  down  for  $34  million  through 
the  remainder  of  the  current  fiscal  year;  $58 
million,  next  year. 


medical  neui/ 
in  tenne//ee 


New  X-Ray  Diagnostic  Tool 
At  Fort  Sanders  Fights  Cancer 

Breast  cancer,  one  of  the  leading  causes  of 
death  in  women,  can  now  be  detected  in  early 
stages  by  a new  device  at  Fort  Sanders  Hospital. 
The  new  technique,  called  Xeroradiography, 
combines  X-ray  technology  with  the  principles 
used  in  a Xerox  copying  machine.  The  Xerox 
125  System  can  even  detect  tiny  calcium  deposits, 
which  are  tell-tale  signs  of  early  breast  cancer. 

The  new  system  uses  conventional  X-ray  tech- 
niques but  substitutes  a selenium  plate  for  X-ray 
film.  When  the  plate  is  exposed,  processing  is 
similar  to  copying  a typical  office  memo  on  a 
standard  Xerox  copying  machine.  The  picture 
image  is  printed  on  plastic-coated  paper  and 
becomes  a permanent  record.  The  technique 
makes  it  easier  for  radiologists  to  interpret  the 
breast  image  and  detect  minute  foreign  bodies. 

According  to  the  American  Cancer  Society, 
breast  cancer  killed  33,000  women  in  1973  with 
an  estimated  74,000  new  cases  developing  in 
that  same  year.  Physicians  know  early  detection 
is  the  best  way  to  save  more  women  from  this 
killer.  Currently  about  90%  of  patients  discover 
their  condition  themselves  through  self-examina- 
tion, but  by  that  time  the  cancer  could  have 
spread.  Patients  at  this  stage  have  a five-year 
survival  rate  of  40  to  45%,  but  if  the  cancer 
is  detected  while  still  localized  in  the  breast,  the 
survival  rate  is  80  to  85%.  The  new  Xeroradi- 
ography system  helps  in  early  detection  and  phy- 
sicians at  Fort  Sanders  think  it  will  save  many 
lives. 


pei/onol  new/ 


DR.  JAMES  L.  ALLEN.  Sweetwater,  has  been 
named  Citizen  of  the  Month  by  the  Junior  Order  of 
United  American  Mechanics. 


DR.  ROBERT  C.  CODDINGTON,  Chattanooga,  has 
been  named  associate  dean  of  the  University  of  Tennes- 
see College  of  Medicine  and  director  of  the  Clinical 
Education  Center  at  Chattanooga. 

DR.  JAMES  L.  CRAIG,  Chattanooga,  has  resigned 
his  position  as  medical  director  for  TV  A to  become 
medical  director  for  General  Mills  Inc.  in  Minneapolis, 
Minn. 

DR.  CATHERINE  GILREATH.  Sevierville.  has  de- 
livered her  1,000th  baby  at  the  Sevier  County  Hospital. 

DR.  L.  F.  LITTELL,  Dayton,  has  received  the  "Man 
of  the  Year”  award  from  the  Dayton  Lions  Club. 

DR.  S.  G.  McNELLEY,  Norris,  was  recognized  for 
having  served  25  years  on  the  staff  of  St.  Mary's  Me- 
morial Hospital. 

DR.  LEE  W.  MILFORD.  Memphis,  has  been  elected 
president  of  the  American  Society  for  Surgery  of  the 
Hand. 

DR.  ROBERT  F.  THOMAS,  Sevierville.  has  received  a 
presidential  commendation  from  President  Nixon  for  his 
humanitarian  work  during  his  years  practicing  medicine. 

DR.  JOE  E.  TITTLE.  Oak  Ridge,  has  been  elected 
Chairman  of  the  Board  of  Directors  of  the  Tennessee 
Hospital  Education  and  Research  Foundation. 

The  following  physicians  have  been  named  fellows 
in  the  American  College  of  Physicians:  DR.  PETER 

M.  DUVOISIN,  Chattanooga;  DR.  FRANCIS  F. 
FOUNTAIN,  JR.,  Memphis;  and  DR.  JEROME  S. 
SIEGEL.  Memphis. 

The  following  physicians  have  been  named  diplo- 
mates  of  the  American  Board  of  Family  Practice:  DR. 
JAMES  TURNER  DeBERRY,  Cookeville;  DR.  JAMES 
HAROLD  DONNELL.  Alamo;  DR.  BRUCE  E. 
GALBRAITH,  Tullahoma;  DR.  BYRON  N. 
HULLENDER.  Chattanooga;  DR.  B.  G.  NORWOOD, 
Fayetteville;  and  DR.  WILLIAM  H.  TUCKER.  Ripley. 


announcement/ 


CALENDAR  OF  MEETINGS 


STATE 


May  16 

Middle  Tenn.  Medical  Association,  Van- 
derbilt University  Club,  Nashville 

NATIONAL 

April  20-22 

American  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  The  Breakers, 
Palm  Beach,  Fla. 

April  21-22 

American  Otological  Society,  The 
Breakers,  Palm  Beach,  Fla. 

April  22-24 

American  Association  for  Thoracic 
Surgery,  Las  Vegas  Hilton.  Las  Vegas 

April  22-25 

American  Academy  of  Pediatrics,  Spring 
Meeting.  Americana  Hotel.  Bal  Harbour. 
Fla. 
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April  23-25 


April  25-26 

April  28- 
May  2 

May  16-18 


American  Laryngological,  Rhinological 
& Otological  Society,  The  Breakers,  Palm 
Beach,  Fla. 

AMA  National  Conference  on  Rural 
Flealth,  Detroit  Hilton,  Detroit 

Industrial  Medical  Association.  Ameri- 
cana Hotel,  Miami,  Fla. 

American  Cancer  Society’s  National 


Conference  on  Childhood  Cancer,  Fair- 
mont Hotel,  Dallas,  Texas 
May  20-23  Institute  of  Clinical  Toxicology,  Mar- 
riott Motor  Hotel,  Houston,  Texas 
May  30-31  Fourth  Annual  Emergency  Health  Care 
Seminar,  Ramada  Inn,  Bluegrass  Con- 
vention Center,  Louisville,  Kentucky. 
June  23-27  American  Medical  Association,  Palmer 
House,  Chicago,  Illinois 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AMA  Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Medical  College  of  Georgia 
CME  Courses 

Date  Title,  Location 

June  13-15  Internal  Medicine,  Buccaneer  Motor 

Lodge,  Jekyll  Island,  Ga. 

American  College  of  Physicians 
Regional  Meeting 

Alabama  Regional  Meeting,  May  10-12,  1974,  Point 
Clear,  Alabama.  INFO:  Alwyn  A.  Shugerman, 
M.D.,  1815  11th  Ave.,  S.,  Birmingham,  Ala.  35205 


The  University  of  Tennessee  College  of 
Medicine  Schedule  of  Continuing 
Education  Courses,  1974 

Apr.  18-19  Leigh  Buring  Conference  on  Excep- 
tional Children,  Memphis 


Apr.  29-30  Emergency  Room  Care,  Memphis 
May  10-12  Fundamentals  of  Clinical  Otology, 
Memphis 

May  15-18  Clinical  EKG,  Paris,  Tenn. 


May  20-24  Intensive  Review  of  the  Science  of 
Anesthesiology,  Memphis 

Vanderbilt  University  CME 
Course  Listings 

Diabetes:  1974  April 


13th  Annual  Seminar  in  Psychiatry 

Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  . . . May 
For  further  information  contact: 

Paul  E.  Slaton,  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 
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Radiology  John  R.  Amberg,  M.D. 

Surgery 

General H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician's  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

American  College  of  Chest  Physicians 
Postgraduate  Programs,  1974 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  The  continuing  education  program  for 
physicians  sponsored  by  the  American  College  of  Chest 
Physicians  has  been  accredited  by  the  Council  on 
Medical  Education  of  the  American  Medical  Associa- 
tion and  is  acceptable  for  credit  toward  the  AMA 
Physician’s  Recognition  Award. 

For  further  information  contact:  Bradford  W. 

Claxton.  M.  Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago,  IL  60611. 

May  23,  24 — “Critical  Care  Medicine — The  Nurse, 
The  Therapist,  The  Physician,”  Denver,  Colorado. 

Symposium  on  Bone  and 
Joint  Radiology 

The  Departments  of  Diagnostic  Radiology  and 
Orthopaedic  Surgery  at  the  University  of  Kentucky 
Medical  Center,  Lexington,  Kentucky,  will  conduct  a 
symposium  on  Bone  and  Joint  Radiology  from  May 
1-3,  1974,  immediately  preceding  the  100th  Renewal 
of  the  Kentucky  Derby.  In  the  morning  sessions  a 
distinguished  guest  faculty  will  analyze  radiographs 
of  selected  unknown  cases  that  demonstrate  differential 
diagnostic  features  of  various  types  of  bone  and  joint 
pathology.  Each  registrant  will  be  sent  copies  of  the 
radiographs  of  each  case  prior  to  the  meeting.  After- 
noon sessions  will  be  devoted  to  informal  discussions 
between  small  groups  of  registrants  and  a member  of 
the  guest  faculty. 

For  further  details  and  an  application  form,  write: 
Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 


Symposium  on  the  Recent  Advances 
In  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  summer  or 
early  fall,  with  outstanding  specialists  in  the  field  of 
allergy  as  featured  speakers.  A golf  and  tennis  tourna- 
ment will  be  held  in  conjunction  with  this  symposium. 
Please  contact: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 

Asheville,  NC  28801 

Postgraduate  Symposium  of 
Rheumatic  Diseases 

The  10th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases  will  be  held  on  Thursday,  May  9, 
1974  in  the  auditorium  of  the  Health  Science  Center, 
University  of  Louisville  School  of  Medicine. 

American  College  of  Obstetricians 
And  Gynecologists  Annual  Meeting 

The  22nd  Annual  Clinical  Meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists  will  be 
held  April  29  thru  May  2,  1974,  Las  Vegas,  Nevada. 

Highlights:  Fifty  papers  on  current  clinical  and 

basic  investigation.  The  President’s  Program,  “The 
Conquest  of  Breast  Cancer.”  One  panel  will  discuss 
the  management  of  breast  cancer  (diagnosis,  treatment, 
rehabilitation).  In  a second  panel  current  concepts, 
etiology,  pathology  and  research  will  each  be  a focus 
of  an  expert.  These  are  15  Position  papers  with  current 
thinking  on  the  more  common  and  important  problems 
in  the  specialty  as  seen  by  prominent  authorities. 
Registration  fee  for  non-members:  $125.00. 

Contact:  Mr.  Donald  F.  Richardson,  Associate  Director, 
The  American  College  of  Obstetrics  and 
Gynecologists, 

One  East  Wacker  Drive 
Chicago,  IL  60601 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are.  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs.  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 
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The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

Fourth  Postgraduate  Course  In 
Head  & Neck  Anatomy 

EAST  CAROLINA  UNIVERSITY 
GREENVILLE,  NORTH  CAROLINA 
May  28-31,  1974 

The  size  of  the  class  is  limited  to  16  students.  All 
applications  will  be  processed  in  the  order  received, 
and  correspondence  with  applicants  will  be  established 
promptly. 

Tuition  for  the  course  is  $125;  for  students  in  resi- 
dency programs,  $75.  Persons  wishing  to  apply  should 
write  for  an  application  prior  to  May  1.  1974.  Full 
payment  must  accompany  each  application,  and  checks 
should  be  made  payable  to  East  Carolina  University. 

For  further  information  contact: 

Department  of  Anatomy 
School  of  Medicine 
East  Carolina  University 
Greenville,  NC  27834 

Tenth  Postgraduate  Symposium  On 
Rheumatic  Diseases 

UNIVERSITY  OF  LOUISVILLE 
SCHOOL  OF  MEDICINE 
LOUISVILLE,  KENTUCKY 
May  9,  1974 

The  10th  Annual  Symposium  on  Rheumatic  Dis- 
eases, jointly  sponsored  by  the  University  of  Louisville 
School  of  Medicine  and  the  Kentucky  Chapter  of  the 
Arthritis  Foundation,  will  be  held  Thursday,  May  9, 
1974  in  the  Health  Sciences  Center  Auditorium,  Uni- 
versity of  Louisville  School  of  Medicine. 

The  theme  of  the  program  will  be  “Pathogenesis  and 
Management.”  Topics  will  include  osteoarthritis,  anky- 
losing spondylitis,  extra-articular  complications  of 
rheumatoid  arthritis,  systemic  lupus  erythematosus, 
gout,  pseudogout,  and  seronegative  arthritides,  such  as 
psoriatic  arthritis  and  Reiter’s  syndrome. 

There  is  no  registration  fee. 

For  additional  information  and  a program,  please 
contact: 

Kentucky  Arthritis  Foundation 
1381  Bardstown  Road 
Louisville,  KY  40204 

sfc 

University  of  Kentucky  Medical  Center 
CME  Courses 

PRACTICAL  THERAPEUTICS  IN 
INTERNAL  MEDICINE 
May  27-31,  1974 
Sponsored  by: 

University  of  Kentucky  College  of  Medicine 
and  the 

American  College  of  Physicians 


Registration  Fee:  $140  ACP  Members 
$ 70  ACP  Associates 
$200  Non-Members 

INTERNATIONAL  SYMPOSIUM 
ON 

INTESTINAL  ABSORPTION  AND 
MALABSORPTION 
May  28-30,  1974 

University  of  Kentucky  Medical  Center 
Lexington,  Kentucky 
Registration  Fee:  $150 

For  further  information  on  any  of  the  above,  con- 
tact: 

Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21  month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health;  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

Dermatopathology  Symposium 

A three-day  “Dermatopathology”  symposium  directed 
by  Dr.  A.  Bernard  Ackerman  and  sponsored  by  the  de- 
partments of  dermatology  and  pathology  of  New  York 
University  School  of  Medicine  will  be  held  on  Oct.  7, 
8,  9,  1974,  in  Alumni  Hall,  New  York  University  Med- 
ical Center,  550  First  Avenue,  Manhattan. 

The  faculty  includes:  Drs.  William  Caro,  Wallace 

Clark,  Jr.,  Robert  Freeman,  Robert  Goltz,  Fred 
Gorstein,  James  Graham,  George  Ioannides,  John  Knox, 
Raffael  Lattes,  Herbert  Lund,  Hermann  Pinkus,  Daniel 
Richfield,  Arkadi  Rywlin,  Lewis  Shapiro,  David  Silvers, 
Richard  Winkelmann  and  Ackerman. 

The  presentations  will  include  all  aspects  of  cutaneous 
pathology:  inflammation,  neoplasia,  malformations  and 
depositions.  The  emphasis  in  this  symposium  will  be  on 
mechanics  of  skin  diseases,  elucidating  concepts  about 
pathological  processes,  in  addition  to  careful  gross  and 
microscopic  pathologic  correlations.  The  aim  is  to  bring 
a fresh  approach  to  understanding  dermatopathology. 

For  detailed  information  inquire  at  the  Office  of  the 
Recorder,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  NY  10016. 
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D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CDT;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CDT. 

For  telephone  numbers,  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

20th  Annual  OB-GYN  Seminar 

The  20th  Annual  OB-GYN  Seminar  will  be  held 
again  this  year  in  Asheville,  North  Carolina  at  the 
Grove  Park  Inn.  July  21  through  July  26. 

A wide  variety  of  subjects  in  obstetrics  and  gyne- 
cology will  be  presented  and  program  participation  will 
include  the  medical  schools  of  North  Carolina,  Duke, 
Bowman  Gray  and  the  Medical  College  of  Virginia,  in 
addition  to  outstanding  speakers  from  other  areas. 

For  registration  information,  please  contact  the  Secre- 
tary, Dr.  George  T.  Schneider,  1514  Jefferson  Highway, 
New  Orleans,  Louisiana  (Jefferson)  70121. 

Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee’s  practicing  phy- 
sicians and  research  scientists,  Vanderbilt's  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203,  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored”  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center's  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 

Scientific  Meetings  on  Digestive  Diseases 

Five  societies  representing  physicians  and  surgeons 
in  the  gastroenterological  sciences  will  join  together  in 
a week-long  series  of  meetings  and  study  sessions  in 
San  Francisco.  Calif.,  May  19-25,  1974.  The  meetings 
will  include  two  postgraduate  courses  (the  American 
Gastroenterological  Association  course  on  Peptic  Ulcer 
Disease,  May  19-20  and  the  American  Society  for 
Gastrointestinal  Endoscopy  course  on  Gastrointestinal 
Endoscopy,  May  20-21)  plus  scientific  meetings  and 
lectures,  May  21-25. 


The  Society  for  Surgery  of  the  Alimentary  Tract  will 
hold  scientific  sessions  on  May  21.  On  May  22,  regis- 
trants will  attend  sessions  sponsored  by  the  Society 
for  Surgery  of  the  Alimentary  Tract,  the  American 
Society  for  Gastrointestinal  Endoscopy  and  the  Gastro- 
enterology Research  Group.  The  Gastroenterology  Re- 
search Group  will  join  with  the  American  Association 
for  the  Study  of  Liver  Diseases  on  May  23  for  a 
Symposium.  Endoscopic  Workshops  will  also  be  held 
that  day. 

On  May  24  and  25,  the  American  Gastroenterological 
Association  will  present  Clinical  Symposia  and  a half- 
day Plenary  Session. 

The  week's  activities  are  open  to  all  physicians  and 
surgeons.  All  sessions  will  be  at  the  San  Francisco 
Hilton  Hotel. 

More  information  may  be  obtained  from  the  Ameri- 
can Gastroenterological  Association.  6900  Grove  Road, 
Thorofare,  New  Jersey  08086. 

AMA  To  Sponsor  Fourth 
Hemisphere  Nutrition  Conference 

The  economics  of  food  production  in  a world  forced 
to  establish  priorities  for  limited  supplies  of  energy 
will  be  a major  theme  of  the  Fourth  Western  Hemi- 
sphere Nutrition  Congress  Aug.  19-22  in  Bal  Harbour, 
Fla. 

Some  one  thousand  authorities  on  nutrition,  medicine, 
food  science  and  technology,  agriculture,  and  economic 
development  from  25  nations  will  seek  to  develop  food 
and  agricultural  policies  for  the  Western  Hemisphere 
during  the  four-day  Congress. 

The  meeting  is  organized  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association  and 
The  American  Institute  of  Nutrition,  in  cooperation  with 
the  Nutrition  Society  of  Canada  and  La  Sociedad 
Latinoamericana  de  Nutricion. 

The  1974  Congress  will  feature  continuing  education 
sessions  for  nutritionists  to  provide  an  update  of  in- 
formation for  those  who  deal  with  malnutrition  as  it 
relates  to  disease.  Malnutrition  lowers  resistance,  and 
the  processes  involved  and  possible  means  of  combat- 
ing the  problem  will  be  aired. 

The  opening  plenary  session  of  the  Congress  will 
include  presentations  on  coordinating  food  production 
with  human  needs,  influence  of  international  financial 
policies  on  foods  and  nutrition,  and  agriculture  and 
energy  balance. 

Other  sessions  will  air  such  topics  as  minerals  in 
nutrition,  food  and  the  environment,  fat-soluble  vita- 
mins, perinatal  nutrition,  new  developments  in  clinical 
nutrition,  food  design  and  consumer  needs,  and  new 
and  unusual  foods. 

The  closing  plenary  session  will  hear  a forecast  of 
scientific  developments,  economic  and  resource  trends, 
and  mobilizing  of  society  to  responsible  action.  Another 
segment  of  the  Congress  will  deal  with  nutritional 
excesses,  such  as  over-dosing  with  vitamins  and  high 
protein  diets. 

Additional  information  on  the  Congress  is  available 
from  the  Department  of  Foods  and  Nutrition.  American 
Medical  Association.  535  N.  Dearborn  St.,  Chicago,  IL 
60610. 
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INVITES  YOU  ON  A FUN-FILLED  EUROPEAN  ADVENTURE 
IN  SWITZERLAND.  GERMANY  AND  AUSTRIA 


Everyone  should  have  at  least  one  adventure  a year,  and  this  can  be  yours.  Join  us  for 
a relaxing,  do-as-you-please  two-week  holiday  in  Europe.  Cosmopolitan  Zurich,  historic 
Berlin,  nostalgic  Vienna  . . . Alpine  peaks,  the  Vienna  Woods  and  gothic  cathedrals. 
The  Blue  Danube,  magnificent  museums,  cabarets  that  never  close,  Rhine  wines  and 
crusty  pumpernickel.  Great  buys  in  cameras,  Hummel  figurines,  elegant  crystal,  fine 
antiques  and  superb  Swiss  timepieces  of  every  shape  and  dimension.  It  all  awaits  you. 


A GREAT  TRIP.  A GREAT  VALUE. 

‘998 

Includes:  Direct  chartered  jet  flights.  Deluxe  hotels.  American  breakfasts.  Gourmet 
meals  at  a selection  of  the  finest  restaurants.  Generous  70  pound  luggage  allowance. 


NASHVILLE  AND  KNOXVILLE 
SEPTEMBER  10,  1974  - SEPTEMBER  24,  1974 

f Send  to: 

Tennessee  Medical  Association,  112  Louise  Ave.,  Nashville,  Tenn.  37203 

Enclosed  is  my  check  for  $ ( $100  per  person)  as  deposit.  I understand 

j the  total  deposit  will  be  refunded  if  it  becomes  necessary  to  cancel  my  European 
Adventure  membership  at  least  60  days  before  departure,  when  final  payment 
| is  due. 

| NAMES 


CITY  STATE  ZIP 

1 PHONE 

: -J 


Make  Your  Reservations  Now  — Space  Strictly  Limited 


Short  Course  in  Medical  Acronyms 

“Let’s  check  with  EMCRO,  WHO,  NEI, 
A PH  A . . . and  don’t  forget  CHAMPUS  . . 

The  dictionary  defines  acronym  as  “a  con- 
trived reduction  of  nomenclature  yielding 
mnemonics”  (a  technique  of  improving  the 
memory) . 

Do  you  know  the  meaning  of  every  set  of 
initials  in  the  proliferation  of  reports  from  gov- 
ernment bureaus? 

If  you  do,  read  no  further.  But,  if  you  no 
longer  want  to  be  envious  of  your  colleague’s 
casual  ability  to  spout  the  initials  standing  for 
the  various  programs,  government  agencies,  and 
private  organizations  in  the  medical  field,  this 
short  course  in  medical  acronyms  should  help 
you  overcome  that  feeling  of  inferiority. 

The  full  names  in  themselves  explain  why 
initials  are  used,  just  as  they  explain  the  use  of 
SGOT  and  BUN  instead  of  serum  glutamic  ox- 
alocetic  transaminase  and  blood  urea  nitrogen. 

That’s  why  we  also  write  Med-Chi  or  Faculty 
instead  of  writing  out  Medical  and  Chirurgical 
Faculty  of  the  State  of  Maryland  all  the  time. 

The  list  that  follows  is  by  no  means  complete; 
rather,  it  should  be  considered  as  a “primer.” 

After  you  have  mastered  this  basic  course,  you 
may  want  to  suggest  additional  acronyms  to  add 
to  the  list.  Or,  if  you  need  additional  help,  our 
own  Faculty  library  may  be  able  to  assist  you. 

Lester  H.  Miles 

Managing  Editor 


AABB 

AAFMC 

AAFP 

AAMA 

AAMC 

AAMI 

AAP 

AAPS 

ACEP 

ACG 

ACOG 

ACP 


A 

American  Association  of  Blood  Banks 
American  Association  of  Foundations  for 
Medical  Care 

American  Academy  of  Family  Physicians 
American  Association  of  Medical  Assis- 
tants 

American  Association  of  Medical  Colleges 
Association  for  the  Advancement  of  Med- 
ical Instrumentation 
American  Academy  of  Pediatrics 
Association  of  American  Physicians  and 
Surgeons 

American  College  of  Emergency  Phy- 
sicians 

American  College  of  Gastroenterology 
American  College  of  Gynecology 
American  College  of  Physicians 


ACR 

ACS 

ADA 

AFPD 

AHA 

ALA 

ALAM 

AMA 


AMA-ERF 

AMPAC 

AMRA 

APA 

APG 

APHA 

ARC 

ASA 

ASCC 

ASTR 


BC/BS 

BHI 

BNDD 


CDC 

CHPA 

CHAMP 

CHAMPUS 

CPHA 

CME 

CPT 

DPW 

ECFMG 

EMCRO 

EMS 

FDA 


American  College  of  Radiology 
American  Cancer  Society,  American  Col- 
lege of  Surgeons 

American  Dental  Association,  American 
Diabetes  Association 

American  Federation  of  Physicians  and 
Dentists 

American  Heart  Association,  American 
Hospital  Association 
American  Lung  Association 
American  Lung  Association  of  Maryland 
American  Medical  Association  (not  to  be 
confused  with  the  American  Ministerial 
Association.  American  Management  As- 
sociation. American  Monument  Associa- 
tion, American  Motorcycle  Association 
and  many  others) 

American  Medical  Association  Educa- 
tional Research  Fund 
American  Medical  Political  Action  Com- 
mittee 

American  Medical  Records  Association 
American  Psychiatric  Association 
American  Physicians  Guild 
American  Public  Health  Association 
American  Red  Cross 
American  Society  of  Anesthesiologists 
American  Society  for  Colposcopy  and 
Colpomicroscopy 

American  Society  of  Therapeutic  Radiolo- 
gists 


B 

Blue  Cross/Blue  Shield  or  ‘The  Blues'’ 

Bureau  of  Health  Insurance 

Bureau  of  Narcotics  and  Dangerous  Drugs 

C 

Center  for  Disease  Control 

Comprehensive  Health  Planning  Agency, 
Commission  on  Professional  and  Hos- 
pital Activities 

Certified  Hospital  Admission  Monitoring 
Program 

Civilian  Health  and  Medical  Program  of 
the  Uniformed  Services 

Commission  on  Professional  and  Hospital 
Activities 

Continuing  Medical  Education 

Current  Procedural  Terminology 

D 

Department  of  Public  Welfare 
E 

Educational  Council  for  Foreign  Medical 
Graduates 

Experimental  Medical  Care  Review  Or- 
ganizations 

Emergency  Medical  Services 
F 

Food  and  Drug  Administration 
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G 


L 


HASP 

HAVES 

HCAS 

HDS 

HEW 

HIS 

HMO 

HSMHA 

HUP 


ICDA 

ICHD 

IVN  A 


JCAH 


H 

Hospital  Admission  Surveillance  Program 

Hearing  and  Vision  Early  Screening 

Hospital  Cost  Analysis  Service 

Health  Data  Service 

Department  of  Health,  Education,  and 
Welfare 

Health  Interview  Survey  (N1H),  Hospital 
Information  System 

Health  Maintenance  Organization 

Health  Services  and  Mental  Health  Ad- 
ministration 

Hospital  Utilization  Project 

I 

International  Classification  of  Diseases, 
Adapted 

Inter-Society  Commission  for  Heart  Dis- 
ease 

Instructive  Visiting  Nurses  Association 

J 

Joint  Commission  on  Accreditation  of 
Hospitals 

K 


MAC 

MAP 

MECO 

MEDLARS 

MEDLINE 

MERC 


M 

Medical  Advisory  Committee 
Medical  Assistance  Program,  Medical 
Audit  Program 

Medical  Education  Community  Orienta- 
tion 

Medical  Literature  Analysis  and  Retrieval 
System 

MEDLARS-online 

Medical  Education  Resource  Center 


NCHS 

NCI 

NEI 

NFSID 

NIAID 

NIAMD 

NHLI 

NIH 

NIMH 


N 

National  Center  for  Health  Statistics 
National  Cancer  Institute 
National  Eye  Institute 
National  Foundation  for  Sudden  Infant 
Death 

National  Institute  of  Allergy  and  Infec- 
tious Diseases 

National  Institute  of  Arthritis  and  Meta- 
bolic Diseases 

National  Heart  and  Lung  Institute 
National  Institutes  of  Health 
National  Institute  of  Mental  Health 


At  Your  Service  in 
The  Volunteer 
State 


In  the  state*  nicknamed  after 
its  great  military  tradition  that 
includes  Andrew  Jackson, 
Davy  Crockett,  Sam  Houston 
and  Alvin  York  and  whose 
name  comes  from  Tanasie, 
once  a Cherokee  Indian 
village  . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC. 

KANSAS  CITY.  MO  64137 

is  represented  by  . . . 


Will  Gargis 


Bruce  Jackson 


Larry  Plumlee 


Bill  Young 


*For  more  information  on  the  history  of  your 
state,  write  Professional  Services, 

Marion  Laboratories,  Inc. 


These  men  bring  you 
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NLM 

National  Library  of  Medicine 

RPC 

Regional  Planning  Council 

NMA 

National  Medical  Association 

RSC 

Regional  Steering  Committee 

OEO 

0 

Office  of  Economic  Opportunity 

SMSA 

S 

Standard  Metropolitan  Statistical  Area 

SSA 

Social  Security  Administration 

P 

T 

PAC 

Political  Action  Committee 

U 

PAS 

Professional  Activities  Study 

PAT 

Pre-Admission  Testing 

UCR 

Usual,  Customary,  Reasonable 

PDUR 

Pre-Discharge  Utilization  Review 

UPT 

Uniform  Procedural  Terminology 

PFP 

Prevailing  Fee  Plan  (Blue  Shield) 

UR 

Utilization  Review 

PLI 

Professional  Liability  Insurance 

USPHS 

United  States  Public  Health  Service 

PHS 

Public  Health  Service 

V 

PNHSA 

Physicians  National  House  Staff  Associa- 

VA 

Veterans  Administration 

tion 

VASC 

Verbal  Auditory  Screening  for  Children 

PSRO 

Professional  Standards  Review  Organiza- 

W 

tion 

WHO 

World  Health  Organization 

Q 

X-Y-Z 

QAP 

Quality  Assurance  Program 

Reprinted  from  the  Maryland 

R 

State  Medical  Journal, 

RAG 

Regional  Advisory  Group  (see  MRMP) 

Jan.,  1974 

RMP 

Regional  Medical  Program 

(reference  to  specifically  Maryland 

RMPS 

Regional  Medical  Programs  Service 

* 

organizations  deleted — Ed.) 

. ■ 


Puts  comfort 
in  your  prescription 
for  nicotinic  acid 


led-release 
rides  • Con- 
without  thera- 
i.d.  dosage 
e economy  of 


ic  acid  is  used 


NICO-400 


~I0  mg  of  nicotinic  acid  in  a special  base 
ffect.  Indications:  NICO-400®  is  recom- 
licotinic  acid  has  been  used.  These 
:ient  circulation  and  for  use  in  the 
intraindications:  Individuals  with 
hypotension  or  hemorrhaging, 
patients  with  history  of  peptic  ulcer, 
ler  or  liver  functions  and  in  pregnant 
atients  should  be  informed  of  the  short-lived 
otinic  acid  therapy:  cutaneous  flushing,  a sen- 
itching  of  th8  skin,  increased  gastrointestinal 
id  activity.  Dosage  and  Administration:  One  cap- 
jrs  or  is  directed  by  physician.  Caution:  Federal  law  pro- 
without  prescription.  How  Supplied:  Bottles  of  100  capsules. 


Another  patient  benefit  product  from 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY.  MISSOURI  64137 
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Synthroid 

(sodium  levothyroxine) 

the  smooth  road 


A V 

therapy 


Synthroid  is  T4. 

It  provides  your  patients  wii 
what  is  needed  for  eomple 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  pat 
with  cardiovascular  disease;  developme 
chest  pains  or  other  aggravations  of  cardi 
cular  disease  requires  a reduction  in  dosag 


Contraindications:  Thyrotoxicosis,  acute  my 
dial  infarction.  Side  effects:  The  effects  of 
THROID  (sodium  levothyroxine)  therapy  are 
in  being  manifested.  Side  effects,  when  the 
occur,  are  secondary  to  increased  rates  of 
metabolism;  sweating,  heart  palpitations 
or  without  pain,  leg  cramps,  and  weight 
Diarrhea,  vomiting,  and  nervousness  have 
been  observed.  Myxedematous  patients 
heart  disease  have  died  from  abrupt  incre 
in  dosage  of  thyroid  drugs.  Careful  observ 
of  the  patient  during  the  beginning  of  any 
roid  therapy  will  alert  the  physician  to  an; 
toward  effects. 
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The  Sign  Says  ‘Danger’ — 

But  Then,  Who  Cares? 

He’d  no  doubt  deny  it  if  someone  called  him 
a hero — or  a fool.  He  just  did  what  he  felt  had 
to  be  done;  he  couldn’t  help  himself.  So  he  went 
ahead  despite  the  obvious  danger,  facing  the 
flame,  the  heat,  the  noxious  gas  . . . felt  the 
searing  of  his  very  insides.  But  curiously,  at  the 
same  time,  his  skin  was  getting  colder. 

Now  as  he  pushed  on,  dodging  the  flying  spark 
and  ash,  his  heart  beat  faster,  the  muscle  con- 
tracting with  greater  force,  and  his  chest  began 
to  hurt.  No  matter — still  he  went  ahead.  The 
destructive  effects  were  getting  to  the  sensitive 
lining  of  his  nose  now  although,  mercifully,  he 
didn’t  know  that  within  his  blood  vessels  little 
particles  were  starting  to  circulate,  later  to  settle 
on  the  artery  walls  like  rust  in  a pipe.  His  lungs 
revealed  their  agony  by  forcing  him  to  cough 
violently.  But  now  . . . now  it  was  just  a little 
more,  just  a little  way  to  go  and  it  would  be 
over.  . . . 

He  made  it.  A deep,  clean  breath  now.  Oh, 
man!  He  could  hardly  wait  for  that  next 
cigarette. 

If  you  think  the  forest  fire-like  scene  described 
above  is  an  exaggeration  of  the  effects  of  cigarette 
smoking,  be  assured  that  it  is  not — albeit  a little 
dramatized.  All  those  things  can  and  do  happen 
and  the  worst  effects  weren’t  even  mentioned: 
death  from  lung  cancer.  Or  death  or  disability 
from  emphysema.  Or  chronic  bronchitis.  Quite 
a grim  message,  isn’t  it? 

Unfortunately,  Americans  aren’t  getting  it. 
They  just  won’t  get  off  their  butts. 

Ten  years  after  the  U.S.  Surgeon  General’s  re- 
port on  the  hazards  of  cigarette  smoking,  cigarette 
sales  are  at  a record  high,  with  583  billion 
cigarettes  smoked  annually.  That  compares  with 
524  billion  a decade  ago. 

Grisly  pictures  of  blackened  lungs,  poster  warn- 
ings, newspaper  and  broadcast  messages,  and 
even  warnings  on  the  cigarette  packs  themselves 
— in  spite  of  all  this,  the  number  of  cigarette 
smokers  has  risen  to  52  million,  or  two  million 
more  than  when  the  Surgeon  General’s  report 
came  out  in  1964. 

However,  millions  of  Americans  have  quit 
smoking.  Among  them  are  many  physicians. 


One  recent  survey  showed  that  82%  of  doctors 
sampled  who  had  ever  smoked  cigarettes  have 
tried  giving  up,  and  68%  were  successful. 

Maybe  it’s  their  own  literature  that  influences 
them.  For  example,  in  the  1972  Index  Medicus 
— which  lists  the  world’s  medical  literature — 
there  are  roughly  three  entire  pages  of  fine  print 
just  listing  titles  of  articles  dealing  with  the  effects 
of  smoking.  So  smoking  peril  is  not  exactly  a 
news  bulletin  to  doctors. 

“Ten  years  ago,  when  I was  president  of  the 
American  Thoracic  Society,  we  had  a commit- 
tee studying  smoking  effects  and  came  up  with 
the  same  findings  as  the  Surgeon  General’s  study,” 
recalls  William  R.  Barclay,  M.D.,  assistant  execu- 
tive vice  president  of  the  American  Medical 
Association. 

“There  was  just  no  question  in  the  minds  of 
physicians  who  had  studied  the  matter  that  there 
was  a strong  correlation  between  smoking 
cigarettes  and  lung  cancer,  related  to  the  number 
smoked  and  for  how  long.”  Dr.  Barclay  has  seen 
a lot  of  smokers  come  and  go — including  many 
who  went  for  good  at  a rather  young  age.  He 
himself  does  not  smoke. 

Even  though  there  is  still  some  controversy 
over  whether  smoking  does  all  the  things  it  is 
alleged  to  do,  why  haven’t  more  people  quit 
cigarettes?  And  can  anything  more  be  done  to 
persuade  them  to  do  so?  In  Dr.  Barclay’s  view: 

“I  think  every  person  has  to  make  his  own 
judgment  about  what  is  important  to  him  or  her 
in  life.  It  is  the  doctor’s  duty  to  inform  the 
patient  of  peril.  There  are  people  who  simply 
don’t  want  to  live  without  smoking — or  drinking, 
for  that  matter.” 

One  of  those  was  a patient  of  Dr.  Barclay’s,  a 
man  with  emphysema.  “He  was  in  a research 
group  so  we  saw  him  quite  frequently,”  Dr. 
Barclay  said.  “One  morning  we  walked  in  on 
rounds  and  found  him  sitting  in  a chair,  with  a 
cigarette  in  his  hand  and  a smile  on  his  face — 
and  he  was  dead.” 

As  a physician  who  has  advised  numerous 
patients  to  quit  smoking.  Dr.  Barclay  says  tablets 
or  other  drugstore  preparations  which  are  sup- 
posed to  help  you  quit  smoking,  don’t  really. 
“The  only  way  to  give  up  smoking  is  to  determine 
you’re  going  to  give  it  up,”  he  said.  “Don't  try 
to  ‘cut  down.’  Some  people  say  they  feel  better 
if  they  at  least  have  cigarettes  available,  lying 
around  or  in  their  pockets.  Perhaps  so.  But  you 
must  just  quit.” 

Although  there  isn’t  much  more  to  be  added 
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to  all  the  anti-cigarette  warnings  given,  let  it  be 
said  that  lung  cancer  is  the  deadliest  type  of  that 
deadly  disease.  The  highest  percentage  of  cancer 
deaths  in  men — 31% — is  from  lung  cancer.  It 
is  not  quite  that  bad  in  women  yet — accounting 
for  10%  of  the  deaths — but  more  and  more 
women  are  getting  lung  cancer.  And  the  survival 
rate  of  lung  cancer  patients  is  the  lowest  for  all 
cancers,  a meager  9%  when  the  tumor  has  spread. 
Even  when  it  has  not  spread  the  5-year  survival 
rate  is  only  29%. 

One  of  the  most  chilling  features  about  lung 
cancer  is  that  by  the  time  patients  go  to  a phy- 
sician it  is  usually  too  late.  That’s  because  the 
most  prominent  symptom  is  a hacking  cough — 
and  as  every  cigarette  smoker  knows,  that’s  an 


old  companion.  Chest  pain  begins  when  the 
malignancy  invades  the  pleura.  By  then  things 
look  pretty  grim. 

“Roughly  one  third  of  the  lung  cancer  cases  a 
physician  sees  will  be  so  far  advanced  that  there 
is  no  point  in  doing  anything,”  he  said.  “Another 
one  third  may  justify  operation,  but  when  you 
do  exploratory  surgery  you  find  that  it  is  futile. 
So  that  leaves  one  third  on  which  you  attempt 
to  do  some  surgery.  Of  that  number,  about  20% 
will  survive  five  years.  So  of  all  lung  cancer 
patients,  about  6%  will  survive. 

“Those  are  pretty  tough  odds.” 

% 

(AMA  News  Features — American  Medical 
Association) 
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PSRO-  What  It  Is , How  It  Works  and 
What  The  AM  A Is  Doing  About  It 

BLAND  W.  CANNON,  M.D.f 


Professional  Standards  Review  Organization — 
PSRO  was  signed  into  law  on  October  30,  1972. 
While  there  is  always  an  urge  to  express  concern 
about  the  enactment  of  major  legislation  affecting 
the  health  field,  such  as  Medicare,  Medicaid, 
Comprehensive  Health  Planning,  and  Regional 
Medical  Programs,  it  nevertheless  seems  likely 
that  the  impact  of  PSRO  on  the  practice  of 
medicine  will  be  as  great  or  greater  than  any 
law  ever  passed. 

Consequently,  let  us  now  review  what  a PSRO 
is,  how  it  will  be  structured,  and  how  it  might 
operate. 

The  purpose  of  the  PSRO  law  is  to  create  a 
nationwide  network  of  physician  groups  to  review 
medical  services  provided  in  institutions  that  are 
paid  for  under  the  provisions  of  the  Social 
Security  Act.  From  now  until  January  1,  1976, 
the  law  defines  a PSRO  as  a non-profit  profes- 
sional association  or  component  organization  with 
the  following  characteristics: 

1.  It  must  be  composed  of  licensed  M.D.’s 
and  D.O’s  engaged  in  practice. 

2.  It  must  have  as  members  a substantial  pro- 
portion of  the  practicing  physicians  in  the 
area. 

3.  It  must  maintain  membership  on  a volun- 
tary basis  without  restriction  or  dues. 

4.  It  must  be  organized  to  allow  for  the  review 
of  medical  services  provided  under  the 
Social  Security  Act. 

If,  after  January  1,  1976,  no  physician-controlled 


* Read  before  the  Southeastern  Neurosurgical  As- 
sembly, Atlanta,  Ga„  March  16,  1973. 

t Member  of  AMA  Advisory  Council  on  Medical 
Education,  and  Vice-Chancellor  for  Academic  Affairs, 
University  of  Tennessee  College  of  Medicine.  Memphis, 
Tenn. 


PSRO  has  been  established  for  a particular  area, 
the  Department  of  HEW  can  designate  some 
“other”  organization  to  assume  the  PSRO’s  re- 
sponsibility, that  is,  a public,  non-profit,  or  pri- 
vate agency  which  could  perform  PSRO  functions, 

i.e.,  Blue  Cross-Blue  Shield  plans,  state  or  local 
departments  of  health,  welfare  rights  organiza- 
tions, etc. 

In  reviewing  medical  services,  a PSRO  must 
determine  three  things: 

1.  Necessity  of  the  services. 

2.  The  quality  of  the  services. 

3.  The  appropriateness  of  the  facility. 

To  establish  a basis  for  this  evaluation,  each 
PSRO  must  use  professionally  constructed 
“norms”  of  care,  diagnosis,  and  treatment,  that 
are  based  on  typical  patterns  of  practice  in  its 
region,  including  the  length  of  stay  for  institu- 
tional care  for  specified  illnesses. 

Although  the  PSRO  has  the  Legal  responsibil- 
ity to  review  medical  care  paid  for  under  the 
Social  Security  Act  and  provided  within  its 
boundaries,  the  PSRO  may  accept  decisions  from 
hospital  and  institutional  peer  review  commit- 
tees, as  long  as  those  committees  conform  to 
the  law  and  utilize  the  norms  established  by  the 
local  PSRO.  Although  PSRO  does  not  make 
payments  for  services,  it  does  have  the  authority 
to  approve  or  disapprove  payment  and,  conse- 
quently, has  the  fiscal  authority  to  enforce  its 
decisions. 

The  organizational  structure  of  a PSRO  is  not 
described  in  the  law,  and  regulations  under  the 
law,  dealing  with  the  organizational  structure, 
have  not  yet  been  developed.  The  law  did  re- 
quire the  Department  of  Health,  Education  and 
Welfare  to  designate  PSRO  areas  prior  to  Janu- 
ary 1,  1974,  which  it  has  done,  and  to  be  pre- 
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pared  to  accept,  soon  thereafter,  applications 
from  organizations  in  a designated  area  wishing 
to  become  a PSRO.  Consequently,  PSRO  or- 
ganizational and  operational  information  should 
be  available  soon.  (They  were,  as  of  April  1 — 
Ed.) 

Those  states  containing  three  or  more  PSRO 
units  are  required  to  form  a State  PSRO  Council 
which  will  include  consumers  as  well  as  phy- 
sicians to  review  the  effectiveness  of  local  PSRO's. 
The  composition  of  the  State  Council  as  spelled 
out  in  the  law  provides  for: 

1.  Representatives  from,  and  designated  by, 
each  PSRO  in  the  state. 

2.  Four  physicians,  two  of  whom  can  be  des- 
ignated by  the  State  Medical  Society  and 
two  of  whom  can  be  designated  by  the 
State  Hospital  Association. 

3.  Four  persons  knowledgeable  in  health  care 
from  the  state  whom  the  Secretary  of  HEW 
will  select  as  representatives  of  the  public, 
at  least  two  of  whom  will  have  been  recom- 
mended by  the  Governor  of  the  State. 

The  most  important  functions  of  the  statewide 
PSRO  Review  Councils  are  to: 

1.  Coordinate  and  disseminate  information 
and  data  to  PSRO’s  within  the  state. 

2.  Assist  the  Secretary  of  HEW  in  the  develop- 
ment of  uniform  data  gathering  and  operat- 
ing procedures. 

3.  Assure  efficient  operation  and  objective 
evaluation  of  the  PSRO’s  within  the  state. 

4.  Assist  the  Secretary  in  evaluating  the  per- 
formance of  each  PSRO. 

5.  Where  the  Secretary  finds  it  necessary  to 
replace  a PSRO,  assist  him  in  developing 
and  arranging  for  a qualified  replacement. 

The  law  also  provides  for  a National  Professional 
Standards  Review  Council  which  has  been  ap- 
pointed by  the  Secretary  of  HEW  and  held  its 
first  meeting  on  July  9,  1973.  The  Committee, 
shown  here,  consists  of  eleven  physicians: 

1.  Clement  R.  Brown,  M.D.,  Director  of 
Medical  Education,  Mercy  Hospital, 
Chicago 

2.  Ruth  M.  Covell,  M.D.,  assistant  to  the 
dean,  U.  of  California  at  San  Diego  School 

of  Medicine 

3.  Merlin  K.  Duval,  M.D.,  Vice-President  for 
Health  Sciences,  U.  of  Arizona,  Tucson, 
and  former  assistant  HEW  secretary  for 
health 

4.  Thomas  J.  Green,  M.D.,  surgeon,  Detroit 

5.  Robert  J.  Haggerty,  M.D.,  Professor  of 


Pediatrics,  U.  of  Rochester  (N.Y.)  School 
of  Medicine 

6.  Donald  C.  Harrington,  M.D.,  Medical  Di- 
rector, San  Joaquin  Foundation  for  Med- 
ical Care,  Stockton,  California 

7.  Robert  B.  Hunter,  M.D.,  family  practi- 
tioner, Sedro  Woolley,  Washington,  mem- 
ber of  the  AMA  Board  of  Trustees  and 
chairman  of  the  AMA’s  Ad  Hoc  PSRO 
Advisory  Committee 

8.  Alan  R.  Helson,  M.D.,  internist,  Salt  Lake 
City,  and  alternate  delegate  to  the  AMA 

9.  Raymond  J.  Saloom,  D.O.,  Harrisville, 
Pennsylvania 

10.  Ernest  W.  Saward,  M.D.,  Professor  of 
Social  Medicine,  U.  of  Rochester  School 
of  Medicine  (Chairman) 

11.  Willard  C.  Scrivner,  M.D.,  obstetrician- 
gynecologist,  Belleville,  Illinois,  and  Presi- 
dent of  the  Illinois  State  Medical  Society. 

The  functions  of  the  National  Professional 
Standards  Review  Council  are  to: 

1.  Advise  the  Secretary  on  the  administration 
of  the  program 

2.  Provide  for  the  development  and  distribu- 
tion of  information  and  data  that  will  assist 
State  PSRO  Councils  and  individual  PSRO’s 
in  carrying  out  their  functions. 

3.  Review  PSRO  operations  in  order  to  de- 
termine their  effectiveness  and  comparative 
performance  in  carrying  out  the  purposes  of 
the  program. 

4.  Make  studies  and  investigations  so  as  to 
develop  recommendations  to  the  Secretary 
and  the  Congress  on  measures  to  more 
effectively  accomplish  the  purpose  and  ob- 
jectives of  the  program. 

Because  of  PSRO’s  potential  to  dramatically 
affect  the  practice  of  medicine,  the  American 
Medical  Association’s  House  of  Delegates 
promptly  adopted  a report  at  its  Clinical  Meeting 
in  November  of  1972  that  called  for  the  AMA 
to  provide  a leadership  role  in  the  development 
and  implementation  of  PSRO’s.  This  action  was 
taken  to  assure,  to  the  greatest  degree  possible, 
that  the  law  would  be  implemented  in  a way 
that  would  be  least  disruptive  to  the  practice  of 
good  medicine. 

Accordingly,  an  AMA  Advisory  Committee 
on  Professional  Standards  Review  Organizations 
was  established  and  given  the  mission  of  making 
recommendations  concerning  appropriate  associa- 
tion involvement  in  PSRO  implementation.  The 
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function  of  the  AMA  Advisory  Committee  on 
PSRO  is: 

1.  Assist  in  the  designation  of  PSRO  areas. 

2.  Develop  recommended  rules  and  regulations 
concerning  PSRO’s. 

3.  Coordinate  the  development  of  guidelines 
for  determining  the  quality  of  medical  care. 

4.  Establish  prototype  PSRO’s. 

5.  Give  administrative  support  by  assisting  in 
PSRO  formation,  training  personnel  for 
PSRO  operation,  assess  the  legal  require- 
ments for  PSRO’s,  and  identify  the  data 
gathering,  processing  and  storage  needs. 

The  AMA  Advisory  Committee  is  made  up 
of  representatives  from: 

1.  AMA  Board  of  Trustees 

2.  Council  on  Legislation 

3.  Council  on  Medical  Education 

4.  Council  on  Medical  Service 

5.  House  of  Delegates 

6.  Interspecialty  Council 

7.  Intern  and  Resident  Business  Section 

8.  American  Association  of  Foundations  for 
Medical  Care 

9.  American  Dental  Association 

10.  American  Hospital  Association 

11.  American  Nursing  Home  Association 

12.  Blue  Cross  Association 

13.  Health  Insurance  Association  of  America 

14.  National  Association  of  Blue  Shield  Plans 

15.  National  Medical  Association 

16.  And,  as  an  observer,  The  American 
Osteopathic  Association 

The  Advisory  Committee  held  its  first  organiza- 
tional meeting  on  January  12,  1973  and  agreed 
to  organize  eight  working  task  forces  to  consider: 

1.  Communications  and  Education 

2.  Geographic  Areas 

3.  Guidelines  of  Care 

4.  Models  and  Prototypes 

5.  Rules  and  Regulations 

6.  Structure  and  Organization 

7.  Evaluation  of  Programs 

8.  Data  Collection,  Processing  and  Storage 
All  task  forces  have  now  been  organized  and  have 
held  many  meetings. 

The  Task  Force  on  Geographic  Areas  has 
recommended  a flexible  and  pragmatic  approach 
to  designating  PSRO  areas  that  would  use  exist- 
ing resources  and  permit  statewide  PSRO’s.  Its 
recommendation  was  supported  by  the  National 
Professional  Standards  Review  Council,  but  gen- 
erally ignored  by  HEW. 

The  Task  Force  on  Guidelines  of  Care  is  work- 


ing with  national  specialty  societies  to  develop 
criteria  of  care  for  the  most  common  diseases  in 
each  specialty  for  adaptation  at  the  local  level. 

The  Task  Force  on  Models  and  Prototypes  has 
developed  a position  paper  on  the  minimal  ele- 
ments of  a PSRO. 

The  Task  Force  on  Rules  and  Regulations  has 
reviewed  all  important  sections  of  the  PSRO  Law 
and  has  offered  suggested  interpretations  to  HEW. 

The  Task  Force  on  Structure  and  Organization 
has  developed  a manual  which  suggests  methods 
of  structuring  and  organizing  PSRO’s  to  the 
extent  that  structure  and  organization  can  be 
determined  at  this  time. 

The  Task  Force  on  Evaluation  of  Programs 
has  developed  general  recommendations  for 
evaluation  of  the  PSRO  program  and  must  now 
wait  until  the  Federal  administrative  structure  has 
been  defined,  regulations  developed,  and  operat- 
ing programs  proposed  before  proceeding  for- 
ward. 

The  Task  Force  on  Data  Collection,  Process- 
ing and  Storage  has  made  general  recommenda- 
tions which  emphasize  the  protection  of 
confidentiality  and  the  development  of  data  that 
will  help  assure  the  quality  of  medical  care.  It 
has  also  outlined  a minimum  data  set,  which 
includes  information  necessary  to  identify  and 
review  cases. 

By  December,  1973,  the  House  of  Delegates 
approved  Report  EE  which  has  since  been  in- 
terpreted by  the  Board  of  Trustees  to  direct  the 
Association  to  assess  the  viability  of  an  effort  to 
repeal  the  PSRO  law  (currently  not  very  viable) 
and  to  continue  to  exert  effort  to  influence 
PSRO’s  implementation  in  the  best  interest  of 
patients  and  physicians  as  long  as  it  is  a law. 

Although  the  Department  of  Health,  Education 
and  Welfare  has  been  working  hard  to  establish 
the  organization  structures  needed,  define  their 
function  and  obtain  competent  staff,  many  of  the 
organizational  sub-units  still  have  not  been  estab- 
lished or  staffed.  On  July  12,  1973  the  Assistant 
Secretary  for  Health  established  a Bureau  of 
Quality  Assurance  within  the  new  Health 
Services  Administration.  The  bureau  will  be  re- 
sponsible for  PSRO  development  under  the  lead- 
ership of  the  Office  of  Professional  Standards 
Review.  The  Office  of  Professional  Standards 
Review,  directed  by  Henry  Simmons,  M.D.,  how- 
ever is  directly  under  the  Assistant  Secretary  for 
Health  and  will  report  directly  to  him.  This  is 
because  the  Assistant  Secretary  for  Health  feels 
that  the  need  for  effective  coordination  of  PSRO 
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policy  planning  and  implementation  is  so  great 
and  so  important  that  it  merits  his  direct  involve- 
ment. 

The  functions  of  the  Office  of  Professional 
Standards  Review  are: 

1 . Provide  liaison  with  major  health  care  or- 
ganizations on  PSRO. 

2.  Provide  administrative  staff  support  to  Na- 
tional PSRO  Council. 

3.  Advise  the  Assistant  Secretary  for  Health 
on  PSRO  planning  and  policy  formulation. 

4.  Provide  leadership  and  guidance  to  the 
Department’s  activities. 

5.  Establish  criteria  and  guidelines  for  PSRO 
program  evaluation. 

6.  Carry  out  professional  relations  on  PSRO 
with  the  medical  community. 

Now,  with  the  law  summarized,  HEW’s  adminis- 
trative structure  outlined,  and  the  AMA’s  in- 
volvement highlighted,  it  might  be  interesting  to 
briefly  discuss  the  operating  procedure  of  the 
PSRO’s  generally  acknowledged  prototype,  the 
Foundation  for  Medical  Care.  Through  this  exer- 
cise one  might  begin  to  get  an  idea  of  how  a 
PSRO  might  operate. 

The  review  procedure  for  a Foundation  might 
require  a physician  who  has  historically  abused 
his  admitting  privilege  to  receive  a pre-admission 
certification  prior  to  any  elective  hospital  admis- 
sion or  within  twenty-four  hours  of  emergency 
admission.  Basically,  the  pre-admission  certifica- 
tion procedure  would  simply  confirm  that  a given 
patient  with  given  symptoms  requires  hospitaliza- 
tion according  to  admitting  criteria,  agreed  upon 
by  the  Foundation  members.  Those  physicians 
who  have  not  abused  admitting  privileges  are  not 
required  to  participate  in  the  pre-admission 
certification  program. 

A program  coordinator,  usually  a nurse,  con- 
ducts the  pre-admission  certification  program  and 
can  only  approve  a physicians  request  to  admit. 
ff  the  physician’s  criteria  for  admitting  a patient 
deviates  from  the  Foundation’s  criteria,  the  pro- 
gram coordinator  must  consult  the  hospital’s 
medical  advisor,  a physician  staff  member.  The 
medical  advisor  can  approve  any  admitting  re- 
quest made  by  a physician  regardless  of  the 
criteria.  However,  if  the  medical  advisor  cannot 
approve  his  fellow  physician’s  request  to  admit, 
the  hospital  utilization  review  committee  is  con- 
sulted. If  the  individual  physician  is  unhappy 
with  the  utilization  review  committee’s  decision, 
he  can  appeal  the  decision  to  the  Board  of  Di- 
rectors of  the  Foundation. 
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The  program  coordinator  and  medical  advisor 
working  under  the  direction  of  the  utilization 
review  committee  might  also  conduct  the  Founda- 
tion's concurrent  review  program.  Under  the 
concurrent  review  program,  all  inpatient  care  is 
monitored  by  the  program  coordinator  at  ap- 
propriate intervals  while  the  patient  is  in  the 
hospital  according  to  criteria  agreed  upon  by 
the  Foundation  members.  When  the  hospital  chart 
indicates  that  the  management  of  an  individual 
case  deviates  from  the  agreed  upon  criteria,  the 
medical  advisor  is  so  informed.  He  can  approve 
any  deviation.  The  utilization  review  committee 
is  only  consulted  when  an  individual  physician 
is  unwilling  to  accept  the  opinion  of  the  medical 
advisor.  Again,  the  individual  physician  has  the 
right  to  appeal  his  case  to  the  Foundation’s  Board 
of  Directors. 

Apart  from  the  pre-admission  certification  pro- 
gram and  the  concurrent  review  program,  a 
Foundation  also  might  conduct  a retrospective 
review  program  based  upon  an  audit  of  the  med- 
ical record  or  an  expanded  insurance  claim  form. 
Retrospective  review  is  designed  to  indicate  prac- 
tice patterns  of  individual  physicians,  individual 
specialties,  individual  hospital  staffs,  and  the  gen- 
eral medical  community.  Profiles  are  reviewed  on 
a continuous  basis  in  an  effort  to  modify,  through 
continuing  medical  education,  certain  practice 
patterns  which  have  been  deemed  by  the  phy- 
sician Foundation  members  themselves  to  be 
inappropriate  or  unacceptable. 

To  those  members  of  the  medical  profession 
who  have  ignored  the  rising  cost  of  government 
supported  medical  programs,  the  growth  of  the 
Foundation  for  Medical  Care  movement,  the  in- 
crease in  concern  for  the  high  cost  of  private 
health  insurance  premiums,  the  growing  support 
for  accountability  in  all  professions,  and  the 
decline  of  public  trust  in  all  institutions,  but  who 
have  steadfastly  provided  the  finest  medical  care 
possible  at  a fair  price;  the  enactment  of  PSRO 
must  be  inconceivable. 

Nevertheless,  it  is  time  to  realize  “What  gov- 
ernment buys,  government  controls.”  Conse- 
quently, with  the  Federal  government  currently 
buying  over  14  billion  dollars  of  medical  care  a 
year  and  planning  to  spend  even  more  under  a 
national  health  insurance  system,  government 
control  of  medical  care  is  inevitable.  To  prove 
this  point,  physicians  should  be  aware  that  apart 
from  PSRO,  the  Federal  government  currently 
has  the  legal  authority  under  a variety  of  laws  to 
cut  off  Medicare  payments  for  inpatient  hospital 
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service  at  the  20th  day  in  a hospital  where  there 
is  a substantial  failure  to  make  timely  review  of 
long  stay  cases;  to  send  a review  team  made  up 
of  all  types  of  health  professionals  and  consumers 
to  review  any  case  paid  for  with  Social  Security 
funds  when  a physician  or  provider  is  suspected 
of  misrepresentation,  overcharging,  or  providing 
unnecessarv  or  inferior  services;  and  to  reduce 
financial  assistance  under  Medicaid  to  institutions 
for  certain  long  term  cases  unless  the  state  govern- 
ment has  initiated  a utilization  review  procedure. 
(See  Editorial  and  Letter  to  Editor  on  PSRO. — 
Ed.) 

Consequently,  it  would  appear  the  individual 
physician  has  until  January  1,  1976  to  ask  some 
very  difficult  questions: 

Should  I accept  payment  from  the  Medicare, 
Medicaid,  and  Maternal  and  Child  Health  Pro- 
grams and  quite  possibly  a National  Health 
Insurance  system?  If  yes,  am  I willing  to  have 
my  services  reviewed  by  my  fellow  physicians 


under  the  authority  of  a PSRO?  If  no,  can 
I continue  to  meet  the  needs  of  my  patients  and 
maintain  a viable  medical  practice? 

There  are  no  easy  answers. 

Whatever  you  feel  about  PSRO,  it  does  present 
the  profession  with  a continuing  medical  educa- 
tion challenge  and  opportunity  that  it  probably 
should  not  fail  to  accept.  From  my  experience 
as  a member  of  the  American  Medical  Associa- 
tion Council  on  Medical  Education,  I know  how 
important  it  is  that  physicians  and  their  medical 
organizations  establish  continuing  medical  educa- 
tion programs  that  will  correct  the  deficiencies 
identified  by  PSRO’s  and  keep  physicians  up  to 
date.  The  American  Medical  Association  Phy- 
sician’s Recognition  Award  is  a voluntary  pro- 
gram sponsored  by  the  AMA  which  serves  the 
profession  by  documenting  physician  participation 
in  continuing  medical  education.  The  fact  of 
documentation  can  be  vital  in  resisting  further 
intrusion  by  government  into  the  practice  of 
medicine. 
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Tennessee  s Physician  Shortage: 

The  Answer  is  not  more  Medical  Students 

MICHAEL  ZUBKOFF,  Ph.D.,  EDWARD  DELL,  M.A.,  and  JACQUELINE  SHRAGO,  B.A. 


Again  this  year  there  is  much  debate  concern- 
ing the  establishment  of  a new  medical  school  in 
Eastern  Tennessee  at  Johnson  City.  The  problem 
which  initially  prompted  the  medical  school  con- 
troversy last  year  is  unchanged.  Tennessee  is 
suffering  from  a shortage  of  physicians,  the 
situation  being  most  acute  in  the  rural  portions 
of  our  state. 

The  concept  behind  the  building  of  a new 
medical  school  center  assumes  that  if  more  phy- 
sicians were  educated  and  graduated  in  Tennes- 
see then  more  would  stay  and  establish  practices. 
At  the  present  time,  Tennessee  retains  relatively 
few  of  the  physicians  it  graduates.  For  instance, 
in  1967  over  9,000  physicians  educated  in  Ten- 
nessee were  still  practicing  medicine;  however, 
only  30%  were  practicing  in  Tennessee.1  The 
Tennessee  Higher  Education  Commission 
(THEC)  study  on  medical  education  in  the  state, 
and  the  subsequent  study  recommended  by 
Governor  Winfield  Dunn,  recommended  that  to 
overcome  the  physician  shortage,  Tennessee 
should  adopt  for  1980  a goal  to  achieve  the 
physician-population  ratio  which  existed  as  the 
national  average  in  1967,1  132  physicians  per 
100,000  population.  Tennessee  ranked  33rd  in 
the  nation  with  a ratio  of  104  per  100, 000. 2 To 
meet  this  goal  by  1980,  THEC  claims  that  an 
additional  3,400  physicians  must  be  added  to 
Tennessee’s  medical  roster. 

How  will  this  be  achieved?  We  do  not  believe 
expansion  of  the  graduate  facilities  are  the  answer 
to  the  problem,  but  do  support  the  recommenda- 
tion made  by  both  studies  to  establish  clinical 
training  centers  throughout  Tennessee.  A recent 
study  showed  that  enrollment  in  post-graduate 
training  centers  is  more  correlated  with  a higher 
physician-population  ratio  than  is  medical-school 
enrollment.  Another  factor  which  is  highly  cor- 
related with  the  physician-population  ratio  is  the 
socio-economic  conditions  existing  in  a state.  A 
variable  which  also  directly  affects  this  ratio  is 
the  number  of  foreign  trained  physicians  prac- 
ticing in  a state.  Both  major  studies  on  medical 

From  the  Department  of  Family  and  Community 
Health,  Meharry  Medical  College  and  the  Department 
of  Economics,  Vanderbilt  University,  Nashville,  Tenn. 
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education  and  the  shortage  of  physicians  in 
Tennessee  failed  to  examine  Tennessee’s  sub- 
stantial lack  of  foreign  trained  physicians  relative 
to  other  states. 

At  one  time,  Tennessee  maintained  strict  initial 
licensure  requirements  for  foreign  trained  phy- 
sicians. These  discriminatory  laws  were  success- 
ful in  keeping  foreign  physicians  out  of  the  state. 
Recently,  the  licensure  requirements  have  been 
changed,  yet  Tennessee  is  still  unable  to  attract 
its  share  of  foreign  trained  physicians. 

TENNESSEE’S  SHORTAGE  OF 
PHYSICIANS  AND  WHAT  IT  MEANS 

In  1970  there  were  4,658  non-federal  phy- 
sicians in  Tennessee.  If  inactive  physicians, 
medical-school  faculty,  administrators,  and  re- 
search scientists  are  excluded,  there  were  4,017 
physicians  “providing  patient  care.”3  During  1970 
there  was  a .16%  increase  in  non-federal  patient 
care  physician-population  ratio  in  the  United 
States  from  125.1  to  125.3  physicians  per 

100.000,  but  during  the  same  period  the  ratio 
in  Tennessee  decreased  1.5%. 4 

Despite  the  state’s  persistently  low  physician- 
population  ratio,  Tennessee  medical  schools  con- 
tinue to  educate  and  graduate  more  physicians 
than  most  other  states.  The  combined  enrollment 
for  the  ten-year  period,  1959-1968,  resulted  in  an 
annual  average  of  32.7  medical  students  per 

1.000. 000,  which  gave  Tennessee  a rank  of 
fourth  highest  among  all  states.  In  1969-1970, 
Tennessee  graduated  280  physicians  from  its 
three  schools;  only  9 states  graduated  more  phy- 
sicians during  that  year.  From  1959-1968  the 
average  number  of  Tennessee  residents  who 
entered  medical  school  amounted  to  5.14  per 

100.000,  giving  Tennessee  a rank  of  thirteenth 
among  the  50  states  and  the  District  of  Colum- 
bia.5 By  1970  this  had  increased  to  5.4  per 

100,000,  as  compared  to  the  national  average  of 
5.1.  Despite  the  high  enrollment  figures,  Tennes- 
see is  classified  as  a “creditor”  state,  defined  as 
a state  that  issues  fewer  medical  licenses  than  the 
number  of  residents  of  the  state  who  had  entered 
medical  school  five  years  earlier.  There  are  only 
seven  states  with  a higher  creditor  rating  than 
Tennessee.1 
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In  terms  of  continuing  to  attract  students  into 
medical  school  Tennessee  ranked  twelfth  in  the 
nation  in  1971  for  the  absolute  number  of  enter- 
ing students  and  tenth  in  relation  to  its  popula- 
tion size,  41  percent  of  these  being  non-residents 
of  the  state.6 

As  a creditor  state,  Tennessee  consistently 
graduates  many  more  physicians  than  it  grants 
licenses.  For  example,  in  1967,  240  students 
were  graduated  from  Tennessee  medical  schools 
but  only  88  new  physicians  were  licensed,  a 
ratio  of  2.72  graduates  per  each  new  Tennessee 
physician.  In  1968,  there  were  240  graduates  and 
only  131  new  physicians,  a ratio  of  1.89;6  in 
both  years  only  one  other  state  had  a higher 
ratio  (Georgia  in  1967  and  Illinois  in  1968).  In 
1970,  280  medical  students  were  graduated  and 
179  licenses  were  issued,  for  a ratio  of  1.56.  Ap- 
parently Tennessee  is  viewed  as  a much  better 
place  to  go  to  medical  school  than  it  is  as  a 
place  to  practice  medicine. 

Tennessee’s  rural  communities  suffer  the  worst 
from  the  state's  low  physician-population  ratio. 
If  one  were  to  exclude  the  urbanized  counties  of 
Shelby,  Davidson,  Hamilton  and  Knox,  the  state 
physician-population  ratio  would  fall  to  84  per 
100,000.  If  three  more  counties,  Madison,  Sul- 
livan and  Washington,  were  also  deleted,  the 
ratio  would  fall  to  51  per  100,000  for  the  re- 
maining 88  counties.  This  amounts  to  one  phy- 
sician for  every  2,000  persons.  In  1970  seven 
counties  had  only  one  practicing  physician  while 
thirteen  others  had  no  more  than  two.  There 
were  eight  counties  in  which  there  were  more 
than  5,000  persons  per  physician.1  The  accepted 
AMA  standard  is  1.5  physicians  per  1,000 
persons.  In  general  as  one  moves  west  to  east 
across  the  state,  the  physician-population  ratio 
declines. 

Persons  living  in  rural  communities  do  not 
have  adequate  availability  or  accessibility  to  mod- 
ern health  care.  The  distribution  of  physicians 
is  such  that  the  rural  areas  have  an  insufficient 
number  of  physicians  while  the  urban  areas  have 
an  above  average  supply.  As  always  seems  to  be 
the  case,  those  counties  with  the  lowest  per 
capita  incomes  and  the  highest  population  of  poor 
have  the  fewest  physicians. 

MORE  MEDICAL  SCHOOLS  VERSUS 
MORE  GRADUATE  PROGRAMS 

The  Tennessee  Higher  Education  Commission 
and  Governor  Dunn’s  study  recommend  that 


there  be  an  increase  in  the  enrollment  of  the 
entering  classes  of  the  University  of  Tennessee 
College  of  Medicine  at  Memphis  by  40  stu- 
dents per  year,  with  fewer  out-of-state  students, 
and  that  the  state  should  contract  with  Van- 
derbilt University  and  Meharry  Medical  Col- 
lege to  support  the  admission  of  ten  additional 
Tennessee  students  per  year  at  each  school.  This 
would  increase  Tennessee’s  physician-population 
ratio  in  that  even  though  a minority  of  state 
graduates  remain  in  the  state,  those  who  do 
remain  constitute  a majority  of  the  practicing 
Tennessee  physicians.  At  the  end  of  1967,  61% 
of  all  physicians  practicing  in  the  state  were 
graduates  of  Tennessee  schools.  Analysis  shows, 
however,  that  there  is  no  general  relationship 
between  the  number  of  Tennessee  residents  per 
100,000  who  enter  medical  school  and  the  phy- 
sician ratio.  To  determine  the  exact  extent  of  the 
relationship,  the  Spearman  rank  correlation  was 
applied  to  the  two  variables  for  the  period  1959 
to  1968.  The  rank  correlation  was  computed  to 
be  0.09."  Therefore,  states  that  send  a high  pro- 
portion of  their  residents  to  medical  school  are  no 
more  likely  to  have  a high  physician  ratio  than 
states  that  send  a low  proportion.  Tennessee  is 
no  exception  to  the  general  principle.  Results 
clearly  indicate  that  programs  designed  to  encour- 
age more  state  residents  to  enter  medical  school 
are  not  likely  to  increase  the  state’s  physician- 
population  ratio. 

Tennessee  is  blessed  with  three  medical 
schools.  The  combined  enrollment  for  the  ten 
year  period,  1959-1968,  gave  the  state  an  annual 
average  of  32.7  medical  students  per  100,000 
population.  The  analysis  of  the  relationship  be- 
tween medical  student  (all  students,  Tennessee 
residents  and  out-of-state  students)  enrollment 
and  the  physician-population  ratio  is  compli- 
cated, because  several  states  do  not  have  any 
medical  schools,  and  in  several  other  states, 
schools  have  been  introduced  during  the  last  few 
years.  However,  for  all  states  and  the  District 
of  Columbia,  the  rank  correlation  between  the 
annual  average  number  of  medical  students  per 
100,000  and  the  1955-1968  physician  ratios  was 
only  0.39.  Thus  a state’s  medical  school  enroll- 
ment is  somewhat  more  closely  related  to  the 
physician-population  ratio  than  is  the  proportion 
of  state  residents  who  go  to  medical  school. 
Still,  the  correlation  is  not  very  high,  which 
indicates  that  medical  school  enrollment  does 
not  have  a strong  influence  on  the  state  physician 
ratio. 
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Herman  Weiskotten  and  associates  undertook 
a study  in  the  early  sixties  to  analyze  the  relative 
importance  of  various  factors  in  determining 
where  1950  medical  school  graduates  were 
practicing  in  1959.  Weiskotten  suggests  that 
three  residential  and  educational  factors  may  be 
involved.  These  are  (1)  the  proportion  of  state 
residents  attending  medical  school,  (2)  state 
medical  school  enrollment,  and  (3)  graduate 
training  in  the  state.  It  was  reported  that  the 
location  of  one’s  residency  appeared  to  be  more 
important  than  the  location  of  the  medical  school 
or  any  other  factor  in  determining  where  a phy- 
sician practices.  Weiskotten  found  that  of  the 
graduates  he  studied,  43.4%  were  practicing  in 
the  state  where  their  medical  college  was  lo- 
cated; 48.8%  were  practicing  in  the  state  where 
internship  requirements  were  fulfilled;  59.3% 
were  practicing  in  their  home  state;  and  63.1% 
had  located  in  the  state  of  residency  training.8 
These  figures  indicate  that  physicians  tend  to 
locate  in  that  state  in  which  they  receive  their 
residency  training. 

Weiskotten  and  his  associates  did  not  investi- 
gate the  relationship  between  the  intern-resident 
enrollment  and  the  physician-population  ratio. 
Another  more  recent  study  did  determine  this 
correlation.  The  graduate  student-population 
ratio  is  much  more  closely  associated  with  a 
state’s  physician-population  ratio  than  are  the 
home  state  or  total  enrollment  ratios.  The  Spear- 
man rank  correlation  was  0.82  between  the  num- 
ber of  residents  and  interns  per  100,000  for  the 
year  1967  and  the  average  physician-population 
ratio  for  the  period  1955-1967. 9 In  comparison 
with  most  states,  Tennessee  is  not  short  of  resi- 
dents and  interns.  Despite  this  fact,  Tennessee  is 
one  of  only  five  states  that  have  a high  resident- 
intern  ratio  but  a low  physician-population  ratio 
(16th  and  29th  respectively  in  1967). 10  Even 
though  the  resident-intern  ratio  seems  to  be  a 
major  determinant  of  the  physician  ratio  in  most 
states,  it  appears  not  to  have  the  same  favorable 
consequences  for  Tennessee  that  it  has  for  other 
states  with  high  resident-intern  ratios.  Socio- 
economic factors  and  foreign-educated  physicians 
are  probably  the  two  variables  accounting  for 
this. 

SOCIO-ECONOMIC  FACTORS 

Tennessee’s  per  capita  income  for  1960  is 
moderately  correlated  with  the  1955-1967  state 
physician-population  ratio,  the  rank  correlation 
being  0.53. 11  Tennessee’s  rank  of  44th  in  per 
capita  income  partially  explains  its  low  rank  on 
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the  physician  ratio.  In  fact,  analysis  indicates 
that  the  effect  of  the  resident-intern  ratio  on  the 
physician  ratio  does  depend  to  some  degree  on 
the  state’s  per  capita  income.  This  would  be 
expected  in  that  a medical  school  graduate  who 
is  looking  for  a place  to  do  his  internship  or 
residency  will  take  into  consideration  the  eco- 
nomic conditions  of  the  area.  It  is  not  a matter  of 
physicians  being  attracted  to  other  states  because 
of  differences  in  physician  income.  This  is  sug- 
gested by  regional  differences  in  the  physician 
ratio  and  physician  income.  In  1970  the  median 
income  of  physicians  in  the  southern  states  was 
higher  than  it  was  for  the  eastern  and  western 
states,  and  only  slightly  lower  than  that  of  phy- 
sicians in  the  Midwest.  Considering  the  differ- 
ences in  the  cost  of  living,  southern  physicians 
may  be  the  highest  paid  physicians  in  the  country. 
Therefore,  the  lower  physician  ratio  in  southern 
states  appears  not  to  be  due  to  lower  personal 
incomes  found  in  these  states,  but  it  would  ap- 
pear instead  that  physicians  are  in  shorter  supply 
in  these  states  because  of  the  social  and  cultural 
characteristics  which  are  associated  with  weaker 
economic  institutions  which  characterize  these 
states.  Tennessee  is  no  exception  to  this  rule. 

FOREIGN  TRAINED  PHYSICIANS 
IN  TENNESSEE* 

With  respect  to  the  rest  of  the  nation,  Tennes- 
see has  a much  higher  proportion  of  U.S.  and 
Canadian  trained  physicians  as  compared  to 
foreign  trained  physicians  practicing  in  non- 
federal  professional  activities.  The  state  had 
3,768  of  the  former  and  249  of  the  latter  as  of 
1970,  or  approximately  6 percent,  as  compared 
to  20%  nationally.12  While  another  88  foreign 
trained  physicians  have  been  licensed  since  1970, 
we  have  no  information  on  their  state  of  practice 
or  professional  activities. 

Tennessee’s  inability  to  attract  and  retain 
foreign  physicians  has  helped  to  maintain  a low 
physician-population  ratio.  For  instance,  about 
one-fifth  of  all  new  physicians  licensed  in  the 
United  States  during  the  period  1955-70  were 
educated  outside  the  country.  This  ratio  has 
remained  fairly  constant  over  the  years.  How- 
ever, in  1970,  only  6.2%  of  Tennessee’s  phy- 

* This  portion  of  the  paper  is  concerned  only  with 
analyzing  the  number  of  foreign  trained  physicians  in 
Tennessee.  The  authors  realize  the  problem  that  exists 
with  foreign  physicians  leaving  their  countries  to  estab- 
lish practice  in  the  United  States.  The  brain  drain 
dilemma  is  significant,  but  the  scope  of  this  paper  is 
limited  only  to  Tennessee. 
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sicians  were  foreign  trained.  The  actual  effect  of 
this  can  be  seen  in  the  following  figures.  If  Ten- 
nessee had  received  the  same  proportion  of 
foreign  physicians  practicing  in  patient  care  (in 
federal  and  non-federal  categories)  as  did  all  the 
other  states  in  1955-70,  that  is,  if  the  ratio  of 
foreign  physicians  in  patient  care  had  been 
23  per  100,000,  the  state  would  have  a 
physician  ratio  of  117  instead  of  101  per  100,000. 
It  should  be  emphasized  that  only  a 16  year 
period  (1955-1970)  is  being  considered  in  these 
calculations.  In  reality,  the  majority  of  Tennes- 
see’s physicians  began  their  practice  prior  to  this 
period.  Consequently,  if  a longer  period  were 
considered,  it  would  show  that  Tennessee’s  in- 
ability to  attract  foreign  trained  physicians  has 
had  a greater  effect  on  the  state’s  ranking  in  the 
overall  physician  ratio  than  these  figures  indicate. 

Tennessee’s  poor  rating  in  the  foreign  trained 
physician  ratio  seems  to  be  the  result  of  strict 
licensure  laws,  maintained  until  1969,  which 
apparently  acted  as  a barrier  to  foreign  phy- 
sicians, and  as  a result,  few  entered  the  state. 
Tennessee’s  licensure  requirements  for  foreign 
physicians  are  as  follows: 


There  were  some  minor  changes  in  the  re- 
quirements between  1960  and  1968,  but  their 
effect  upon  the  number  of  foreign  trained  phy- 
sicians entering  the  state  would  have  been  in- 
significant. The  major  changes  came  in  1969 
when  Tennessee  dropped  its  citizenship  require- 
ment and  added  the  requirements  of  internship 
and  residing  in  the  U.S.  for  two  years.  In  1969, 
only  14  states  required  citizenship  while  the 
others  had  no  requirements  or  only  called  for  a 
declaration  of  intent.  The  requirement  of  citizen- 
ship is  a substantial  one  in  that  it  usually  takes 
from  five  to  seven  years  for  a person  to  become 
a citizen.  The  citizenship  requirement  apparently 
was  the  primary  barrier  to  foreign  trained  phy- 
sicians. 

The  addition  of  an  internship  cannot  be  con- 
sidered an  uncommon  requirement,  since  by  1969 
all  but  8 states  required  this.  In  the  ten  year 
period  that  licensure  requirements  were  examined, 
Tennessee  is  the  only  state  that  has  instigated  a 
“residing  in  the  U.S.”  requirement.  This  may 
appear  to  discriminate  against  foreign  physicians, 
but  in  practice,  the  requirement  is  not  that  re- 
strictive. During  the  two  year  period,  the  phy- 


Year 


1960- 

1968 


1969- 

1972 


TABLE  I 

Requirements  for  Medical  Licensure  in  Tennessee  1 960-1 972vi 


Admitted  on  Citizenship  Basic  Internship  Certified  Written 

Reciprocal  Science  by  Exam 

Basis  Certificate  E.C.F.M.G. 


yes 

yes  yes 

no 

yes 

yes 

Other 

All  applicants  must  be  from  medical  schools  whose  curriculum 
equals  that  of  the  University  of  Tennessee.  Each  applicant  is 
considered  on  an  individual  basis,  and  must  appear  before  the 
Board  of  Medical  Examiners  before  certification  to  the  Li- 
censing Board  for  a license  to  practice  medicine  in  Tennessee. 

Offers  FLEX** 
Exam 

yes 

no  no 

yes 

yes 

yes 

Other 

Same  as  1960-1968,  plus  each  applicant  must  have  resided  in 
the  United  States  for  a period  of  two  years  immediately  prior 
to  applying  for  the  licensure  examination. 

**  In  1968,  the  Federation  of  State  Medical  Boards 
of  the  United  States  developed  the  FLEX  Exam.  In 
recording  this  TAMA  substituted  "Offer  FLEX  Exami- 
nation” for  “Basic  Science  Certificate.”  Tennessee  still 
requires  the  basic  science  certificate,  but  next  year  will 
offer  the  FLEX  Examination. 


sician  is  able  to  complete  his  internship  and 
other  requirements. 

To  become  licensed,  a foreign  trained  phy- 
sician must  successfully  complete  the  state  re- 
quirements (internship,  certification  by  the 
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ECFMG,  etc.)  before  becoming  eligible  to  take 
the  licensure  examination.  If  this  is  passed,  the 
person  is  certified  by  the  Board  of  Medical 
Examiners.  Board  certification  means  that  the 
applicant  has  completed  all  the  requirements  and 
is  now  eligible  to  be  licensed.  The  physician  is 
sent  an  application  for  licensure  which  is  filled 
out  and  returned  with  the  license  fee.  Once  the 
application  is  received,  the  individual  is  sent  a 
license  by  the  State  Licensing  Board  of  the  Heal- 
ing Arts,  allowing  the  person  to  practice  medicine 
in  Tennessee. 

A symptom  of  Tennessee’s  inability  to  attract 
foreign-trained  physicians  before  the  licensure 
change  is  indicated  by  data  in  the  following 
table: 15 


At  the  same  time,  Tennessee  internship  and 
residency  programs  experienced  significantly 
higher  vacancy  rates  than  the  national  average. 
This  unused  capacity  could  be  used  to  increase 
the  number  of  foreign-trained  physicians  locating 
in  Tennessee. 

The  effects  of  the  1969  change  in  licensure 
requirements  were  not  felt  until  1970.***  Table 
3 indicates  the  changes  that  did  take  place. 

The  change  in  the  licensure  requirements 
brought  about  a significant  increase  in  the  over- 
all number  of  foreign  trained  physicians  that 
qualified  to  take  the  licensure  exam.  However, 
in  the  special  case  of  reciprocity,  one  can  see 
that  a number  of  persons  have  qualified  but  none 
have  become  licensed  in  the  last  five  years.  In 


TABLE  2 

Residency  and  Internship  in  Tennessee  and  the  United  States,  1970 


No. 

Tennessee 

% 

United  States 

No. 

% 

Residents  on  Duty  (9/1/70) 

U.S.  or  Canadian  graduates 

537 

85% 

26,277 

67% 

Foreign  graduates 

95 

15% 

12.943 

33% 

Interns  on  Duty  (9/1/70) 

U.S.  or  Canadian  graduates 

184 

95% 

8.213 

71% 

Foreign  graduates 

9 

5% 

3.339 

29% 

Residencies  not  filled 

22% 

15% 

Internships  not  filled 

35% 

25% 

These  data  show  that  Tennessee  internship  and 
residency  programs  have  been  relatively  inacces- 
sible or  unattractive  to  foreign  graduates  as 
compared  to  the  nation  as  a whole.  It  has  previ- 
ously been  shown  that  a high  correlation  exists 
between  place  of  graduate  training  and  place  of 
practice.  Thus  it  appears  that  Tennessee  is  miss- 
ing a significant  opportunity  to  recruit  foreign- 
trained  physicians. 

***  Information  from  the  Health  Related  Boards, 
State  of  Tennessee,  indicates  a discrepancy  with  infor- 
mation supplied  by  the  state  to  the  AMA  for  these 
publications.  The  former  sources  shows: 

Year  1969  1970  1971  1972 

No.  Licenses  issued  13  28  54  82 

As  of  Dec.,  1970,  foreign  trained  physicians  in  all  pro- 
fessional activities  in  Tennessee  amounted  to  306  but 
only  95  had  full  licensure,  211  had  not  completed  li- 
censure requirements  and  had  temporary  licenses  be- 
cause they  did  not  fulfill  the  citizenship  requirement. 
{Op  cit,  Haug,  Martin,  Foreign  Medical  Graduates  in 
US,  p 305.)  It  seems  reasonable  that  this  group  is 
being  issued  permanent  licenses  since  the  change  in 
requirements  but  they  do  not  reflect  additions  to  the 
medical  profession  as  they  have  already  been  included 
in  previous  years  in  the  AMA  statistics. 


fact,  during  the  period  between  1966-1972,  only 
one  foreign  trained  physician  was  licensed  through 
reciprocity,  in  order  for  one  to  become  licensed 
under  this  arrangement,  he/she  must  be  a citizen. 

However,  it  must  be  acknowledged  that  Ten- 
nessee has  so  far  failed  to  retain  a large  propor- 
tion of  the  foreign  graduates  with  residency 
training  in  the  state.  As  of  December  31,  197012 
only  62  (22.4  percent)  of  the  276  physicians  in 
this  category  had  remained  to  practice,  whereas 
for  the  U.S.,  approximately  one-half  (47.4  per- 
cent) of  all  foreign  graduates  were  practicing  in 
the  same  state  where  they  received  training. 

CONCLUSIONS  AND  IMPLICATIONS 

In  summary,  evidence  shows  that  Tennessee  is 
in  a superior  position  to  most  states  in  the  variable 
that  is  most  closely  associated  with  the  physician 
ratio — the  resident-intern  ratio.  It  is  also  in  a 
superior  position  with  respect  to  medical-school 
enrollment,  which,  however,  is  less  closely  asso- 
ciated with  the  physician  ratio.  In  addition, 
Tennessee  ranks  high  in  the  proportion  of  Ten- 
nessee residents  attending  medical  school  but  this 
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TABLE  3 

Foreign  Licensure  Statistics  for  Tennessee  1968-1972 14 


Year 

No.  Taking 
The  Licensure 
Exam 

No.  Passing 
Thus  Being 
Certified  For 
Licensure 

No.  Licensed 
By  Exam 

No.  Eligible 
For  Licensure 
By  Reciprocity 

No.  Licensed 
By  Reciprocity 

1968 

2 

2 

2 

8 

0 

1969 

0 

0 

0 

14 

0 

1970 

37 

36 

3 

1 

0 

1971 

55 

55 

36 

8 

0 

1972 

53 

53 

44 

0 

is  not  apt  to  lead  to  substantial  improvement 
in  the  physician  ratio.  Despite  these  facts,  (1) 
the  Tennessee  Higher  Education  Commission  and 
Governor  Dunn’s  report  recommend  expanding 
the  University  of  Tennessee  College  of  Medicine 
and  contracting  with  both  Vanderbilt  University 
and  Meharry  Medical  College  for  spaces  re- 
served for  Tennessee  students,  (2)  the  legisla- 
ture authorized  a new  medical  school  to  be  estab- 
lished in  East  Tennessee. 

The  state  should  not  waste  the  people’s  money 
on  these  relatively  ineffectual  attempts  to  alleviate 
the  shortage  of  physicians  when  other  measures 
would  result  in  a greater  number  of  physicians 
locating  in  Tennessee.  Socio-economic  factors  are 
not  likely  to  change  dramatically  over  the  next 
few  years  so  there  remain  only  two  ways  for  the 
state  to  increase  the  number  of  physicians  by  the 
prescribed  3,400  by  1980.  First,  THEC  and  the 
Governor’s  study  suggest  that  clinical  training 
centers  for  senior  medical  students  be  established, 
thus  increasing  the  number  of  intern  and  resi- 
dency positions.  This  should  be  done  in  lieu  of 
expanding  medical  school  facilities.  Governor 
Dunn’s  report  also  recommends  a regional  med- 
ical care  concept  with  university  medical  centers, 
regional  health  education  centers,  clinical  training 
centers,  and  primary  care  centers  all  intercon- 
nected, thus  making  quality  medical  care  acces- 
sible to  all.  This  is  an  admirable  idea,  but  as  even 
the  report  admits,  the  problems  associated  with 
an  organizational  scheme  such  as  this  are  enor- 
mous. Secondly,  Tennessee  should  take  an  active 
role  in  improving  its  foreign  physician  ratio. 
Historically,  very  few  foreign  trained  physicians 
have  been  licensed  in  Tennessee.  In  1969  dis- 
criminatory requirements  were  dropped,  thus  in- 
creasing the  number  of  persons  that  are  eligible 
for  and  receiving  licensure  in  the  state.  The  state 


still  needs  to  take  stock  of  itself  concerning  social 
and  cultural  factors,  in  particular  sex  and  racial 
characteristics  of  foreign  physicians,  which  might 
cause  those  receiving  licenses  to  avoid  practicing 
here. 
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Review  of  the  Functional 
Neuromuscular  Transmission  Unit 


Neuromuscular  Transmission:  Effect  of 
Guanidine  and  Botulinum  Toxin 

I.  Functional  Components 

A.  Miniature  End  Plate  Potentials  (MEPP) 

B.  End  Plate  Potentials 

C.  Examples  of  Neuromuscular  Block 

D.  Methods  of  Intracellular  Recordings 
IE  Effect  of  Guanidine 

A.  Type  of  Action 

B.  Clinical  Implications 
III.  Effects  of  Botulinum  Toxin 

A.  Clinical  Features  of  Botulinum  Intoxication 

B.  Post-Tetanic  Potentiation 

I.  FUNCTIONAL  REVIEW  OF 

NEUROMUSCULAR  JUNCTION 

There  are  four  steps  in  neuromuscular  trans- 
mission:7,12 

(1)  Propagation  of  the  action  potential  in  the 
nerve  ending 

(2)  Liberation  of  Acetylcholine  by  the  action 
potential 

(3)  Depolarizing  of  the  muscle  end  plate  po- 
tential in  muscle  fiber 

(4)  Triggering  of  the  action  potential  in 
muscle  fiber 

A.  Concept  of  Acetylcholine  quantum 

At  the  resting  neuromuscular  junction,  small 
quantities  of  Acetylcholine  (ACh)  are  con- 
tinuously being  liberated  from  the  motor  nerve 
terminals  in  the  form  of  multimolecular  units 
called  ACholine  quanta  packages.  If  a micro- 
electrode is  inserted  into  the  muscle  fiber  at  the 
end  plate  region,  the  increase  in  membrane 
permeability  caused  by  these  small  quantities  of 
ACh  can  be  recorded  as  miniature  end  plate 
potentials  (MEPP)  which  are  usually  1 millivolt 
in  amplitude,  much  less  than  is  required  to  trig- 
ger a response  in  a muscle  fiber.  They  occur  at 
random  intervals,  with  spontaneous  frequency  at 
about  one  per  second.2,5'8,13  The  frequency  is 
increased  if  the  nerve  terminal  is  depolarized  by 
electric  current,  by  increasing  external  potassium, 
or  by  increasing  the  calcium  content  of  the  media. 

Some  investigators5,6,13  have  found  the  MEPP 
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to  occur  at  frequencies  of  1-34/sec.  in  different 
muscle  fibers  with  the  majority  between  2 and 
10/sec.  with  an  amplitude  varying  between  0.5 
and  1.5  mV  in  different  fibers. 

Factors  affecting  the  miniature  end  plate  po- 
tential:2’10 By  increasing  the  temperature  up  to 
a range  of  30-38°  C.,  the  frequency  of  release  of 
ACh  quanta  or  the  production  of  MEPP  follows 
a linear  ascending  relationship.  Under  normal 
conditions,  the  average  frequency  of  miniature 
end  plate  potentials  is  increased  slightly  by  single 
nerve  stimuli,  and  is  greatly  increased  for  several 
minutes  by,  repetitive  nerve  stimulation.2’7  High 
calcium  concentration  increases  the  frequency  of 
MEPP,  whereas  low  calcium  concentration  de- 
creases the  frequency  of  MEPP.2,5,7,13  High  con- 
centrations of  magnesium  decrease  the  frequency 
of  MEPP.  Effect  of  other  drugs  and  toxics  dis- 
cussed elsewhere  in  this  paper.  When  excellular 
potassium  is  increased,  the  amplitude  and  fre- 
quency of  the  end  plate  potentials  is  increased.2,5 

B.  End  Plate  Potential  (EPP) 

When  a nerve  impulse  reaches  the  motor  nerve 
terminal,  it  causes  a rapid  depolarization  of  the 
nerve  ending,  and  a nearly  simultaneous  release 
of  a large  number  of  ACh  quanta.  The  quantity 
of  ACh  normally  liberated  gives  rise  at  the  end 
plate  potential  (EPP)  so  large  that  it  triggers  a 
propagated  action  potential  in  the  muscle  fiber 
and  muscle  contraction  results.2,5,6,13 

If  the  number  of  ACh  quanta  released  by  the 
nerve  action  potential  is  decreased  as  occurs 
when  external  calcium  is  lowered,  or  magnesium 
is  increased,  the  resulting  end  plate  depolariza- 
tion may  be  too  small  to  trigger  an  action  po- 
tential in  the  muscle  fiber. 

The  end  plate  potential  (EPP)  can  also  be 
made  subthreshold  by  rendering  the  muscle  end 
plate  membrane  less  sensitive  to  ACh,  for  in- 
stance with  curare-like  drugs  or  by  blocking  the 
synthesis  of  ACh  by  hemicholinium. 5,7,13  In  these 
circumstances  stimulation  of  the  transmitter  re- 
lease causes  the  quantity  of  ACh  in  each  EPP 
to  decrease  progressively.  In  turn  there  is  a de- 
crease of  the  number  of  the  MEPP,  and  of  the 
EPP  evoked  by  nerve  stimulation,  and  block  in 
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neurotransmission  occurs. 2,5,7  43 

Comparison  of  the  sizes  of  EPPs  and  of  spon- 
taneous MEPP  provides  a basis  for  a rough 
estimate  of  the  number  of  constituent  miniature 
potentials  in  a nerve  induced  EPP.  The  best 
measurement  of  maximal  EPP  during  the  relative 
refractory  period  after  a transmitted  impulse 
yielded  amplitudes  of  52-54  mV,  while  action  and 
resting  potentials  were  103  and  65  mV,  respec- 
tively.2,5’6 The  mean  amplitude  of  MEPP  in  most 
experiments  has  been  about  0.9  mV,  suggesting 
a ratio  of  amplitudes  of  at  least  sixty  miniature 
end  plate  potentials  to  one  normal  end  plate 
potential.2,5 

C.  Examples  of  Neuromuscular  Block 

In  Myasthenia  Gravis,  the  presynaptically  re- 
leased transmitter  package  causes  an  end  plate 
depolarization  which  is  much  smaller  than 
normal;  however,  the  number  of  transmitted 
packages  of  ACh  released  is  within  normal  limits. 
Because  no  reduction  in  the  sensitivity  of  the 
postsynaptic  membrane  to  ACh  analog  can  be 
found,  the  evidence  strongly  suggests  that  the 
quantity  of  ACh  in  each  transmitter  package  is 
reduced.7 

In  the  Myasthenic  syndrome,  the  defect  is  dif- 
ferent from  Myasthenia  Gravis,  and  similar  to 
the  one  induced  by  excess  Magnesium,  botulinum 
toxin,  Neomycin,  Colymicin,  Streptomycin,  etc., 
which  are  known  to  decrease  the  number  of  ACh 
packages  released  per  impulse.7,12 

D.  Methods  of  Intracellular  Recording 

When  a muscle  is  soaked  in  a solution  contain- 
ing approximately  10  mM  of  MgCl2,  and  supra- 
maximal stimuli  delivered  to  the  nerve  at  different 
frequencies,  transmission  becomes  blocked  and 
subthreshold  EPP’s  can  be  recorded  at  individual 
junctions.  A characteristic  feature  of  these  re- 
sponses is  their  random  fluctuation  in  successive 
recording. 

If  the  response  is  further  reduced  by  increasing 
Mg+ + or  lowering  Ca  + + concentrations,  the  am- 
plitude fluctuations  become  even  more  pro- 
nounced and  are  found  to  be  discontinuous  in 
character.  Under  these  conditions,  on  the 
average,  only  about  one  out  of  seven  nerve 
impulses  elicits  an  end  plate  potential  whose  size 
is  of  the  same  order  of  magnitude  as  the  spon- 
taneous potentials.7  This  behavior  is  character- 
istic of  block  by  Mg  and  low  Ca,  and  very 
different  from  curare  block.  With  increasing 
doses  of  curarine,  the  EPP  at  individual  junctions 
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is  progressively  reduced  in  size  and  may  eventu- 
ally become  undetectable  but  the  response  does 
not  fluctuate  in  a quantal  manner  as  it  does  with 
the  type  of  block  under  discussion. 

If  one  proceeds  to  add  Mg++  or  withdraw 
Ca+  +2,5,6,11  a practical  limit  is  reached  when  the 
EPP  response  becomes  too  infrequent  to  be 
distinguished  from  a spontaneous  discharge. 
There  are  no  differences  in  amplitude  which 
would  enable  one  to  discriminate  between  the 
two  forms  of  activity;  the  difference  depends 
entirely  on  the  constant  latency  of  the  evoked 
response  and  random  timing  of  the  spontaneous 
discharges. 

Most  experiments  are  made  at  an  intermediate 
level  of  blocking  when  the  proportion  of  failure 
of  the  given  stimuli  to  produce  an  EPP  is  in  the 
range  of  50%.  Many  of  the  EPP  fall  evidently 
within  the  range  of  sizes  of  the  spontaneous 
potentials.  Others  are  larger  and  probably  repre- 
sent multiple  units  of  response. 

Application  of  the  Poisson’s  Law  for  Determin- 
ing Quanta  of  ACh:2’5’7’11 

Assume  that  we  have  at  each  nerve  muscle 
junction  a population  of  “n”  units  capable  of 
responding  to  a nerve  impulse.  Suppose  further, 
that  the  average  probability  of  responding  is  “p”; 
then  the  mean  number  of  units  responding  to  one 
impulse  “m”  is  m = np.  Under  normal  condi- 
tions, “p”  may  be  assumed  to  be  relatively  large, 
that  is,  a fairly  large  part  of  the  synaptic  popula- 
tion responds  to  an  impulse.  However,  as  the 
Ca++  is  decreased,  and  the  Mg  + + is  increased, 
the  chances  of  responding  are  markedly  di- 
minished. 

From  detailed  analysis  of  amplitude  of  nerve 
stimulation  results  and  the  amplitude  of  mean 
spontaneous  MEPP,  and  plotting  them  in  an 
histogram,  it  is  clear  that  there  are  at  least  two 
peaks,  at  0.6  and  1.2  millevolts,  respectively,5,7 
corresponding  to  1 and  2 times  the  mean  ampli- 
tude of  the  spontaneous  MEPP  and  thus  indicat- 
ing that  the  EPP  evoked  by  nerve  stimuli  are 
being  built  of  units  identical  to  the  spontaneous 
occurring  MEPP.  The  mean  number  of  quanta 
per  nerve  impulse  of  the  quantum  content  (m) 
can  then  be  calculated  as: 

mean  amplitude  of  EPP:  0.56  mv:  0.93 

m — mean  amplitude  of  MEPP  0.60  mv 

or  by  applying  Poisson’s  law: 

number  of  failures 
e~m  - number  of  impulses 
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number  of  impulses  535 

or  m = In  — = In  — = 0.89 

number  of  failures  219 

The  two  independent  estimates  of  the  quantum 
content  are  similar  and  we  may  conclude  that  the 
EPP  are  composed  of  units  identical  to  the 
MEPP  and  that  the  number  of  units  per  EPP  is 
distributed  according  to  Poisson’s  law.2’57  The 
above  estimates  have  been  exactly  documented  in 
cases  of  Myasthenic  syndrome,  neuromuscular 
block  with  magnesium  and  other  toxins  acting  at 
the  same  level. 

II.  EFFECT  OF  GUANIDINE 

A.  Action  of  Guanidine 

NHo 

Structure:  C = NH 

NH2 

In  the  early  studies  of  the  effect  of  guanidine 
in  the  end  plates,  it  was  noticed  that  the  drug 
increases  the  amplitude  of  the  EPP  in  the 
curarized  muscle  fiber.15’17 

Extensive  studies  have  shown  that  guanidine 
does  not  exert  its  effect  by  increasing  the  sensi- 
tivity of  the  end  plate  to  ACh,  nor  by  inhibiting 
the  activity  of  the  cholinesterase,  but  rather  by 
increasing  the  quantity  release  of  the  ACh 
from  the  nerve  endings.17  The  electrical  prop- 
erties of  the  membrane  are  not  affected  by 
guanidine. 

Detailed  studies  demonstrated  that  neither  the 
frequency  nor  the  size  of  the  MEPP  are  appreci- 
ably affected  by  guanidine.17  The  evidence  indi- 
cates that  the  quantum  content  of  the  EPP  rather 
than  the  unit  size  are  increased  by  guanidine. 

One  of  the  most  characteristic  effects  of 
guanidine  treated  nerve  muscle  preparations  is 
the  appearance  of  spontaneous  twitchings  of 
striated  muscles.  Intracellular  recording  simul- 
taneously show  the  appearance  of  end  plate 
potentials  of  more  than  5 mV  in  size17  (giant 
potentials).  The  origin  of  these  giant  potentials 
is  not  clear,  but  neither  the  summation  of  MEPP 
nor  lowering  of  threshold  below  the  level  of 
MEPP  are  the  cause.  These  giant  potentials  and 
spontaneous  twitches  are  nullified  by  the  addition 
of  Ca+  + . It  is  suggested  that  the  antagonism 
between  calcium  and  guanidine  is  presynaptic.17 

Electrophysiological  studies  had  suggested  that 
the  neuromuscular  benefit  of  guanidine  is  due  to 
increased  amplitude  of  presynaptic  spikes  arriv- 
ing during  a positive  after  potential  left  by  the 


preceding  impulses.  The  fact  that  neuromuscular 
facilitation  by  itself  is  not  affected  by  guanidine 
might  suggest  that  the  drug  has  no  effect  on  the 
positive  after  potential  of  nerve  endings.12’17’20 

The  appearance  of  spontaneous  giant  spon- 
taneous potentials  whose  amplitude  is  smaller 
than  that  of  normal  EPP  but  much  larger  than 
that  of  MEPP  strongly  suggests  preterminal 
points  (e.g.  after  the  branching  of  the  axon)  to 
be  the  site  of  action  of  guanidine.17 

From  another  aspect,  it  is  suggested  that  the 
increase  of  quantum  content  of  EPP  is  due  not 
to  increased  synthesis  of  ACh  but  rather  because 
under  normal  conditions  the  production  of  a 
normal  EPP  involves  only  a fraction  (e.g.  %) 
of  the  total  presynaptic  population  of  ACh  re- 
lease units,  and  that  the  latent  units  are  recruited 
either  by  raising  the  Ca++  concentration  or  by 
guanidine. 

Other  drugs  that  seem  to  act  in  a similar 
manner  as  guanidine  and  at  the  same  level  are 
3-hydroxyphenyltrimethylammonium  and  tetrae- 
thylammonium.17 

B.  Clinical  Uses  of  Guanidine 

Because  of  its  effect  in  neuromuscular  trans- 
mission, guanidine  has  been  used  with  success  in 
cases  that  have  in  common  a block  in  the  release 
of  ACh,9,17  such  as  Botulinum  intoxication,  mag- 
nesium intoxication,  Myasthenic  syndrome 
secondary  to  some  antibiotics  toxicity,  e.g. 
Streptomicin,  Kanamycin,  Colymicin,  Neomycin, 
etc. 

Its  success  has  been  extremely  good  in  patients 
that  have  the  myasthenic  syndrome  secondary  to 
Small  Cell  Carcinoma  of  the  Lung  (Eaton 
Lambert  Syndrome).  These  patients  present 
clinically  with  generalized  proximal  weakness  and 
difficulty  in  initiating  movements.  They  show  a 
very  characteristic  EMG  abnormality7’12  consist- 
ing of  ( 1 ) very  low  evoked  potential  to  single 
stimulation,  (2)  decrement  of  evoked  potential 
at  low  frequencies,  (3)  increase  of  the  size  of 
the  evoked  potential  at  high  frequencies  of 
stimulation,  and  (4)  increase  in  the  size  of  the 
evoked  potential  after  exercise.  The  clinical  signs 
as  well  as  the  electrical  abnormalities  have  re- 
sponded extremely  well  to  a dose  of  20  to  35 
mg/Kg/day  of  guanidine.7’12’20 

Before  the  Cholinesterase  inhibitors  became 
popular  in  the  treatment  of  Myasthenia  Gravis, 
guanidine  was  used  with  relatively  good  results 
in  this  disease.15’16’18 
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III.  EFFECT  OF  BOTUFINUM  TOXIN  IN 
NEUROMUSCUFAR  TRANSMISSION 

A.  Clinical  Features  of  Botulinum  Intoxication 

Botulinum  toxin  is  produced  by  Clostridium 

botulinum  and  parabotulinum,  which  are  anaero- 
bic bacteria.  The  disease  is  acquired  by  the 
ingestion  of  contaminated  food,  particularly 
canned.  One  case  has  been  reported  secondary 
to  a wound.1,3,4  22  The  toxin  can  be  neutralized 
by  heating.  Type  “A”  toxin  is  the  more 
virulent.1,3 

Incubation  time  varies  from  12  to  72  hours. 
Symptoms  usually  start  with  gastrointestinal  up- 
set, followed  by  dizziness,  malaise,  diplopia,  and 
generalized  progressive  weakness.  Any  of  the 
cranial  nerves  except  I and  II  can  be  involved. 

Botulinum  toxin  has  been  analyzed  and  found 
to  be  a Polypeptide.  Early  electrophysiological 
studies  have  suggested  that  botulinum  type  “A” 
toxin  acts  on  motor  nerve  terminal  filaments 
proximal  to  the  site  of  release  of  ACh.  This 
conclusion  was  based  mainly  on  two  consistent 
findings:  (1)  No  EPP  were  found  on  the  sur- 

faces of  end  plate  regions  of  whole  muscles  when 
neuromuscular  transmission  ceased,  and  (2) 
direct  stimulation  of  blocked  neuromuscular  prep- 
arations released  approximately  the  same  amounts 
of  ACh  as  did  stimulation  of  the  nerve  trunk 
before  toxin  caused  paralysis.2 

B.  Post  Tetanic  Potentiation 

The  facts  indicate2'20  that  just  after  junctional 
transmission  is  blocked  with  toxin,  repetitive 
stimulation  of  the  motor  nerve  re-establishes 
muscle  response  to  single  nerve  stimulation  for 
several  minutes  (Post  tetanic  potentiation  or 
PTP).  Neuromuscular  facilitation  (potentiation) 
has  been  shown  to  be  accompanied  by  an  in- 
creased probability  of  discharge  on  MEPP.2 

Post  tetanic  potentiation  was  found  to  be  ef- 
fective in  relieving  neuromuscular  block,  i.e.  in 
permitting  subsequent  single  nerve  stimuli  to  set 
up  an  action  potential,  as  long  as  the  frequencies 
of  MEPP  were  raised  to  about  the  normal  rate 
at  which  transmission  is  still  possible  for  single 
nerve  stimulation  in  the  normal  junction.2 

The  exact  mechanism  of  botulinum  toxin  seems 
to  be  that  neuromuscular  transmission  block  re- 
sembles that  of  a medium  low  in  calcium  or  high 
in  Mg,2,9,20  but  it  is  distinct  from  it  and  all  other 
processes  affecting  the  presynaptic  path  in  that 
botulinum  toxin  depresses  spontaneous  release  of 
ACh  as  well.2 
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Post  tetanic  potentiation  seems  to  act  by  in- 
creasing the  frequency  of  random  activity 
(MEPP)  as  well  as  the  quantum  content  of  the 
EPP.  Botulinum  toxin,  as  would  be  expected 
from  the  quantum  theory,  decreases  the  frequency 
of  MEPP,  but  does  not  affect  its  amplitude  be- 
cause they  are  units,  and  function  in  an  all  or 
none  basis.5 

SUMMARY 

1.  Acetylcholine  under  normal  conditions  is 
released  in  the  functional  neuromuscular  unit,  in 
small  packages  called  Quantums. 

2.  These  packages  of  ACh  behave  as  functional 
units  in  an  all  or  none  way,  and  produce  spon- 
taneous and  random  minimal  end  plate  depolar- 
izations, called  miniature  end  plate  potentials. 
Amplitude  0.5  to  1.5  mV,  frequency  2-10/sec. 

3.  The  end  plate  potential  is  composed  of  the 
sum  of  about  80-90  MEPP,  its  amplitude  is  70  to 
80  mV. 

4.  In  the  depression  of  neuromuscular  trans- 
mission by  excess  Mg++,  antibiotics,  myasthenic 
syndrome,  the  number  of  MEPP  is  decreased  as 
well  as  the  amplitude  of  EPP;  but  the  size  of  the 
MEPP  remains  unchanged. 

5.  Guanidine  exerts  its  beneficial  effect  by  in- 
creasing the  quantum  content  of  the  end  plate 
potential,  and  not  by  altering  the  frequency  of 
the  MEPP. 

6.  Because  of  its  properties,  Guanidine  is  a 
very  useful  drug  in  the  treatment  of  intoxications 
with  Mg+  + , Botulinum  toxin,  and  antibiotics  that 
block  neuromuscular  transmission. 

7.  Botulinum  toxin  affects  the  neuromuscular 
transmission  by  decreasing  the  frequency  of 
MEPP. 

8.  The  facilitation  (post  tetanic  potentiation — 
PTP)  obtained  at  high  frequency  stimuli  in  cases 
of  presynaptic  block  is  secondary  to  an  increase 
in  the  frequency  of  MEPP. 
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Drug  Evaluation  Study  Request 

The  Division  of  Cardiology.  Vanderbilt  University  Medical  Center,  has  received  approval 
to  participate  in  a multi-center  double-blind  study  on  a new  beta  adreno-receptor  blocking 
compound,  Tolamolol.  This  drug  has  been  evaluated  in  the  United  Kingdom  and  Australia 
and  has  been  shown  to  be  a predominantly  negative  chronotropic  and  a lesser  inotropic 
action  on  the  heart  than  the  only  other  beta  blocker  available. 

The  greatest  therapeutic  benefits  of  this  drug  can  be  expected  in  the  management  of 
chronic  ambulant  angina  pectoris.  It  is  hoped  that  attacks  of  ischemic  pain  may  be  sig- 
nificantly reduced  by  the  drug. 

The  Division  of  Cardiology  is  seeking  your  help  in  referring  patients  for  this  study.  The 
drug  appears  to  have  minimal  adverse  effects.  The  Division  is  seeking  the  following  types  of 
patients  with  ischemic  heart  disease. 

(1)  Male  and  female  outpatients  greater  than  21  years  of  age 

(2)  Typical  symptoms  of  typical  substernal  pain  usually  precipitated  by  exertion  and  lasting 
no  more  than  five  minutes 

(3)  Positive  exercise  test 

(4)  A minimum  of  four  to  five  anginal  attacks  per  week 

Excluded  from  the  study  would  be: 

( 1 ) Pregnant  women 

(2)  Concomitant  anti-anginal  drug  therapy  with  the  exception  of  sublingual  glyceryl 
trinitrate 

(3)  Any  evidence  suggestive  of  impending  myocardial  infarction 

(4)  Bronchospasm 

(5)  Bradycardia 

(6)  Second  or  third  degree  A-V  block 

The  duration  of  the  study  will  be  for  twenty-eight  weeks  and  if  any  deterioration  in  the 
patient’s  condition  were  to  occur,  withdrawal  from  the  program  would  be  immediate.  The 
interest  of  the  patient's  well-being  will  prevail  throughout  the  study.  The  study,  if  successful, 
should  provide  us  with  another  significant  drug  in  the  management  of  ischemic  disease. 

Contact:  Bruce  Sinclair-Smith,  M.D. 

Division  of  Cardiology.  Dept,  of  Medicine 
Vanderbilt  University  School  of  Medicine 
Nashville,  Tenn.  37203 
Telephone  (615)  322-2318 
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Hypertension  Screening 

Hypertension  is  the  most  common  chronic 
disorder  with  which  the  physician  must  deal  in 
outpatient  medicine.  The  1960-1962  National 
Health  Survey  indicated  that  15%  of  the  adult 
population  suffered  from  blood  pressure  eleva- 
tion of  160/95  or  higher  and  another  sizeable 
percentage  had  blood  pressures  from  140/90  to 
1 59/94. 1 These  startling  statistics  have  been 
confirmed  in  a number  of  subsequent  mass 
screening  programs  throughout  the  United  States. 

Morbidity  and  mortality  studies,  primarily  from 
insurance  companies,  have  indicated  hypertension 
to  be  a major  risk  factor  in  coronary  heart  dis- 
ease, hypertensive  heart  disease,  cerebrovascular 
disease  and  renal  disease.  The  Veterans  Adminis- 
tration Cooperative  Study  Group  has  presented 
convincing  evidence  that  the  increased  morbidity 
and  mortality  from  hypertension  can  be  reduced 
significantly  if  hypertension  is  controlled  with 
medications.2  The  majority  of  hypertensives, 
however,  are  either  undetected,  untreated,  or  in- 
adequately treated.  This  problem  is  compounded 
by  the  fact  that  hypertension  is  a disease  without 
symptoms,  and  even  if  recognized  it  often  does 
not  elicit  a response  from  either  patients  or 
physicians  until  the  development  of  a cardio- 
vascular complication.  The  major  challenges 
which  clinicians  who  deal  with  hypertension  must 
now  face  are  the  identification  of  those  patients 
whose  blood  pressure  places  them  at  a sig- 
nificantly increased  risk  of  hypertension-related 
morbidity,  and  the  development  of  techniques 
which  will  assure  that  patients  identified  as  being 
hypertensive  will  have  their  blood  pressure  ade- 
quately controlled  on  a continuous  basis.  The 
first  of  these  challenges  is  most  efficiently  met 
by  a mobile  van  or  clinic  set  up  at  shopping 
centers  which  permits  rapid  screening  for  hyper- 
tension of  a representative  population.  The 
second  challenge  can  be  met  only  through  an 
increased  awareness  by  both  patients  and  phy- 
sicians of  hypertension  and  its  sequellae. 

In  September  1973,  members  of  the  306th 
Medical  Clearing  Company  contacted  the  Middle 
Tennessee  Heart  Association  about  setting  up  a 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital,  Nashville,  Tenn.  37232. 


program  of  hypertensive  screening  in  Middle 
Tennessee.  Since  then,  3,450  subjects  have  been 
screened  for  hypertension  at  monthly  screenings 
held  in  shopping  centers  in  Davidson  County. 
This  report  contains  the  results  of  six  monthly 
screenings  performed  by  members  of  the  306th 
Medical  Clearing  Company,  nurse  volunteers 
from  Davidson  County  and  members  of  the 
Middle  Tennessee  Heart  Association.  Interpreta- 
tion of  the  data  gathered  from  questionnaires  and 
from  blood  pressure  readings  was  processed  by 
members  of  the  Hypertension  Center,  Vanderbilt 
University  Hospital.  Blood  pressures  were  re- 
corded by  a nurse  or  army  medic  skilled  in  taking 
blood  pressure  using  an  anaeroid  sphygmoma- 
nometer. A single  determination  of  blood  pressure 
was  performed  as  suggested  by  Wilbur  et  al.3 
Questionnaires  seeking  information  about  previ- 
ous history  of  hypertension,  current  antihyperten- 
sive therapy,  oral  contraceptive  use,  family  history 
of  hypertension,  and  occurrence  of  morbid  events 
were  filled  out  by  the  personnel  recording  the 
blood  pressure. 

The  relationship  between  blood  pressure  and 
morbidity-mortality  is  a quantitative  one  from 
the  lowest  to  the  highest  pressures;  nonetheless, 
certain  arbitrary  blood  pressures  must  be  as- 
signed in  order  to  define  the  severity  of  blood 
pressure  elevation  in  such  a study.  Categoriza- 
tion of  severity  of  hypertension  was  made  on  the 
basis  of  a patient’s  physiologic  mean  blood 
pressure  (Vs  pulse  pressure  added  to  the  diastolic 
pressure).  A mean  pressure  of  less  than  107 
(mean  of  140/90)  was  termed  normal;  blood 
pressures  between  107  and  116  (mean  of  160/ 
95)  were  termed  mild  elevations;  mean  pressures 
from  117  to  139  (mean  of  180/120)  were  de- 
fined as  moderate  hypertension;  and  mean 
pressures  above  140  were  termed  severe. 

3,450  patients  have  been  screened  to  date  in 
this  program.  Table  I shows  a breakdown  of  all 
patients  according  to  sex,  age  and  severity  of 
hypertension.  A total  of  2,084  women  were 
screened,  with  370  or  17.7%  categorized  as  hy- 
pertensive. 1,366  men  were  screened,  with  307 
or  22.5%  being  categorized  as  hypertensive.  116 
of  1,505  women  (8%)  and  125  of  968  men 
(13%)  who  had  never  been  told  of  hypertension 
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TABLE  1 


Men 

Women 

Age 

Mild 

Moderate 

Severe 

Mild 

Moderate 

Severe 

< 19 

3/188 

0/188 

0/188 

1/337 

1/337 

0/337 

20-29 

39/349 

6/349 

0/349 

13/453 

3/453 

1/453 

30-39 

23/217 

13/217 

0/217 

18/292 

6/292 

3/292 

40-49 

35/218 

17/218 

3/218 

43/355 

27/355 

0/355 

50-59 

44/200 

27/200 

1/200 

68/326 

28/326 

0/326 

60-69 

47/131 

14/131 

5/131 

76/241 

33/241 

2/241 

> 70 

21/63 

8/63 

1/63 

36/80 

11/80 

0/80 

212/1366 

85/1366 

10/1366 

255/2084 

109/2084 

6/2084 

(15.5%) 

(6.2%) 

(<  1%) 

(12%) 

(5%) 

« 1%) 

Classification  of  hypertensives  as  to  age,  sex  and  severity  of  hypertension.  Data  are  expressed 
as  fraction  of  total  screened  in  each  age  group. 


in  the  past  were  found  during  this  screening  to 
be  hypertensive.  Although  the  majority  of  hyper- 
tensives fall  into  the  category  of  mild  blood 
pressure  elevation,  one  third  of  all  hypertensives 
had  blood  pressures  in  the  moderate  or  severe 
range. 

Of  further  note  in  this  study  are  the  data 
gathered  on  adequacy  of  therapy  in  patients  who 
have  previously  known  of  their  hypertension. 
53%  of  women  and  60%  of  men  currently  listed 
as  being  on  therapy  were  observed  to  be  hyper- 
tensive during  screening.  Over  half  of  these 
patients  had  blood  pressures  recorded  in  the 
moderate  range  and  two  patients  were  categorized 
as  severely  hypertensive  despite  drug  therapy. 
Further,  25.6%  of  male  patients  and  22.4%  of 
female  patients  who  had  been  told  of  their  hyper- 
tension in  the  past  were  hypertensive  on  no 
medications  at  the  time  their  blood  pressure  was 
taken.  These  data  suggest  that  neither  patients 
nor  physicians  take  hypertension  seriously. 

The  real  value  of  the  mass  hypertension  screen- 
ing program  is  to  uncover  new  hypertensives  and 
to  take  the  steps  necessary  to  refer  these  patients 
for  hypertensive  evaluation  and  therapy. 

None  of  the  information  gathered  in  this  report 
is  surprising  since  statistics  from  screening  pro- 
grams around  the  country  have  shown  similar 
results.  This  does  represent  an  initial  step  in 
the  recognition  of  hypertensive  patients  in  Middle- 
Tennessee  communities.  Patients  who  are  recog- 


nized as  being  hypertensive  are  told  of  their 
hypertension  and  their  doctors  are  notified  of  the 
findings.  Volunteers  from  the  Middle  Tennessee 
Heart  Association  have  contacted  each  hyperten- 
sive patient  to  remind  him  to  see  his  physician 
about  his  blood  pressure  elevation. 

Mass  screening  programs  are  important  in  the 
recognition  of  hypertension  and  the  definition  of 
the  problem  of  inadequate  blood  pressure  control. 
However,  this  alone  is  not  sufficient  to  insure 
adequate  control  of  all  hypertensive  patients. 
Large  scale  educational  programs  aimed  at 
patients  and  physicians  will  be  needed  to  increase 
the  number  of  hypertensive  patients  under  ade- 
quate blood  pressure  control. 

John  W.  Hollifield,  M.D. 

Ann  S.  Orth,  B.A. 

Evelyn  Ray 

Thomas  Kirby,  Capt.,  MSC.  USAR 

Robert  Dean,  Lt..  MC.  USAR 

Anastacio  Hoyumpa,  Maj.,  MC,  USAR 
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HISTORY 

The  patient  is  a 56-year-old  farmer  who  six  days 
prior  to  transfer  to  St.  Thomas  Hospital  developed 
sharp  chest  pain  and  shortness  of  breath.  A presumptive 
diagnosis  of  pneumonia  was  made  and  the  patient  was 
started  on  penicillin  therapy.  He  progressively  im- 
proved on  this  regimen  until  approximately  8 hours 
prior  to  transfer  to  St.  Thomas  Hospital.  At  that  time 


he  had  abrupt  onset  of  a severe  “smothering”  sensation 
with  loss  of  blood  pressure  and  marked  diaphoresis. 
Physical  examination  revealed  a systolic  blood  pressure 
of  70  mm  Hg  with  clammy,  cool  skin.  There  was  no 
chest  pain.  I here  were  no  unusual  findings  on  ausculta- 
tion of  the  chest.  He  had  tenderness  in  the  left  calf, 
and  was  felt  to  have  sustained  a pulmonary  embolus’ 
for  which  he  was  treated  with  heparin  and  vasopressor 
therapy.  Upon  arrival  at  the  St.  Thomas  Hospital 
emergency  room,  systolic  blood  pressure  was  100  mm 
Hg.  Physical  examination  was  otherwise  essentially 
unchanged.  He  had  no  rales  or  rhonchi  on  auscultation 
of  the  chest.  The  arterial  blood  p09  was  60  mm  Hg 
while  he  was  receiving  02  by  nasal  ca"nnula  at  5 L/min. 
The  following  electrocardiogram  was  obtained.  (Fig.  1 ) 
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Fig.  1 


DISCUSSION 

Electrocardiogram  shows  a sinus  rhythm  at  a 
rate  of  I 13/minute.  The  mean  axis  in  the  frontal 
plane  is  notably  rightward  with  a deep  S wave  in 
standard  lead  1.  The  initial  forces  are  leftward 
causing  a 0 wave  in  lead  III.  Initial  forces  are 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn. 


somewhat  superior  inscribing  Q waves  in  leads 
II,  III  and  AVF.  In  the  horizontal  plane  an  R' 
is  noted  in  lead  V!.  There  is  poor  development 
of  R waves  across  the  precordial  leads.  There  is 
modest  ST  segment  elevation  in  leads  Vi  through 
V5  with  T inversion  in  Vi  and  V2. 

The  tracing  is  presented  as  an  example  of  the 
electrocardiogram  in  acute  cor  pulmonale.  The 
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x-ray 

of  (he  month 


Clinical  Presentation: 

17-year-old  black  female  with  a three-week  history 
of  abdominal  pain  in  the  right  lower  quadrant. 


Please  examine  these  two  films  from  an  infusion 
urogram.  Fig.  1 is  a preliminary  film.  Fig.  2 a supine 
film  following  rapid  infusion  of  a 300  cc  sodium  diatria- 
zoate.  Pick  one  diagnosis  from  the  following: 

1 . Leiomyoma  of  the  uterus. 

2.  Serous  cystadenocarcinoma  of  the  ovary. 

3.  Mucinous  cystadenoma  of  the  ovary. 

4.  Cystic  teratoma. 

( Answer  on  page  408) 


Fig.  1 


From  the  Department  of  Diagnostic  Radiology.  Uni- 
versity of  Tennessee  College  of  Medicine.  Memphis. 

Tenn.  38163.  Fig.  2 


EKG  of  the  Month 

P waves  in  leads  II,  III  and  AVF  are  not  tall  and 
peaked  as  is  often  the  case  when  right  atrial 
enlargement  is  also  present.  The  Q waves  in  II, 
III  and  AVF  are  not  diagnostic  of  an  infarction 
in  this  setting. 

The  patient  was  taken  to  the  cardiac  cathe- 
terization laboratory  where  the  peak  systolic  pul- 
monary arterial  and  right  ventricular  pressures 
were  88  mm  Hg  with  a mean  pulmonary  arterial 
pressure  of  56  mm  FTg.  The  right  atrial  A wave 
was  22  mm  Hg  with  a mean  pressure  in  the  right 
atrium  of  15  mm  Hg.  Pulmonary  arteriography 


showed  massive  pulmonary  embolisation  partially 
occluding  both  the  right  and  left  main  pulmonary 
arteries.  The  patient  was  placed  on  heparin 
therapy  and  expired  six  hours  later.  Necropsy 
revealed  massive  pulmonary  embolism  without 
changes  of  chronic  lung  disease.  There  was  no 
coronary  arterial  disease.  The  right  heart  cham- 
bers were  markedly  dilated.  There  was  no  myo- 
cardial scarring. 

Final  diagnosis:  Acute  cor  pulmonale  secon- 
dary to  massive  pulmonary  embolisation. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-Directors 
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Answer  to  X-Ray  of  the  Month 

Elucidation: 

Pertinent  radiographic  findings  on  the  preliminary 
films  are: 

1.  Soft  tissue  mass  displacing  small  bowel  from  the 
pelvis. 

2.  Abnormal  calcification  overlying  the  midline  of 
the  sacrum. 

Pertinent  findings  on  the  infusion  urogram  are: 

1.  Soft  tissue  mass  of  relative  radiolucency  in  com- 
parison to  the  solid  viscera. 

2.  A “rim  sign”  represented  by  a thin  discrete  line 
of  increased  radio-opacity  circumscribing  the  soft 
tissue  mass. 

3.  The  calcification  seen  on  the  preliminary  film  did 
not  change  in  location.  Fig.  3 is  an  oblique  film 
showing  the  calcification  projecting  free  from  the 
sacrum  and  shows  its  tooth-like  shape. 


Fig.  3 


4.  The  soft  tissue  mass  has  caused  minimal  hydrone- 
phrosis. 

Operation: 

A cystic  teratoma  measuring  9 x 11  x 16  centimeters 
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which  contained  200  cc  of  clear  yellow  fluid,  sebacious 
glands,  fatty  tissue,  one  tooth,  and  neural  tissue  was 
excised. 

Diagnosis:  Cystic  Teratoma 
Discussion: 

Benign  cystic  teratomas  constitute  between  5 
and  25%  of  all  ovarian  neoplasms  and  are 
usually  discovered  between  the  ages  of  20  and 
40.  The  most  common  clinical  presentation  is 
that  of  nonspecific  abdominal  pain  associated  with 
an  abdominal  mass.  Abnormal  uterine  bleeding 
is  a less  common  complaint.  Teeth  are  present 
in  30%  of  cystic  teratomas  and  are  pathogno- 
monic of  this  tumor  when  present. 

Other  calcifications,  including  rudimentary 
phalanges  or  other  body  parts,  may  occasionally 
be  present  in  these  tumors.  Malignant  tumors 
associated  with  the  various  elements  of  a cystic 
teratoma  are  rare  (approximately  1%).  Treat- 
ment is  surgical  excision  of  the  tumor,  sparing 
ovarian  tissue  in  young  patients  when  possible. 
This  therapy  usually  results  in  a total  cure. 

The  “rim  sign”  is  produced  on  roentgenograms 
in  cystic  teratomas  because  the  mass  is  cystic  with 
a rim  of  vascularized  epithelium  surrounding  it 
which  will  accumulate  contrast  material.  This 
sign  is  not  pathognomic  of  a cystic  teratoma,  as 
it  may  be  observed  in  other  cystic  ovarian  neo- 
plasms. It  has  not  been  observed  to  our  knowl- 
edge in  solid  pelvic  tumors,  however.  The  ob- 
servation of  the  rim  sign  allows  for  the  exclusion 
of  diagnosis  number  1.  The  tooth  in  the  mass 
excludes  diagnoses  2 and  3 and  seals  the  diagnosis 
of  cystic  teratoma. 

Summary: 

Benign  cystic  teratomas  may  be  diagnosed  with 
confidence  when  they  contain  teeth.  Presence  of 
a soft  tissue  mass  showing  a central  radiolucency 
and  a discrete  radiopaque  rim  during  infusion 
urography  further  support  the  diagnosis. 

James  F.  Easterly,  M.D. 

Stephen  L.  Gammill,  M.D. 
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Bence  Jones  Proteinuria 

The  pathological  presence  of  proteins  exhibit- 
ing unusual  thermal  properties,  in  the  urine  of 
patients  with  myeloma,  has  been  widely  known 
since  its  description  by  Sir  Henry  Bence  Jones 
over  100  years  ago.  The  frequency  of  occurrence 
of  Bence  Jones  proteinuria  has  been  generally 
established  as  approximately  40-60%  of  patients 
with  myeloma,  approximately  a third  of  patients 
with  primary  macroglobulinemia,  and  much  lower 
percentages  of  patients  with  other  lymphoprolifer- 
ative  disorders.  Using  sensitive  immunological 
techniques,  however,  these  percentages  increase, 
and  such  proteins  may  also  be  identified  in  small 
quantities  in  normal  urines,  and  in  significant 
quantities  in  the  urine  of  patients  with  non- 
malignant  conditions  such  as  lupus  erythematosus 
and  renal  tubular  disorders.  Unfortunately, 
“Bence  Jones  protein”  (BJP)  has  become  virtu- 
ally synonymous  with  those  proteins  showing 
characteristic  thermolability.  However,  it  is  im- 
portant to  remember  that  perhaps  as  many  as 
half  of  all  BJP  will  not  perform  in  typical  fashion 
in  the  heat  test,  and  that  it  is  the  presence  of  the 
protein,  not  its  thermal  properties,  that  is  of  diag- 
nostic significance. 

BJP  is  a general  term  applicable  to  proteins 
originating  from  the  light  chain  portion  of  the 
immunoglobulin  molecule.  Investigation  has 
shown  that  such  proteins  may  consist  of  fragments 
of  the  light  chains,  monomers  and  dimers 
(“typical”  BJP),  and  polymers,  accounting  for 
the  apparent  heterogeneity  of  this  protein  class 
occasionally  encountered.  Such  urinary  proteins 
are  not  the  only  ones  described  in  patients  with 
myeloma  and  related  diseases — also  encountered 
are  the  now  well-known  "heavy  chains”  (rare) 
and  even  intact  immunoglobulins  (generally  only 
seen  with  significant  renal  disease).  For  practical 
purposes,  however,  in  the  absence  of  pathological 
albuminuria  (indicating  abnormal  glomerular  per- 
meability) the  presence  of  a discrete  globulin 
component  indicates  Bence  Jones  proteinuria 
(referring  here  to  light  chain  components,  regard- 


From  the  Department  of  Pathology  Methodist  Hospi- 
tal, Memphis,  Tenn. 


less  of  their  thermal  properties). 

Diagnostically,  the  presence  of  BJP  is  of  im- 
portance, and  almost  invariably  indicates  the 
presence  of  a malignant  proliferation  of  cells  in 
the  lympho-plasmacytic  series.  As  is  true  for 
monoclonal  serum  immunoglobulins,  BJP  may 
appear  in  the  urine  before  the  diagnosis  of  mye- 
loma becomes  clinically  apparent.  The  clinical 
significance  of  BJP  is  still  under  investigation, 
however.  It  is  questionable  whether  there  is  a 
direct  relationship  between  BJP  and  “myeloma 
kidney,”  and  while  some  feel  that  the  specific 
type  of  light  chain  present  (either  kappa  or 
lambda)  is  of  prognostic  significance,  this  also  is 
not  universally  accepted.  There  is  some  prog- 
nostic value  in  following  the  urinary  level  of 
BJP  during  therapy,  a progressively  decreasing 
level  indicating,  just  as  does  a decrease  in  the 
serum  M-component,  a favorable  therapeutic  re- 
sponse. The  rare  presence  of  serum  BJP  does 
seem  to  correlate  with  the  presence  of  severe 
renal  impairment,  although  this  may  represent 
as  much  effect  of  the  nephropathy  as  its  cause. 

To  detect  the  presence  of  BJP,  the  standard 
urine  “dipstick”  is  totally  unreliable.  Use  of  the 
dipstick  method  may  be  helpful,  however,  for  a 
great  discrepancy  between  the  dipstick  level  of 
protein  (representing  virtually  only  albumin)  and 
that  of  a heat  and/or  acid  method  (e.g.,  sulfosali- 
cylic  acid)  which  will  detect  globulin  components 
as  well  as  albumin,  is  suggestive  of  the  presence 
of  BJP.  Similarly,  the  standard  “screening”  heat 
test  for  BJP  should  be  discarded.  A negative 
result  does  not  exclude  the  presence  of  BJP,  and 
a positive  result  needs  further  evaluation.  Thus 
if  the  presence  of  BJP  is  being  clinically  investi- 
gated, urine  electrophoresis  or  one  of  the  im- 
munological methods  should  be  employed.  This 
can  be  done  on  a concentrated  early  morning 
specimen,  but  a 24-hour  specimen  provides  the 
additional  benefit  of  allowing  for  quantitation  of 
total  24-hour  urine  protein,  approximate  quantita- 
tion of  the  pathological  globulin  component,  if 
present,  and  also  provides  an  adequate  volume  of 
specimen  with  which  to  pursue  further  diagnostic 
tests,  if  indicated.  As  a word  of  caution,  however 
the  interpreter  of  such  test  results  must  be  aware 
that  polyclonal  light  chains  may  give  confusing 
false  positive  results,  and  that  false  negative 
results  can  occur  due  to  insensitive  reagents  and 
“prozoning”  with  high-titered  BJP-positive  speci- 
mens. 

Dean  G.  Taylor.  M.D. 
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The  Relationship  of  Psychiatric  Hospitals 
To  Community  Mental  Health  Centers 

For  the  past  decade,  the  mental  health  field 
has  experienced  a broad  wave  of  psychiatric  re- 
form. Alongside  the  law  that  created  community 
mental  health  centers  to  care  for  the  disturbed, 
there  was  the  corollary  implication  that  psychiat- 
ric hospitals  should  reduce  their  census  and  that 
even  the  most  acutely  disturbed  could  be  more 
effectively  treated  through  community  psychiatry. 
Despite  good  intentions,  some  states  have  so 
literalized  the  movement  to  depopulate  psychiatric 
hospitals  that  many  mentally  ill  patients,  helpless 
and  isolated,  find  themselves  on  the  other  side  of 
locked  doors.  The  devastating  consequence  of 
having  community  mental  health  centers  without 
psychiatric  hospitals  is  that  long-term  chronically 
ill  patients  will  have  little  chance  to  rehabilitate 
themselves;  the  reverse  would  portend  a regres- 
sion to  the  Middle  Ages  when  the  mentally  ill, 
severely  or  slightly,  were  doomed  to  a life  sentence 
within  asylum  walls. 

The  Tennessee  Department  of  Mental  Health 
posits  that  the  co-existence  of  psychiatric  hospi- 
tals and  mental  health  centers  is  a vital  instru- 
ment for  providing  a myriad  of  treatment  modal- 
ities for  mental  patients  who  present  a number  of 
cares  and  concerns.  Effective  service  of  these  two 
agencies  is  inextricably  interwoven  with  the  de- 
velopment of  an  integrated  system  of  care  and 
treatment  of  the  mentally  ill. 

During  recent  years,  the  Governor  of  the  State 
of  Tennessee  mandated  the  establishment  of  nine 
economic  development  regions  for  planning  op- 
erational purposes.  Tennessee  is  further  divided 
into  thirty  catchment  areas,  each  of  which  has  the 
responsibility  of  at  least  one  community  mental 
health  center.  Five  state-owned  psychiatric  hos- 
pitals serve  the  populace  of  designated  economic 
regions1  and  receive  patients  referred  by  the  com- 


!The  regional  responsibilities  are  as  follows:  Eastern 
State  Psychiatric  Hospital  in  Knoxville,  Regions  I and 
II;  Moccasin  Bend  Psychiatric  Hospital  in  Chattanooga, 
Regions  III  and  IV;  Central  State  Psychiatric  Hospital 
in  Nashville,  Regions  V and  VI:  Western  State  Psychi- 
atric Hospital  in  Bolivar,  Regions  VII  and  VIII:  and 
Tennessee  Psychiatric  Hospital  & Institute  in  Memphis, 
Region  IX. 


munity  mental  health  centers  that  are  located 
within  those  regions. 

The  staffs  of  the  psychiatric  hospitals  and 
community  mental  health  centers  are  encouraged 
to  negotiate  agreements  for  the  centers  to  be  the 
portal  of  entry  and  exist  for  the  patient  needing 
hospitalization.  With  screening  and  evaluation 
being  conducted  at  the  community  mental  health 
center,  unnecessary  hospitalization  for  many 
patients  is  avoided.  In  those  cases  where  hos- 
pitalization is  indicated,  the  agencies  are  urged 
to  develop  liaison  personnel  to  work  in  regard 
to  hospitalized  patients  who  will  later  be  referred 
to  the  community  mental  health  center.  The 
regular  visitation  of  hospitalized  patients  by  staff 
members  of  the  referring  center  adds  a needed 
dimension  to  follow-up  care  that  the  center  later 
provides  the  discharged  patient. 

At  present,  there  is  one  hospital-related  com- 
munity mental  health  center,  (i.e.,  a CMHC  that 
is  the  direct  outgrowth  of  the  hospital’s  program). 
Three  other  such  centers  are  now  in  very  initial 
stages  of  development  and  will  be  fully  developed 
within  the  next  year  or  two.  The  relationship 
envisioned  for  the  hospitals  and  the  affiliated 
centers  will  be  somewhat  more  binding  than  that 
shared  with  the  autonomous,  free-standing  cen- 
ters. The  Board  of  the  affiliated  center,  of  which 
the  hospital  Superintendent  will  be  an  ex-officio 
member  will  contract  with  the  hospitals’  Board 
of  Directors  to  operate  and  administer  the  af- 
filiated center’s  program.  The  two  agencies  will 
share  personnel,  patients’  records,  and  facilities, 
and  when  geographically  feasible,  food  services, 
equipment,  and  custodial  arrangements.  The  hos- 
pital and  affiliated  center  will  participate  in  a 
unified  treatment  plan  for  each  patient,  which 
will  include  coordination  of  records  and  patient 
management  modalities,  and  a monitoring  system 
to  follow  the  patient  throughout  his  stay  in  the 
mental  health  system. 

The  goal  of  the  Tennessee  Department  of 
Mental  Health  is  to  provide  services  and  treatment 
from  which  patients  experiencing  mental  illness 
may  emerge  more  adaptively  organized  and  more 
able  to  cope  with  problems.  Psychiatric  hospitals 
must  develop  programs  to  reduce  the  psycholog- 

continued  on  page  412 
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topic/  in  nuclear  medicine 


Cerebral  Atrophy 

Mental  deterioration  is  an  affliction  of  elderly 
people  that  is  so  common  that  the  dotage  of  old 
age  almost  seems  to  be  a part  of  our  destiny. 
Occasionally,  its  severity  is  so  acute  or  intense 
or  the  associated  symptoms  are  so  striking  that 
we  stop  thinking  of  this  deterioration  as  part  of 
the  natural  course  of  events  and  direct  our  at- 
tention to  an  evaluation  of  the  many  degenerative 
diseases  that  involve  the  central  nervous  system. 
Of  the  15  or  20  degenerative  diseases  that  afflict 
the  central  nervous  system  and  lead  to  mental 
deterioration  in  adults,  only  Parkinsonism,  com- 
municating hydrocephalus,  and  possibly  arterio- 
sclerotic narrowing  of  the  carotid  arteries  seems 
to  be  amenable  to  therapy.  The  problem  now 
confronting  the  clinician  is  to  determine  whether 
his  patient  with  mental  deterioration  has  one  of 
these  three  diseases. 

This  79-year-old  lady  had  an  episode  of  right 
sided  weakness  that  cleared  in  a few  days  and 


developed  difficulty  with  speech,  urinary  incon- 
tinence, and  increasing  somnolence,  for  which 
she  was  readmitted  to  the  hospital.  Minimal 
right  facial  weakness  was  observed.  Systolic 
carotid  bruits  were  thought  to  be  transmitted  from 
a heart  murmur.  Skull  x-rays  were  normal,  as 
were  brain  scan  and  flow  studies.  A left  carotid 
angiogram  revealed  minimal  atherosclerotic 
changes  at  the  bifurcation  and  suggested  enlarge- 
ment of  the  left  lateral  ventricle.  She  had  mild 
diabetes  and  urinary  tract  infection  which  were 
quickly  brought  under  control,  and  isotope  cis- 
ternography was  ordered. 

A two  ml  aqueous  solution  containing  500 
microcuries  of  Indium  1 1 1 DTPA  was  injected 
into  the  lumbar  subarachnoid  space.  At  6,  24, 
48  and  72  hours  post  injection,  photographs  of 
isotope  distribution  in  the  head  were  obtained 
using  a Gamma  Camera  (Fig.  1).  Although 
ventricular  penetration  of  isotope  was  noted  by 
6 hours,  it  was  not  confined  to  the  ventricles  and. 


ANTERIOR 
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6 24  48  72 

Fig.  1 


was  thought  to  be  due  to  a transient  ischemic 
attack.  A few  weeks  after  leaving  the  hospital  she 

From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 


in  fact,  slowly  left  the  ventricular  system.  The 
movement  of  isotope  from  basal  cisterns  to 
subarachnoid  space,  and  finally  to  the  sagittal 
sinus  (where  it  normally  exits),  could  be  ap- 
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ECHOENCEPHALOGRAM 


Arrows  point  to  Lateral  Ventricles  (5.6  cm) 


Fig.  2 

ical  effects  of  chronic  illness  and  the  damaging 
preciated.  Though  this  movement  of  isotope 
cisternogram  clearly  demonstrated  that  com- 
municating hydrocephalus  was  not  present.  The 
echoencephalogram  (Fig.  2)  revealed  dilation  of 
lateral  ventricles  with  no  shift  of  the  midline. 

A classical  case  of  communicating  hydro- 
cephalus would  demonstrate:  1,  a triad  of  symp- 

❖ 

From  Dept,  of  Mental  Health 

continued  from  page  410 

impact  of  long-term  hospitalization.  Community 
Mental  Health  Centers  must  recognize  the  neces- 
sity for  a continuum  of  treatment  in  the  com- 
munity for  earlier  discharged  as  well  as  non- 


toms that  included  mental  deterioration,  urinary 
incontinence  of  a cerebral  type,  and  an  ataxic 
gait;  2,  dilated  ventricles,  and  3,  isotope  cis- 
ternography showing  ventricular  penetration  and 
persistence  and  closing  of  the  normal  pathways 
for  cerebral  spinal  fluid  flow.  Differentiation  of 
communicating  hydrocephalus  from  cerebral 
atrophy  is  critical,  since  most  neurosurgeons  and 
neurologists  believe  that  surgical  shunting  of 
cerebral  spinal  fluid  is  not  useful  in  primary 
cerebral  atrophy,  and  usually  is  of  help  only  in 
a very  complete  case  of  communicating  hydro- 
cephalus (preferably  acute).  Since  patients  with 
cerebral  atrophy  show  dilated  ventricles  and  may 
show  1 or  2 of  the  triad  of  clinical  symptoms 
associated  with  communicating  hydrocephalus, 
isotope  cisternography  generally  is  a critical  test 
in  the  differentiation  of  these  two  disease  entities. 

Robert  L.  Bell,  M.D. 

Director 

hospitalized  patients.  Through  the  collaborative 
efforts  of  mental  hospitals  and  community 
agencies,  appropriate  treatment  programs  can  be 
implemented,  but  more  important,  the  integrity, 
i.e.,  the  oneness,  of  the  patient,  can  be  main- 
tained. Lucy  Wilson,  Ed.D. 
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Rehabilitation  Through  Team  Effort 

Rehabilitation  of  the  patient  is  a concept  of 
vital  concern  to  every  hospital.  Unfortunately, 
the  concept  too  often  works  better  on  paper  than 
in  practice.  Until  recently  rehabilitation  was  not 
working  well  at  Memphis’  West  Tennessee  Chest 
Disease  Hospital  as  evidenced  by  a high  fre- 
quency of  readmissions. 

The  staff  determined  that  the  program’s  chief 
weakness  was  a lack  of  communication.  Too 
many  of  the  interested  staff  members — the  nurse, 
social  worker,  dietician,  etc. — were  working  in- 
dividually to  help  the  patient  specifically  in  his 
or  her  particular  area  of  concern,  and  each  com- 
piled a sizable  amount  of  in-depth  information, 
but  there  was  insufficient  exchange  of  this  infor- 
mation among  themselves. 

Realizing  that  as  a group  they  could  offer  a 
practical  composite  of  the  patient’s  problems  and 
needs,  they  implemented  last  year  a new  concept 
in  patient  rehabilitation — the  Discharge  Planning 
Team. 

Gaining  An  Overview 

The  Discharge  Planning  Team  provides  an 
overview  of  the  patient’s  collective  problems — 
whether  physical,  mental,  social  or  economic.  The 
team's  membership  is  composed  of  staff  personnel 
whose  diverse  areas  of  contact  with  the  patient 
and  his  family  provide  the  background  essential 
to  planning  effective  rehabilitation.  Participating 
members  include  the  assistant  director  of  nursing, 
the  inservice  education  coordinator,  the  head 
nurses  from  each  floor,  the  chief  dietician,  the 
pharmacist,  the  director  of  respiratory  physiology, 
the  chaplain  and  the  social  worker.  Hospital 
physicians  attend  the  weekly  team  meetings  when- 
ever time  allows,  and  always  receive  minutes  of 
the  meetings. 

Interagency  Cooperation 

When  a patient’s  problems  extend  outside  the 
realm  of  the  hospital’s  professional  concern,  com- 
munity health  or  welfare  agency  personnel  are 
invited  to  attend  the  meetings  and  offer  input  as 
to  how  their  programs  can  help.  An  example  of 
how  this  interaction  can  benefit  the  patient  is 
provided  in  the  case  of  a 50-year-old  woman 
admitted  to  the  hospital  this  past  summer.  The 


woman  had  a diagnosed  case  of  tuberculosis.  She 
was  found  on  admission  also  to  suffer  from 
diabetes  melitis  and  was  on  oral  medication.  She 
was  also  blind. 

The  hospital’s  medical  staff  found  her  oral 
diabetic  medication  inadequate,  and  switched  her 
to  intravenously  injected  insulin.  Because  she  was 
blind,  this  presented  serious  problems  as  her  dis- 
charge date  neared. 

Discussing  her  case  at  the  weekly  team  meet- 
ings, it  was  decided  she  should  be  taught  how 
to  give  herself  the  insulin  injections.  The  nurs- 
ing staff  succeeded  in  teaching  her  to  handle  the 
injections,  but  the  nurses  found  it  impractical  to 
trust  the  blind  woman  with  the  critical  step  of 
filling  syringes. 

The  case  was  brought  before  the  team,  who 
learned  the  woman  lived  with  her  mother,  an 
elderly  lady  whom  team  members  concluded 
could  likewise  not  be  trusted  with  the  responsi- 
bility of  filling  syringes. 

Representatives  of  the  local  health  department 
participating  in  the  discussion  of  this  particular 
case  offered  to  have  a public  health  nurse  visit 
the  home  and  fill  the  syringes  two  or  three  times 
a week.  The  hospital  pharmacist  recommended 
the  specific  number  and  type  of  syringes  which 
should  be  used.  When  the  woman  was  discharged, 
the  hospital  staff  was  confident  her  medical  needs 
would  be  cared  for. 

With  members  of  the  Discharge  Planning  Team 
coordinating  their  information  and  efforts  among 
themselves  and  in  cooperation  with  interested  out- 
side agencies,  the  woman’s  problems  were  re- 
solved. But  even  with  the  team  effort,  it  was  a 
long,  involved  process.  Without  the  team,  a satis- 
factory solution  would  probably  never  have  been 
reached. 

Effective  Continuity  of  Care 

The  Discharge  Planning  Team  has  not  been 
in  operation  long  enough  for  any  precise  evalua- 
tive data  to  be  accumulated,  but  the  hospital 
staff  credits  the  program  with  vast  improvements 
in  its  rehabilitation  of  the  patient. 

Through  the  Discharge  Planning  Team,  the 
hospital  is  coming  closer  to  meeting  the  essence 
of  the  concepts  of  patient  rehabilitation  through 
well  planned  continuity  of  care. 
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PRACTICE 
IS  PERFECT 
IN  THE 
AIR  FORCE-. 


A minimum  of  administrative  details.  New  and  modern  facilities  in 
research  or  clinical  practice.  Patient  treatment  without  regard  for  ability  to 
pay.  Time  for  your  family.  A planned  career  to  take  the  fullest  advantage 
of  your  skills,  knowledge,  and  ambition  in  many  different  areas  of 
specialty.  Individual  opportunity  is  stressed  and  the  Air  Force  training 
programs  in  both  military  and  civilian  hospitals  are  unexcelled.  You’ll  be 
supported  by  a highly  qualified  staff,  including  nurses,  dieticians, 
therapists,  administrators,  and  many  others.  Get  the  complete  details  — 
write  today  for  more  information. 


FINDVOURSELFINz» 
THE  AIR  FORCE 


Medical  Opportunities 

P.O.  Box  2027 
Warner  Robins,  Ga. 
31093 

Call  Collect: 
912/926-2530 
or  926-5540 


PHYSICIANS  MAILED  FOUNDATION  MEMBERSHIP  FORMS  . . . Physicians  in  the 
No.  2 PSRO  designated  area  for  Tennessee  (83  counties)  have  been  sent 
membership  forms  by  the  Tennessee  Foundation  for  Medical  Care,  Inc., 
soliciting  membership  in  the  organization  . . . The  Tennessee  Foundation 
for  Medical  Care  (TFMC)  is  the  organization  sponsored  by  the  Tennessee 
Medical  Association  which  has  been  established  to  administer  PSRO  in 
those  counties  with  the  exception  of  Shelby  and  eleven  other  counties 
. . . In  order  for  the  TFMC  to  receieve  a contract  from  the  Federal 
Government  to  begin  implementation  of  a PSRO,  it  is  necessary  for  the 
organization  to  show  that  its  membership  includes  at  least  25%  of  all 
licensed  doctors  of  medicine  and  osteopathy  in  the  designated  area  . . . 
The  application  that  was  received  by  the  physicians  in  the  area  is  a 
membership  form  which  should  be  filled  in  and  returned  immediately. 


T V T O' 


TENNESSEE  MEDICAL  SCHOOLS  RECEIVED  $60,308.81  ...  The  American  Medical 
Association’s  Education  and  Research  Foundation  recently  awarded  checks 
to  Tennessee’s  three  medical  schools  . . . The  University  of  Tennessee 
College  of  Medicine  received  $33,617.15;  Vanderbilt  University  School  of 
Medicine,  $18,741.65;  and  Meharry  Medical  College  of  Medicine,  $7,950.01 
. . . The  checks  were  presented  to  representatives  of  the  three  medical 
schools  by  the  TMA  Committee  on  AMA-ERF,  during  the  first  session  of 
the  House  of  Delegates  at  the  TMA  Annual  Meeting  in  Gatlinburg  last  month 
. . • The  total  amount  received  for  Tennessee  medical  schools  amounted 
to  $21,147.22  more  than  the  amount  received  last  year.  The  grants  con- 
tained funds  earmarked  by  donors  for  the  medical  schools  as  well  as 
undesignated  grants  to  the  respective  schools  ...  A grand  total  of 
$1,250,357  was  awarded  to  U.S.  schools,  an  increase  of  $277,994  over  1972. 
More  than  $659,870  of  the  grand  total  came  from  the  Woman's  Auxiliary 
nationwide  . . . The  Woman's  Auxiliary  of  the  Tennessee  Medical  Associa- 
tion played  a major  part  in  this  effort  last  year. 


HEALTH  CARE  REGULATION  HEARINGS  . . . The  American  Medical  Association 
has  registered  strong  opposition  to  S.  2994,  the  National  Health  Planning 
and  Development  Act  of  1974.  The  bill  would  repeal  CHP  and  RMP  and 
establish  a nationwide  system  of  planning  and  development  of  health 
services  through  health  planning  agencies  as  well  as  specific  government 
regulations,  including  rate  setting  authority  over  health  services  through 
State  health  commissions  • . . The  proposal  would  establish  an  unprec- 
edented Federal  involvement  in  matters  which,  under  the  Federal  system, 


have  traditionally  resided  in  local  and  state  government.  AMA  spokesmen 
have  testified  and  stated  that,  "this  extreme  measure  is  unwarranted, 
without  justification  based  either  in  experience  or  need"  . . . AMA 
spokesmen  reviewed  the  history  of  CHP  and  RMP  noting  the  lack  of  success 
in  those  programs,  particularly  within  CHP  . . . The  AMA  representatives 
questioned  provisions  in  the  measure  which  would  greatly  increase  the 
authority  of  the  Secretary  of  HEW.  Listing  specific  instances  in  which 
the  Secretary  could  intervene  in  state  and  local  decisions,  AMA  stated, 
"we  are  surprised  to  find  that  all  of  the  authority  directed  to  be 
exercised  by  the  State  Health  Commission  can  ultimately  rest  in  the 
Secretary  of  HEW."  AMA  representatives  questioned,  "Is  the  performance 
of  the  Secretary  of  HEW  and  the  Administration  so  exemplary  and  so 
unquestionable  that  he  should  be  the  ultimate  repository  of  the  total 
authority  over  the  entire  health  care  delivery  system  . . . ?" 
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TEXAS  PHYSICIAN  TO  ASSUME  TOP  AMA  STAFF  POSITION  . . . James  H.  Sammons, 
M.D.,  Baytown,  Texas,  who  has  been  Chairman  of  the  Board  of  Trustees  of 
AMA,  has  been  selected  to  become  the  Executive  Vice  President-Designate 
of  AMA  • . . Dr.  Sammons  was  chosen  for  the  position  by  the  AMA  Board  of 
Trustees  and  he  became  a full-time  staff  member  on  April  1.  He  will 
succeed  Ernest  B.  Howard,  M.D.,  who  will  retire  March  1,  1975. 


CHIROPRACTIC  EXAMS  DENIED  . . • The  Federal  Bureau  of  Motor  Carrier 
Safety  has  denied  a petition  to  allow  chiropractors  to  perform  required 
medical  examinations  on  commercial  drivers  ...  A western  state  associa 
tion  of  Chiropractors  had  petitioned  the  bureau  for  the  rule  change  last 
year,  but  following  arguments  against  proposed  change,  the  AMA  and  other 
medical  associations,  as  well  as  HEW  opposition,  had  the  petition 
withdrawn. 
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WAGE  AND  PRICE  CONTROLS  ...  The  Senate  Banking,  Housing,  and  Urban 
Affairs  Committee  has  tabled  proposals  which  would  have  extended  the 
Economic  Stabilization  Program.  By  a vote  of  11  to  4,  the  Committee 
tabled  the  proposal  sponsored  by  Senator  J.  Bennett  Johnston,  Jr.,  (D., 
La.)  Chairman  of  the  Subcommittee  on  Production  and  Stabilization  and 
Senator  Adlai  E.  Stevenson  (D.,  111.).  The  compromise  bill  would  have 
continued  controls  over  those  areas  still  subject  to  control  as  of  April 
30  (the  date  on  which  present  authority  expires)  and  would  have  provided 
standby  authority  over  other  sectors  of  the  economy.  In  similar  action, 
the  full  Committee  unanimously  tabled  the  Administration's  proposal  which 
would  have  retained  controls  only  on  the  health  sector.  Tabling  of  a 
measure  does  not  rule  out  reconsideration  by  the  Committee.  Reconsidera- 
tion, however,  is  unlikely.  On  the  House  side.  Representative  Wright 
Patman  (D.,  Tex.)  Chairman  of  the  Banking  and  Currency  Committee,  has 
indicated  that  it  is  unlikely  that  the  Committee  will  report  an  extension 
of  the  Economic  Stabilization  Act. 


KENNEDY,  MILLS  JOIN  TO  SPONSOR  NATION  L HEALTH  INSURANCE  BILL  . . . Senator 
Edward  Kennedy  (D-Mass)  and  Congressman  Wilbur  Mills  (D-Ark)  have 
co-sponsored  and  jointly  introduced  the  comprehensive  National  Health 
Insurance  Act  of  1974  (S.  3286  and  H.R.  13870).  The  NHI  proposal  is 
similar  to  the  Nixon  Administration's  proposal  and  represents  a withdrawal 
from  the  position  previously  stated  in  S.3,  the  labor-sponsored  Health 
Security  Act.  The  new  bill  provides  for  inpatient  hospital  services  with 
no  day  or  dollar  limitation,  physician  services  and  other  medical  services 
subject  to  an  annual  deductible  of  $150  and  25%  co-insurance.  The 
deductibles,  however,  would  not  apply  to  certain  items  such  as  prenatal 
care,  well-baby  care,  and  dental  care  for  children.  The  maximum 
deductible  per  family  would  be  $1,000  per  year  as  opposed  to  $1,500  under 
the  Administration  plan.  The  Kennedy -Mills  bill  would  be  mandatory, 
requiring  participation  and  contribution  from  all  persons.  Practitioners 
would  be  free  to  participate  in  the  program,  but  if  they  choose  not  to, 
they  could  not  provide  services  under  the  system.  A community-rated 
premium  would  be  determined  Nationally,  and  employers  would  be  required 
to  contribute  3%  of  payroll  up  to  an  earning  level  of  $20,000.  Employees 
would  contribute  1%  of  earnings  up  to  $20,000.  Premiums  would  be 
collected  through  the  Social  Security  system,  and  a new  Social  Security 
Board  reporting  directly  to  the  President,  would  direct  the  program. 
Existing  health  insurance  carriers  would  be  retained  to  collect  co- 
insurance  and  deductibles,  make  disbursements,  and  administer  the 
transaction  of  insurance  claims.  The  sponsors  of  the  legislation  further 
anticipate  that  private  carriers  would  continue  to  write  insurance 
policies  covering  supplemental  benefits.  All  services  reimbursed  by  the 
program  would  be  subject  to  PSR0  review  within  two  years  of  the  effective 
date  for  payment  of  benefits. 


SECOND  EUROPEAN  TOUR  DATE  SCHEDULED  . . . Because  of  the  demand  for 
space  on  the  TMA  sponsored  14-day  European  Adventure  scheduled  to  depart 
Nashville  and  Knoxville,  September  10,  1974,  a second  tour  is  being  made 
available  to  members.  This  identical  tour  will  depart  Nashville  four  days 
earlier — September  6,  1974.  The  same  itinerary  will  exist  for  both 
departures  with  the  tour  spending  four  days  in  Switzerland,  four  days  in 
Germany  and  four  days  in  Austria.  Both  tours  will  be  handled  by  INTRAV 
of  St.  Louis.  Cost  for  the  European  Adventure  is  $998  which  includes 
direct  chartered  jet  flights,  deluxe  hotels,  American  breakfasts  and 
gourmet  meals  at  a selection  of  the  finest  restaurants.  Interested 
members  are  urged  to  make  their  reservations  as  soon  as  possible. 
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A suit  filed  by  the  AMA  against  the  Cost  of 
Living  Council  in  the  U.S.  District  Court  of 
the  District  of  Columbia  charged  that  eco- 
nomic controls  on  medical  care  are  confisca- 
tory, arbitrary,  capricious  and  discriminatory. 
The  AMA  said  Phase  4 controls  on  medicine 
violate  the  Fifth  Amendment  of  the  Constitu- 
tion and  the  “generally  fair  and  equitable” 
standard  established  by  Congress.  It  further 
charged  that  the  controls  are  designed  “to 
curb  the  quantity  and  quality  of  health  care 
services  as  an  integral  part  of  the  legislative 
program  to  induce  Congress  to  enact  na- 
tional health  insurance.”  Later,  AMA  wit- 
nesses told  a Senate  Banking  Subcommittee 
that  the  policies  are  unfounded  in  law  and 
pose  a “grave  threat”  to  the  quality  and 
availability  of  medical  care. 


membership  also  to  join  the  AMA.  The 
amendment  becomes  effective  Jan.  1,  1975. 
MSSNY  dropped  its  mandatory  AMA  mem- 
bership requirement  in  1970,  when  legal 
counsel  said  it  violated  state  antitrust  laws. 
Legal  counsel  recently  reported  that  the 
1970  opinion  was  incorrect. 

Nineteen  out  of  22  specialty  boards  have  for- 
mally approved  voluntary  periodic  recertifica- 
tion exams,  according  to  the  American 
Board  of  Medical  Specialties.  The  American 
Board  of  Neurological  Surgery  opposes  the 
concept  and  the  American  Board  of  Allergy 
and  Immunology  and  the  American  Board  of 
Nuclear  Medicine  have  not  taken  an  official 
stand.  The  American  Board  of  Family  Prac- 
tice will  make  periodic  recertification  man- 
datory. 


A Malpractice  Mediation  bill  has  been  signed 
into  law  in  New  York.  The  measure,  sup- 
ported by  the  Medical  Society  of  the  State 
of  New  York,  requires  that  all  medical  mal- 
practice suits  in  the  State  be  submitted  to 
a mediation  panel  before  a plaintiff  can  go 
to  trial.  Each  suit  must  be  screened  by  a 
three-member  panel  consisting  of  a state 
Supreme  Court  Justice,  an  attorney  and  a 
physician.  The  law  takes  effect  September 
1,  1974. 

An  analysis  of  the  law  of  informed  consent, 
published  by  the  AMA  in  conjunction  with 
the  Medical  Liability  Commission,  deals  with 
various  state-by-state  applications  of  the  law 
and  contains  excerpts  of  significant  court 
decisions.  Copies  of  the  two-part  analysis, 
The  Law  of  Informed  Consent  and  Cases  on 
Informed  Consent,  developed  by  AMA’s  Legal 
Research  Dept.,  were  sent  to  medical  so- 
cieties and  their  legal  counsels. 

There  were  9,845  more  physicians  in  the  U.S. 
at  the  end  of  1973  than  in  the  previous  year. 
AMA’s  masterfile  lists  366,379  MDs.  The 
number  of  physicians  providing  patient  care 
rose  from  292,210  in  1972  to  295,257  last 
year. 

In  a 153-44  decision,  the  House  of  Delegates 
of  the  Medical  Society  of  State  of  New  York, 
recently  voted  to  amend  its  bylaws  to  require 
any  physician  applying  for  local  or  state 


Beginning  in  April,  Today’s  Health,  a new 
national  television  series,  will  appear  in  a 
weekly  half-hour  format.  Produced  by 
Gittelman  Film  Associates  in  cooperation 
with  AMA,  the  program  will  be  distributed 
on  a syndication  basis.  It  is  estimated  that 
within  a month  or  two,  Today’s  Health  will 
be  on  100  stations,  reaching  about  seven 
million  people  each  week. 

Available  from  AMA:  A Physician’s  Guide 
to  Phase  4 of  the  Economic  Stabilization 
Program.  Write  Center  for  Health  Services 
Research  and  Development,  AMA  Head- 
quarters ...  An  audiovisual  presentation  of 
the  third  edition  of  Current  Procedural 
Terminology.  Medical  societies  contact 
Dept,  of  Computer  Systems  in  Medicine, 
AMA  Headquarters,  for  use  . . . Employment 
and  Use  of  Physician’s  Assistants,  A Guide 
for  Physicians,  an  AMA  booklet  answering 
questions  most  often  asked  about  PAs.  Write 
Dept,  of  Health  Manpower,  AMA  Headquar- 
ters . . . Physicians’  Guide  to  Medical  Advice 
for  Overseas  Travelers,  an  AMA  pamphlet. 
For  copies  of  OP-411,  60^  each,  write  Order 
Dept.,  AMA  Headquarters  . . . The  Business 
Side  of  Practice  Management,  a book  de- 
signed for  the  physician  considering  private 
practice.  To  order  OP-410,  $1.25  for  single 
copies,  $1.15  each  for  11-49  or  $1  each  for 
50  or  more,  write  Order  Dept.,  AMA  Head- 
quarters. 


Asheville  now  offers 

t all  in  one  location-the  Great  Smokies  Hilton. 


njoy  the  beauty  of  the  mountains  at  Asheville’s 
sw  resort  hotel  with  an  18-hole  championship 
)lf  course,  indoor/  outdoor  tennis  and  swim- 
ting.  There  are  playgrounds  for  the  children, 
nd  for  you,  lounges  and  the  excellent  cuisine 
f our  restaurants.  Just  park  your  car.  Our 
‘enic  bus  tours  will  take  you  to  all  of  the  ex- 
ting  mountain  attractions.  If  you’re  traveling 
y air,  we’ll  meet  you  at  the  jetport.  All  you 
ould  want  for  a complete  vacation  is  at  the 
rreat  Smokies  Hilton  in  Asheville,  N.  C. 


Call  Larry  Zoerner  today  (Collect  704-254-3211) 
for  reservations  or  a 4-color  brochure.  Or  write 
Great  Smokies  Hilton, Department  TM,  Ashe- 
ville, N.  C.  28802.  We  have  special  vacation 
packages  now  available. 


Great  Smokies 

HILTON 


House  Bill  12053  (Rogers'1  Bill) 

Legislation  To  Be  Reckoned  With 

This  particular  type  of  legislation  has  been  rumored  in  Washington  for  a 
considerable  period  of  time.  It  now  appears  that  the  legislative  bills  have 
been  prepared  and  are  in  the  process  of  being  sent  to  appropriate 
congressional  committees.  The  bill  is  sponsored  in  the  House  by 
Representative  Paul  G.  Rogers  (D-Fla).  There  is  a companion  bill  in  the 
Senate — #2994.  The  purpose  of  this  legislation  is  to  repeal  and  replace 
Comprehensive  Health  Planning,  Area  Wide  Health  Planning,  and  repeal 
of  the  Regional  Medical  Program  under  Title  9.  It  would  replace  these 
with  the  following: 

a.  7 he  National  Council  for  Health  Policy.  This  would  be  a permanent 
council  in  the  Executive  office  of  the  President.  The  Council  would 
be  responsible  for  assessing  the  nation’s  health  needs  and  issue 
guidelines  commensurate  with  their  assessments.  It  would  also  prepare 
a comprehensive  yearly  report  to  the  President  and  the  appropriate 
government  agencies. 

b.  Health  Areas  and  Health  Service  Agencies.  The  Secretary  of  HEW 
would  divide  the  country  into  regions  or  health  areas  generally 
following  state  boundaries  with  population  of  500,000  to  3,000,000  in 
each  area.  These  could  comprise  more  than  one  PSRO  area  or  a 
PSRO  area  could  comprise  one  or  more  health  areas.  Each  area  would 
have  a Health  Service  Agency.  This  would  be  a non-profit  agency 

incorporated  in  the  state  where  it  existed.  It  would  have  a staff  of  at  least  five  persons  and 
be  governed  by  a ten-to-thirty  member  board  representing  the  general  population,  providers 
and  elected  public  officials.  The  Health  Service  Agency  would  make  provisions  for  effective 
health  planning  and  promotion  within  the  area.  It  would  also  identify  facilities  which 
would  meet  identified  needs  within  the  area.  (Shades  of  RMP.)  It  would  establish  annually 
and  implement: 

1.  A long-range  planning  goal  designated  LGP,  and 

2.  A short-term  priority  plan  designated  SPP. 

It  would  have  authority  to  make  grants,  enter  into  contracts  with  public  and  private  entities 
for  planning  and  developing.  All  use  of  Federal  funds  under  this  bill  including  Mental 
Health,  Alcohol  Abuse,  Treatment,  and  Rehabilitation  would  be  reviewed  by  the  Health 
Service  Agency  and  the  agency  would  have  the  power  to  bar  availability  of  funds  subject  to 
review  by  the  Secretary  of  HEW.  It  would  establish  priority  for  Federal  guarantees  of 
construction  loans  within  its  area.  It  would  approve  or  disapprove  capital  expenditures  of 
over  $100,000  or  more  by  health  facilities.  It  would  review  and  make  recommendations 
to  a State  Health  Commission  for  certification  of  health  services  proposed  or  offered  in  its 
health  area,  these  reviews  and  procedures  to  be  established  by  regulations  issued  by  the 
Secretary  of  HEW . 

c.  The  bill  would  also  establish  a State  Health  Commission.  This  would  be  designated  under 
contracts  with  the  Secretary  of  HEW  by  the  individual  state.  If  so  designated,  the  State 
Health  Commission  would  provide  for  certain  regulatory  function  and  would  be  designated  as 
the  sole  agency  in  the  state  to  perform  these  functions. 
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The  State  Health  Commission  would  be  governed  by  3 to  7 full-time  persons  appointed  by  the 
Governor  or  the  State  Legislature.  Not  more  than  one-half  of  these  could  come  from  the  same 
political  party.  There  would  be  an  advisory  council  similarly  appointed;  two-thirds  of  whom 
would  be  representative  of  health  service  agencies  in  the  state,  elected  public  officials  and  the 
general  public,  not  providers.  The  functions  of  the  State  Health  Commission  is  specified  in 
the  bill  and  are  as  follows: 

1.  Annual  approval  or  disapproval  of  the  long-term  and  short-term  priority  plan  of  each 
Health  Service  Agency  located  in  the  state. 

2.  Annual  review  of  the  Health  Service  Agency  budget  and  a report  to  the  Secretary  of 
HEW  on  the  budget. 

3.  Review  of  planning  and  development  grants  under  consideration  by  the  Health 
Service  Agencies. 

4.  Would  serve  as  a state  planning  agency  in  regard  to  expenditures  over  $100,000. 

5.  Periodic  certification  of  need  with  respect  to  proposed  health  services  or  offered  health 
services  within  the  state. 

6.  Licensure  of  health  care  facilities  and  health  care  personnel  in  the  state. 

7.  Set  standards  of  health  care  providers  and  perform  quality  review  of  health  services. 

8.  Determine  prospectively  the  rates  of  institutional  and  certain  other  providers,  and  regulate 
provider  reimbursement. 

d.  Construction  Assistants.  The  bill  would  provide  for  loans  both  to  the  public  and  private 
entities  up  to  90%.  The  loans  would  require  prior  approval  by  the  State  Health  Commission 
and  they  must  meet  State  Health  Agency  priorities  before  approval  by  HEW.  Priority  given 
by  the  Secretary  of  HEW  will  be  to  ambulatory  care  first,  rehabilitation  second,  emergency 
services  third  or  a hospital  in  a rapidly  growing  area.  Loans  could  cover  new  buildings, 
modernization  of  the  old  buildings  initial  equipment  in  a new  building  or  equipment  for  a 
new  health  service  in  the  community.  The  total  funding  for  this  bill  would  be  in  the 
neighborhood  of  $389,000,000.  It  is  a frightening  piece  of  legislation  which  would  appear 
to  take  the  complete  regulation,  financing  and  licensing  of  health  facilities  and  health 
providers  out  of  the  hands  of  the  state,  and  place  it  directly  under  the  Secretary  of  HEW 
through  the  various  administrative  commissions  and  agencies  provided  for  in  this  bill. 

If  peer  review  was  undesirable  to  the  physician,  this  type  of  legislation  not  only  is  undesirable 
but  appears  to  be  completely  unacceptable  to  the  practice  of  medicine.  Familiarize  yourselves 
with  this  proposed  legislation  and  contact  your  Congressman  and  Senator  NOW.  Do  not  delay. 


Sincerely, 


PRESIDENT 
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editorials 


Medical  Education  in  Tennessee 

Governor  Dunn’s  much  publicized  derogatory 
remark  concerning  this  present  legislature  was 
doubtless  made  in  a moment  of  pique,  but  it  is  a 
fact  that  in  the  matter  of  medical  education  in 
Tennessee  it  showed  itself  peculiarly  refractory 
to  both  reason  and  the  best  interests  of  the  health 
needs  of  its  constituents.  It  is  impossible  not  to 
conclude  that  in  voting  for  a free-standing  medical 
school  in  Johnson  City,  the  legislature  acted  from 
purely  political  motives,  since  all  reason  dictated 
another  course. 

There  is  a lot  more  to  founding  a medical 
school  than  legislative  fiat,  or,  as  has  become 
abundantly  clear  the  country  over,  having  an 
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imposing  pile  of  bricks  and  mortar.  Even  assum- 
ing that  the  old  VA  hospital  in  Johnson  City 
were  a suitable  physical  plant,  which  it  is  not, 
staffing  it  is  quite  another  matter.  Many  existing 
medical  school  departments  are  badly  under- 
staffed, and  this  is  only  partly  a matter  of  limited 
funding.  Good  medical  faculty  members  are  in 
short  supply.  To  staff  any  medical  school  solely, 
or  even  primarily,  with  local  practitioners,  as 
has  been  proposed,  is  an  imposition  on  everyone, 
but  it  impinges  most  heavily  on  the  persons  al- 
ready most  desperately  in  need — the  already 
underserved  patients  of  those  practicing  phy- 
sicians, which  is  the  reason  for  all  the  flap  in  the 
first  place. 

Granting  the  many  pleasant  and  desirable 
qualities  of  upper  east  Tennessee,  it  is  still  a 
relatively  remote  area,  which  is  one  of  the  major 
reasons  for  the  physician  shortage  in  the  area. 
It  certainly  will  be  a discouraging  factor  in  the 
formation  of  a faculty  of  first  quality,  and  to 
settle  for  anything  less  is  to  deliberately  choose 
mediocrity.  We  already  have  too  many  factors 
over  which  we  are  powerless  pulling  us  in  that 
direction. 

Zubkoff  and  Dell  have  in  their  paper,  in  this 
issue,  on  the  Tennessee  physician  shortage  pre- 
sented an  imposing  array  of  statistics,  which  at 
least  indicate  that  Tennessee’s  problems  are  not 
likely  to  be  solved  by  simply  producing  more 
medical  students,  even  if  they  are  locally  recruited 
(and  I would  seriously  question  whether  there 
are  enough  qualified  people  locally  to  fill  a med- 
ical school.  I will  not  even  entertain  the  idea 
that  unqualified  people  might  be  accepted  and 
graduated) . 

Tennessee  is  in  a very  critical  position  regard- 
ing its  medical  education  facilities.  It  has  a 
state  school  which  is  at  present  on  probation, 
though  great  strides  are  being  made,  under  out- 
standing leadership,  to  overcome  its  difficulties. 
There  are  two  private  medical  schools  which  have 
been  leaders  in  the  medical  community  both  in 
the  state  and  in  the  region,  and  which  are  now, 
because  of  the  money  squeeze  and  the  withdrawal 
of  federal  support,  facing  serious  financial  dif- 
ficulties. Many  states  are  coming  to  the  rescue 
of  the  private  institutions  within  their  borders. 
And  with  three  underfunded  medical  schools,  our 
legislature,  recklessly  and  against  all  advice  and 
reason,  is  proposing  to  establish  a fourth,  which 
will  start  with  two  strikes  against  it — an  inade- 
quate, jury-rigged  physical  plant  and  difficulties 
in  faculty  recruitment. 
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It  is  not  too  late.  Perhaps  next  year  we  can 
elect  a responsible  legislature  which  will  abandon 
this  folly,  and  return  to  the  recommended  pro- 
gram of  clinical  centers,  a plan  which  differs  from 
our  present  course  in  that  it  is  based  on  reason. 

Get  to  work  on  it,  each  one  of  you — now! 

JBT 

The  Rites  of  Spring — 

And  Summer,  and  Fall 

This  is  the  time  of  year  when  schools  are 
getting  out  and  vacations  of  all  sorts  are  starting. 
Flowers  are  blooming,  and  the  green  is  back  on 
the  trees  and  lawns,  bringing  an  added  source  of 
air  and  noise  pollution.  Swimming  pools  are 
opening,  and  golf  courses  and  tennis  courts  are 
busy.  In  short,  not  a time  to  add  other  serious 
thoughts  to  those  of  patient  care,  or  to  take  on 
additional  work. 

But  also  at  about  this  time,  in  even  numbered 
years — of  which  this  is  one  (or,  at  least,  I have 
been  acting  on  that  assumption  for  several  months 
already) — something  else  happens.  It  began  with 
stage-whispered  intentions  and  sotto  voce  dis- 
claimers sometime  earlier,  but  by  now — you 
guessed  it:  hats  are  in  the  ring,  and  candidates 
are  off  and  running. 

If  this  sounds  like  the  beginning  of  a humorous 
editorial,  it’s  not.  It  is  dead  serious.  Not  only 
serious,  but  critical.  What  I'm  saying  is,  it’s 
election  time,  folks — and,  unhappily,  about  now 
I lose  a big  part  of  my  readers.  I hadn’t  better. 

I hear  a lot  of  complaining  on  the  part  of 
colleagues  (not  to  mention  friends  in  business 
and  other  professions)  about  the  state  of  the 
economy,  health  care  delivery,  PSRO,  government 
health  insurance — you  name  it.  When  I ask  them 
what  they  are  doing  about  it,  a gratifying  number 
are  doing  something.  (Who,  me?  I’m  writing 
this  editorial,  that’s  what!)  But  a lot  of  you  are 
“too  busy.”  That’s  why,  for  example,  we  have 
PSRO,  and  even  the  threat  of  socialized  medicine. 
We  were  “too  busy” — too  busy  “taking  care  of 
patients”  to  get  involved  with  “dirty  politics.” 
And  so,  though,  we  took  care  of  a lot  of  them 
for  nothing,  it  still  costs  money  to  get  hospital 
care,  and  instead  of  medicine’s  developing  its  own 
insurance  programs,  first  the  private  carriers  and 
then  the  government  got  into  the  act,  and  now 
Senator  Kennedy  and  his  sub-committee  are  look- 
ing down  our  throats — all  because,  or  at  least 
mainly  because,  we  were  too  busy.  Doubtless 


you  can  think  of  other  instances. 

So  what  can  you  do?  Well,  short  of  running 
for  office  yourself — and  some  of  our  colleagues 
are  doing  just  that — you  can,  first,  become  in- 
formed on  the  issues,  and  see  where  you  stand 
on  them,  decide  what  issues  have  priority,  and 
then  look  around  for  your  candidate (s).  Support 
him  (them)  in  any  way  you  can.  All  of  us 
have  contact  with  lots  of  people,  many  of  whom 
would  take  your  advice  in  politics  as  quickly  as 
they  will  take  your  medical  advice  (I  know  that 
sometimes  isn’t  very  quickly).  You  can  write 
letters,  make  phone  calls,  even  get  your  wife 
involved — and  then,  there’s  money! 

And  then  there’s  IMPACT — Independent 
Medicine’s  Political  Action  Committee  in  Tennes- 
see (there's  always  someone  who  never  heard  of 
it) — and  then,  there’s  your  money’s  worth!  Sup- 
port IMPACT.  It  is  non-partisan.  It  looks  for 
candidates  whom  the  committee  feels  are  most 
likely  to  listen  to  Medicine’s  views — maybe  not 
always  vote  with  us,  but  listen,  and  weigh.  The 
candidate  should  be  a man  who  has  a chance  of 
winning,  with  a little  help.  They  help  (or  we 
help — I hope  I can  say  we  to  include  you!  I 
already  belong. 

When  in  doubt,  send  money.  It’s  $25.00  mini- 
mum contribution,  but  for  $50  more  you  can  be 
a sustaining  member  and  get  a special  lapel  pin. 
It’s  a good  conversation  piece.  In  helping  IM- 
PACT you  help  yourself.  Why  not  do  yourself  a 
favor?  (Never  heard  of  it?  Call  TMA.) 

GET  INVOLVED! 

JBT 


PSRO — ad  nauseum 

I’m  sure  you're  as  tired  of  reading  about  PSRO 
as  I am  of  writing  about  it,  but  since  our  being 
tired  of  it  will  not  make  it  go  away,  I do  not 
intend  to  stop  writing  about  it.  I hope  you  are 
mature  enough  to  realize  that  our  wishes  do  not 
always  coincide  with  reality,  so  that  you  will  not 
stop  reading  about  it,  either.  It  is  vital  to  your 
future  and  to  the  welfare  of  your  patients  that 
you  remain  informed — and  accurately  informed. 
I do  the  best  I know  how  to  see  that  the  informa- 
tion contained  in  these  pages  is  accurate  (though 
occasionally  even  I slip  up). 

Unfortunately,  but  also  not  surprisingly,  the 
whole  matter  of  PSRO  is  inflammatory  and  emo- 
tionally charged.  Many  statements  have  been 
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made  by  colleagues  of  ours  impugning  the  intelli- 
gence, veracity,  and  motives  of  others  of  our 
colleagues.  I should  like  to  go  on  record  that 
inflammatory  statements  and  even  the  examination 
of  motives  serve  no  useful  purpose,  but  only 
further  cloud  the  issue  and  hide  the  facts. 

Public  Law  92-603,  of  which  the  PSRO  legis- 
lation is  a part,  consists  of  the  amendments  by 
the  92nd  Congress  to  the  Social  Security  Act.  To 
say  that  it  is  not  the  law  of  the  land  is  pure 
escapism,  for  no  matter  how  much  one  wishes  it 
were  not,  it  is  so.  No  more  than  any  other  law 
in  our  land  is  it  immutable,  but  it  is  the  law. 
Fortunately  your  TMA  House  of  Delegates  at  its 
meeting  just  over  had  the  wisdom  to  reject  a 
resolution  urging  non-compliance  and  to  adopt  a 
resolution  that  until  such  time  as  the  law  is 
repealed,  we  must  work  to  implement  it  in  the 
most  effective  way  we  can,  and  in  case  repeal  is 
not  possible  (which  we  can  probably  be  assured  it 
is  not),  seek  to  amend  it  in  such  a way  as  to 
remove  the  less  workable  portions. 

Now  to  return  to  the  matter  of  repeal  of  the 
PSRO  law,  or  Section  249F  of  Public  Law  92- 
603.  If  one  intends  to  work  for  repeal  of  this 
section  of  the  law,  he  should  pray  earnestly  for 
the  repeal  of  the  entire  Social  Security  Act,  of 
which  this  section  is  only  a small  part — something 
which  is  so  unlikely  as  to  be  outside  the  realm 
of  possibility. 

Section  249F,  or  the  PSRO  law,  was  intro- 
duced by  Senator  Wallace  F.  Bennett  of  Utah 
as  an  amendment  to  H.R.  1 of  the  92nd  Con- 
gress, and  was  adopted  as  a part  of  that  bill  and 
signed  into  law  by  the  President.  Published 
below  is  a letter  to  the  Editor  from  Senator 
Bennett,  with  an  attachment  which  is  a portion 
of  an  address  by  him  earlier  this  month  (April  2) 
before  the  93rd  Congress,  in  which  he  outlines 
some  things  which  are  of  utmost  importance  to 
you.  You  must  read  and  act  on  them. 

In  an  earlier  address  Senator  Bennett  said,  “It 
is  particularly  important  to  note  that  all  of  the 
review  responsibility  and  authority  which  a PSRO 
may  assume  is  separately  authorized,  under  non- 
PSRO  provisions  of  the  law,  to  the  Department 
of  Health,  Education,  and  Welfare  and  to  the 
carriers  and  intermediaries  under  medicare  as  well 
as  to  State  agencies  under  medicaid.  In  a speech 
later  this  week,  I will  cite  all  of  those  statutory 
authorities — other  than  PSRO  ( listed  below. — 
Ed.) — so  that  the  advocates  of  PSRO  repeal  may 
understand  fully  that  the  absence  of  the  PSRO 
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statute  would  not  leave  a review  vacuum.  Neces- 
sary review  will  be  accomplished  with  or  without 
the  PSRO  provisions.  What  the  PSRO  alternative 
offers,  however,  is  professionalism  and  local  con- 
trol instead  of  bureaucratic  fiat,  mandate  and 
arbitrariness  in  determining  medical  necessity 
and  quality  of  care. 

“In  capsule  form,  the  PSRO  legislation  was 
designed  to  afford  practicing  physicians  at  local 
levels  an  opportunity,  on  a voluntary  and  publicly 
accountable  basis,  to  undertake  review  of  the 
medical  necessity  and  quality  of  care  provided 
under  the  $25  billion  medicare  and  medicaid 
programs.  It  was  intended  to  substitute  responsi- 
ble, comprehensive  professional  review  by  the 
community  of  physicians  in  an  area  for  the  hit-or- 
miss  review  which  has  heretofore  been  provided 
in  less  than  effective  fashion  by  Government  and 
insurance  company  personnel.” 

Senator  Bennett  is  no  more  immune  than  the 
rest  of  us  to  the  occasional  use  of  inflammatory 
language  and  I have  deleted  from  his  statement 
all  such  as  being  counterproductive.  Even  so, 
dignity  demands  that  we  rise  above  pettiness  in 
the  interest  of  our  profession,  ourselves,  and, 
still  more  important,  the  welfare  of  our  patients. 
Do  what  you  wish  about  working  for  repeal  or 
amendment.  But  do  it  on  the  basis  of  being  fully 
informed.  And  above  all,  do  not  be  deceived  by 
those  who  would  tell  you  PSRO  is  not  the  law 
of  the  land — which  it  is — and  that  it  is  the  worst 
thing  that  could  happen  to  us — which  it  is  not. 
There  are  much  worse  things  in  the  same  law,  as 
you  will  see  if  you  read  Senator  Bennett’s  state- 
ment. 

Also  in  this  issue  is  a paper  by  Bland  Cannon, 
M.D.,  a former  president  of  TMA,  a Memphis 
neurosurgeon,  and  a member  of  the  AMA  Coun- 
cil on  Medical  Education,  which  explains  about 
PSRO  as  it  applies  to  you,  and  what  AMA  is 
doing  about  it.  In  addition  to  what  he  says,  a 
more  recent  development  is  a series  of  18 
amendments  to  PL  92-603  submitted  to  the  Con- 
gress by  AMA.  By  the  time  you  read  this,  there 
will  doubtless  be  other  developments.  We’ll  try 
to  keep  you  posted. 

As  my  mother  used  to  say,  “It’s  not  what  you 
want  that  does  you  good — it’s  what  you  get.” 
What  we  will  get  if  we  default  on  our  responsi- 
bilities of  PL  92-603  seems  pretty  clear.  It  is 
also  pretty  clear,  at  least  to  me,  that  we  will  have 
deserved  it. 

JBT 
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To  the  Editor: 

During  the  past  year  or  so,  much  misinformation  and 
distortion  has  been  circulated  with  respect  to  the  PSRO 
statute  which  I sponsored.  Inaccuracies,  half-truths,  and 
one-sided  presentations  have  been  widely  circulated  con- 
cerning PSRO. 

What  we  have  seen  is  a plethora  of  gloomy  prognoses 
concerning  PSRO,  coupled  with  little  or  no  diagnosis. 

To  facilitate  understanding  of  the  program  and  to 
address  specifically  the  principal  negative  allegations 
with  respect  to  PSRO,  I am  sending  a copy  of  an 
extensive  statement  I made  before  the  Senate  on  April 
2,  1974.  (Printed  below — Ed.)  The  allegations  to 

which  responses  are  made  include  those  related  to: 

1.  "PSRO  was  hastily  enacted.” 

2.  “The  law  requires  development  and  application  of 
norms  of  care  which  would  lead  to  "cookbook  med- 
icine.” 

3.  “The  PSRO  program  would  violate  confidentiality 
of  patient  records.” 

4.  “The  costs  of  Professional  Standards  Review  will 
outweigh  any  savings.” 

5.  “Under  the  law,  fines  may  be  imposed  upon  phy- 
sicians, and  these  fines  will  have  a stultifying  effect  on 
medical  practice.” 

In  addition  you  will  find  a listing  of  all  the  principal 
general  and  specific  review  provisions  of  the  Social 
Security  Act  authorizing  review  activities.  I want  to 
emphasize  that  these  are  non-PSRO  provisions  of  the 
law,  and  I believe  you  will  agree  that  these  non-PSRO 
authorities  constitute  virtually  a blank  check  for  review 
far  broader  than  PSRO  and  without  the  constraints  and 
safeguards  contained  in  my  amendment. 

I trust  that  this  information  contributes  to  better 
understanding  of  PSRO,  as  well  as  placing  the  PSRO 
statute  in  proper  perspective. 

Sincerely, 

Wallace  F.  Bennett 

United  States  Senator  from  Utah 

From  the  Congressional  Record, 
93rd  Congress,  Second  Session 
Vol.  120,  No.  46 

. . . MR.  BENNETT:  Mr.  President,  PSRO  is  a 

complex  law.  It  is  complex  because  it  deals  with  a 
highly  sensitive  area  and  effort  was  made,  to  the  extent 
feasible,  to  assure  chapter  and  verse  clarity  in  the 
statute.  There  has  been  a failure  by  its  opponents  to 
call  attention  to  the  onerous  alternatives  to  PSRO  which 
are  already  on  the  statute  books  and  which  stand  ready 
to  operate  in  the  absence  of  PSRO.  I have  attached 
as  an  appendix,  references  to  those  other  provisions  in 
present  law.  One  example  is  the  abortive  proposal  by 
the  Secretary  of  Health,  Education,  and  Welfare  to  re- 
quire prior  approval  on  all  elective  medicare  and 


medicaid  hospital  admissions.  The  authority  for  that 
requirement  lay  in  non-PSRO  provisions  of  the  Social 
Security  Act.  This,  of  course,  is  apart  from  the  drastic 
and  almost  radical  legislative  proposals  to  control  med- 
ical practice  which  are  waiting  in  the  wings  and  which, 
of  course,  I do  not  support. 

The  voluntary  nature  of  PSRO  establishment  and 
participation  by  practitioners  in  an  area  should  also 
be  stressed.  Where  they  choose  not  to  do  so,  the 
community  of  physicians  in  an  area  are  not  required 
in  any  way  to  undertake  a PSRO  operation.  PSRO 
is  an  opportunity  for  professional  self-control  which 
may  be  declined. 

I will  try  to  respond  to  the  principal  allegations  which 
have  been  raised  by  advocates  of  PSRO  repeal.  Before 
doing  so,  it  might  be  helpful  to  note  that  all  of  the 
review  activities  which  a PSRO  is  expected  to  under- 
take were  generally  authorized  under  the  Social  Security 
Act  prior  to  the  PSRO  legislation.  Our  motive  in  enact- 
ing PSRO  was  to  give  practicing  physicians  priority  in 
undertaking  this  activity  rather  than  utilizing  bureaucrats 
and  insurance  company  personnel  to  review  care  pro- 
vided under  the  $25  billion  medicare  and  medicaid 
programs.  . . . 

allegation: 

“A  law  of  such  consequence  should  have  been  written 
with  a proportionate  amount  of  forethought.  But  the 
forethought  was  meager.  It  is  the  law  itself  that  was 
a creature  of  impulse — as  its  background  makes  clear.” 

answer: 

The  professional  standards  review  legislation  was  the 
product  of  years  of  effort  representing  the  input  and 
testimony  of  many  individuals  and  organizations.  Its 
genesis  was  the  American  Medical  Association’s  own 
PRO  proposal  which  they  asked  me  to  consider  intro- 
ducing in  early  1970. 

In  fact,  this  amendment  was  before  the  public  from 
July  1970,  when  I first  announced  my  intention  to 
introduce  the  legislation,  to  October  of  1972  when  it 
became  law.  It  was  the  subject  of  extensive  public 
testimony  in  hearings  before  the  Finance  Committee  in 
1970  and  1971 — including  testimony  from  the  Ameri- 
can Medical  Association,  the  Council  of  Medical  Staffs 
and  the  American  Association  of  Physicians  and 
Surgeons — and  it  was  also  testified  to  during  the  course 
of  overall  health  insurance  hearings  before  the  House 
Ways  and  Means  Committee  in  1971.  It  was  formally 
before  the  Committee  on  Ways  and  Means  in  the  form 
of  H.R,  7182,  a bill  “to  amend  the  Social  Security  Act 
to  provide  for  the  establishment  of  Professional 
Standards  Review  Organizations.”  That  bill,  in  many 
respects  similar,  and  in  others  identical  to  mine,  was 
sponsored  by  Congressmen  Devine  and  Betts.  Mr. 
Betts  was  a member  of  the  Committee  on  Ways  and 
Means.  It  was  passed  twice  by  the  Finance  Committee 
as  an  amendment  to  appropriate  social  security-medicare 
bills,  twice  by  the  full  Senate — including  Senate  rejection 
by  a vote  of  18  to  48  of  a specific  amendment  by 
Senator  Curtis  of  Nebraska  to  delete  the  PSRO  provi- 
sion— and  it  was  considered  and  approved  by  a confer- 
ence committee  of  both  Houses  and  finally  signed  by 
the  President  into  law  was  Public  Law  92-603  on 
October  30.  1972. 
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In  addition,  the  amendment  was  subject  to  much 
discussion  in  the  health  care  field.  It  might  be  an 
interesting  exercise  to  total  up  the  column  inches  in 
the  AMA  News — the  weekly  newspaper  of  the  AMA — 
which  were  devoted  to  PSRO  from  August  of  1970  to 
October  of  1972. 

The  AMA's  own  “Medical  Backgrounder”  on  PSRO's 
legislative  history  contains  the  following  statements: 

Senator  Wallace  Bennett  of  Utah  used  the  AMA 
concept  as  a base  and  developed  the  PSRO  Program. 
A basic  difference  between  the  AMA  and  Bennett  ap- 
proaches was  that  under  PSRO.  a State  medical  society 
could  not  be  the  reviewing  agency.  Rather,  a new 
organization  must  be  created.” 

AMA  had  other  objections:  The  requirement  for 

advance  approval  of  admissions  to  hospitals  for  elective 
surgery,  national  “norms”  of  health  care,  monetary  fine 
for  violations  of  certain  provisions  and  Government 
ownership  of  the  records  of  patients  and  physicians. 
The  Senate  Finance  Committee  modified  PSRO  in  each 
of  these  areas  to  at  least  some  degree.” 

Mr.  President,  the  AMA's  own  words  leave  very 
little  to  the  imagination.  Basically,  what  they  wanted 
they  could  not  have — the  formal  and  legal  vesting  of 
PSRO  responsibilities  with  State  medical  societies.  That 
would  have  been  highly  inappropriate  in  a public  pro- 
gram utilizing  public  trust  funds. 

ALLEGATION 

The  law  requires  development  and  application  of 
“norms  of  care”  which  would  lead  to  “cookbook  med- 
icine.” 

ANSWER 

Here  is  another  area  where  private  health  insurers 
and  the  medicare  and  medicaid  administrators  had  been 
applying  their  own  criteria  of  care — almost  always  re- 
trospectively— in  determining  whether  to  approve  or 
disapprove  a claim  for  payment.  In  contrast,  the  PSRO 
legislation  seeks  to  substitute  professionally  developed 
norms  and  parameters  of  care  which  are  the  product 
of  the  work  of  practicing  physicians  in  the  area.  . . . 

The  statute  does  not  speak  to  a single  norm  or  way  of 
treatment  as  the  definitive  and  only  type  for  which 
payment  will  be  made.  Rather,  it  refers  to  the  “range  of 
norms”  acceptable  to  the  PSRO  for  a given  diagnosis. 
Section  1156(b)  states: 

Such  norms  with  respect  to  treatment  of  particular 
illnesses  or  health  conditions  shall  include  (in  accord- 
ance with  regulations  of  the  Secretary) — (1)  the  types 
and  extent  of  the  health  care  services  which,  taking  into 
account  differing  but  acceptable  modes  of  treatment 
and  methods  of  organizing  and  delivering  care  are 
considered  within  the  range  of  appropriate  diagnosis  and 
treatment  of  such  illness  or  health  condition,  consistent 
with  professionally  recognized  and  accepted  patterns  of 
care. 

This  acceptable  range  may  well  include  patterns  of 
care  which  serve  to  decrease  the  concern  with  and 
incidence  of  “defensive  medicine.”  Further,  and  of 
great  importance,  is  the  fact  that  these  norms  and  param- 
eters are  only  checkpoints — developed  by  the  practi- 
tioners themselves — related  to  age  and  diagnosis  which 
simply  serve  to  establish  reasonable  points  at  which 
the  attending  doctor  should  indicate  the  need  for  con- 
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tinued  care  or  service  or  why  certain  services  were  not 
provided.  Assuming  the  PSRO  approves  care  beyond 
these  checkpoints,  it  would  be  paid  by  medicare  and 
medicaid  without  each  case  being  second-guessed  by 
carriers,  intermediaries,  or  State  agencies.  This  would 
replace  the  use  of  arbitrary  7th  day,  12th,  or  18th  day 
kind  of  review  unrelated  to  age  or  diagnosis  which  has 
obtained  in  the  programs  heretofore.  It  allows  a 
physician  to  explain  to  another  practicing  physician — 
rather  than  those  same  carriers  or  intermediaries — why 
his  patient  needs  certain  care  and  treatment. 

The  alternative  to  appropriate  professionally  devel- 
oped checkpoints  in  determining  reasonableness  for  pay- 
ment with  public  funds  is  to  have  no  reference  points, 
which  obviously  is  an  untenable  position.  The  PSRO 
manual,  just  released,  has  two  sections  which  put  this 
all  in  perspective: 

In  each  of  its  review  activities,  the  PSRO  will  use 
norms,  criteria,  and  standards  which  are  useful  in 
identifying  possible  instances  of  misutilization  of  health 
care  services  or  of  the  delivery  of  care  of  substandard 
quality.  The  PSRO  is  responsible  for  the  initial  develop- 
ment and  on-going  modification  of  the  criteria  and 
standards  and  the  selection  of  the  norms  to  be  used  in 
its  area.  While  PSRO’s  will  structure  themselves  in 
many  ways  to  perform  those  duties,  the  overall  respon- 
sibility for  the  development,  modification  and  content 
of  norms,  criteria  and  standards  rests  with  the  PSRO. 

Norms,  criteria,  and  standards  should  be  used  in 
each  type  of  PSRO  review.  They  should,  at  least,  be 
used  for  the  initial  screening  of  cases  to  select  those 
cases  requiring  more  in-depth  review.  In-depth  review 
should  be  performed  by  peers  using  a combination  of 
more  detailed  norms,  criteria  and  standards  and  an 
assessment  of  a patient’s  individual  clinical  and  social 
situation  and  the  resources  of  the  institution  in  which 
care  is  provided. 

And  as  the  Finance  Committee  stated  in  its  report  on 
PSRO: 

Neither  should  the  use  of  norms  as  checkpoints  nor 
any  other  activity  of  the  PSRO,  be  used  to  stifle  in- 
novative medical  practices  or  procedures.  The  intent  is 
not  conformism  in  medical  practice — the  objective  is 
reasonableness. 

Resolution  56  approving  the  development  of  PSRO 
norms  was  adopted  by  the  American  Medical  Associa- 
tion at  its  Clinical  Convention  in  1972.  No.  56 
Specifications  for  Development  of  Norms  for 
Care,  Diagnosis,  and  Treatment  . . . 

The  AMA's  resolution  is  completely  in  agreement 
with  the  language  and  intent  of  the  PSRO  statute  and 
report. 

ALLEGATION 

The  PSRO  program  would  violate  confidentiality  of 
patient  records. 

ANSWER 

Private  health  insurers,  such  as  Blue  Cross-Blue 
Shield,  have  been  reviewing  medical  records  for  many 
years — long  before  PSRO  and  long  before  medicare. 
Granted,  that  review  has  not  always  been  done  dis- 
cretely nor  confidentially.  The  PSRO  legislation,  how- 
ever, in  contrast,  has  specific  statutory  safeguards  de- 
signed to  safeguard  patient  identity  and  confidentiality. 
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First,  section  1155(a)(4)  states  that  each  PSRO  shall 
utilize — 

...  to  the  greatest  extent  practicable  in  such  patient 
profiles,  methods  of  coding  which  will  provide  maxi- 
mum confidentiality  as  to  patient  identity  and  assure 
objective  evaluation. 

Second,  section  1166  is  entitled  "Prohibition  Against 
Disclosure  of  Information.”  and  reads  as  follows: 

(a)  Any  data  or  information  acquired  by  any  Profes- 
sional Standards  Review  Organization,  in  the  exercise 
of  its  duties  and  functions,  shall  be  held  in  confidence 
and  shall  not  be  disclosed  to  any  person  except  ( 1 ) to 
the  extent  that  may  be  necessary  to  carry  out  the  pur- 
poses of  this  part,  or  (2)  in  such  cases  and  under  such 
circumstances  as  the  Secretary  shall  by  regulations  pro- 
vide to  assure  adequate  protection  of  the  rights  and 
interests  of  patients,  health  care  practitioners  or  pro- 
viders of  health  care. 

(b)  It  shall  be  unlawful  for  any  person  to  disclose 
any  such  information  other  than  for  such  purposes,  and 
any  person  violating  the  provisions  of  this  section  shall, 
upon  conviction,  be  fined  not  more  than  $1,000,  and 
imprisoned  for  not  more  than  six  months,  or  both, 
together  with  the  costs  of  prosecution. 

PSRO  was  developed  building  upon  the  PRO  proposal 
of  the  American  Medical  Association.  The  AMA’s 
legislative  proposal  did  not  contain  any  specific  pro- 
visions directed  toward  safeguarding  confidentiality. 

The  PSRO  statute — section  1155(a)(1)  and  section 
1155(b)(3)  specifically  limit  review  activities  and  access 
to  records  to  Social  Security  Act  health  care  programs 
— namely,  medicare  and  medicaid. 

The  provision  authorizing  access  to  medicare  or 
medicaid  patient  records  in  a physician’s  office  is  a 
residual  authority  intended  to  be  exercised  only  in 
highly  unusual  or  exceptional  situations — certainly  not 
routinely.  For  example,  a PSRO  may  have  reason  to 
believe  that  in  a given  case,  substantial  discrepancies 
may  exist  between  the  services  indicated  as  provided  on 
a claims  form  and  those  actually  provided.  It  is  my 
understanding  that  the  Office  of  Professional  Standards 
Review  in  Health,  Education,  and  Welfare  is  developing 
extensive  guidelines  on  the  maintenance  of  confidential- 
ity, including  material  spelling  out  the  intent  that  this 
access  to  records  in  an  office  is  limited  to  highly  un- 
usual or  exceptional  circumstances  as  delineated  in  the 
guideline. 

ALLEGATION 

The  costs  of  PSRO  review  will  outweigh  any  savings. 

ANSWER 

Appropriate  professional  review  mechanisms  do  cost 
substantially.  However,  the  experience  with  the  operat- 
ing PSRO  prototypes — such  as  those  in  Colorado,  New 
Mexico,  Utah,  and  Sacramento  and  San  Joaquin 
Counties  in  California — evidences  substantial  cost  sav- 
ings above  the  costs  of  the  review  process  itself — apart 
from  considerations  of  enhanced  quality  of  care — as 
well  as  establishing  the  fact  that  the  review  activities 
do  not  require  inordinate  or  unjustified  requirements  on 
physician  time. 

Of  course,  the  Government  is  already  spending  a 
significant  amount  on  review  activities  in  medicare  and 
medicaid.  As  the  PSRO's  assume  full  responsibility, 


those  other  review  activities  would  terminate  with  com- 
mensurate cost  offsets  against  PSRO  expenses.  Con- 
sidering the  $25  billion  now  spent  on  medicare  and 
medicaid,  the  cost  of  PSRO  review  efforts  will  be 
relatively  small. 

ALLEGATION 

Under  the  law,  fines  may  be  imposed  upon  a phy- 
sician and  these  fines  will  have  a stultifying  effect  on 
medical  practice. 

ANSWER 

In  actuality,  the  law  does  not  contain  any  provision 
calling  for  fines.  The  original  Bennett  amendment  did 
include  a provision  authorizing  fines,  but  that  was 
dropped  subsequently.  The  PSRO  statute  does  contain 
a provision  allowing  the  local  doctors  to  recommend 
a series  of  sanctions  on  a physician  who  flagrantly  or 
consistently  orders  or  renders  services  which  are  either 
unnecessary  or  of  improper  quality.  Under  sections 
1862  and  1903  of  the  Social  Security  Act — non-PSRO 
sections — the  Secretary  has  the  authority  to  suspend  a 
physician  from  the  programs.  Under  the  PSRO  provi- 
sion, the  local  physicians  themselves,  rather  than  the 
Secretary,  would  have  the  authority  to  recommend  ap- 
propriate sanctions.  These  sanctions  could  either  be 
suspension,  or.  if  they  decided  a less  severe  sanction 
was  called  for,  they  could  recommend  repayment  by 
the  practitioner  of  the  actual  costs  paid  by  the  Govern- 
ment, not  to  exceed  $5,000.  if  excessive  services  had 
been  rendered.  It  would  be  difficult  to  construct  an  ef- 
fective peer  review  law  which  had  no  sanctions — such 
as  the  recovery  provision — since  the  local  physicians 
would  then  have  no  way  to  deal  with  an  improper 
situation.  . . . 

Mr.  President,  I ask  unanimous  consent  that  a list- 
ing of  the  principal  review  provisions  in  the  Social 
Security  Act — other  than  professional  standards  review 
— be  printed  in  the  Record. 

There  being  no  objection,  the  listing  was  ordered  to 
be  printed  in  the  Record,  as  follows: 

Principal  General  and  Specific  Provisions  of  Social 

Security  Act  (Other  Than  PSRO  Provisions  of 

Law)  Authorizing  and  Requiring  Review  Activ- 
ities 

I.  ACCESS  TO  RECORDS  AND  OTHER  DATA 
Medicare 

Intermediaries — Section  1816(a)(2)(B)  . . . “to 

make  such  audits  of  the  records  of  providers  as  may 
be  necessary  to  insure  that  proper  payments  are  made 
under  this  part  . . .” 

Carriers — Section  1842(a)(1)(C)  . . . “to  make  such 
audits  of  the  records  of  providers  of  services  as  may 
be  necessary  to  assure  that  proper  payments  are  made 
under  this  part  . . 

Medicaid 

Section  1902(a)  (27)  . . . “provide  for  agreements 
with  every  person  or  institution  providing  services  under 
the  State  plan  under  which  such  institution  or  persons 
agrees  (A)  to  keep  such  records  as  are  necessary  fully 
to  disclose  the  extent  of  the  services  provided  to  in- 
dividuals receiving  assistance  under  the  State  plan,  and 
(B)  to  furnish  the  State  agency  with  such  information, 
regarding  any  payments  claimed  by  such  person  or 
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institution  for  providing  services  under  the  State  plan, 
as  the  State  agency  may  from  time  to  time  icquest  . . 

II.  GENERAL  REVIEW  REQUIREMENTS 

Medicare 

Section  1862(a)(1)  . . . “Notwithstanding  any  other 
provisions  of  this  title,  no  payment  may  be  made  under 
part  A or  part  B for  any  expenses  incurred  for  items 
or  services — ( 1 ) which  are  not  reasonable  or  necessary 
for  the  diagnosis  or  treatment  of  illness  or  injury  or 
to  improve  the  functioning  of  a malformed  body 
member  . . 

Medicaid 

Section  1902(a)  (30)  . . . “provide  such  methods  and 
procedures  relating  to  the  utilization  of,  and  the  pay- 
ment for,  care  and  service  available  under  the  plan  (in- 
cluding but  not  limited  to  utilization  review  plans 
provided  for  in  Section  1 903  ( i ) ( 4 ) as  may  be  neces- 
sary to  safeguard  against  unnecessary  utilization  of  such 
care  and  services  and  to  assure  that  payment  (includ- 
ing payments  for  any  drugs  provided  under  the  plan) 
are  not  in  excess  of  reasonable  charges  consistent  with 
efficiency,  economy  and  quality  of  care  . . 

III.  STATEWIDE  PROGRAM  REVIEW  TEAMS 

Medicare 

Section  1862(d)(4)  . . . “(4)  For  the  purposes  of 
paragraph  (1)(B)  and  (C)  of  this  subsection,  and 
clause  (F)  of  section  1866(b)(2),  the  Secretary  shall, 
after  consultation  with  appropriate  State  and  local  pro- 
fessional societies,  the  appropriate  carriers  and  inter- 
mediaries utilized  in  the  administration  of  this  title,  and 
consumer  representatives  familiar  with  the  health  needs 
of  residents  of  the  State,  appoint  one  or  more  program 
review  teams  (composed  of  physicians,  other  profes- 
sional personnel  in  the  health  care  field,  and  the  con- 
sumer representatives)  in  each  State  which  shall,  among 
other  things — 

(A)  undertake  to  review  such  statistical  data  on  pro- 
gram utilization  as  may  be  submitted  by  the  Secretary. 

(B)  submit  to  the  Secretary  periodically,  as  may  be 

prescribed  in  regulations,  a report  on  the  results  of 

such  review,  together  with  recommendations  with 
respect  thereto. 

(C)  undertake  to  review  particular  cases  where  there 
is  a likelihood  that  the  person  or  persons  furnishing 
services  and  supplies  to  individuals  may  come  within 
the  provisions  of  paragraphs  (1)  (B)  and  (C)  of  this 
subsection  or  clause  (F)  of  section  1866(b)(2),  and 

( D ) submit  to  the  Secretary  periodically,  as  may  be 

prescribed  in  regulations,  a report  of  cases  reviewed 

pursuant  to  subparagraph  (C)  along  with  an  analysis 
of,  and  recommendations  with  respect  to,  such  cases.” 

IV.  AUTHORITY  TO  SUSPEND  PRACTITIONERS 
AND  PROVIDERS 

Medicare 

Section  1862(d)(1)  . . . “No  payment  may  be  made 
under  this  title  with  respect  to  any  item  or  services 
furnished  to  an  individual  by  a person  where  the 

Secretary  determines  under  this  subsection  that  such 

person — ...(C)  has  furnished  services  or  supplies 
which  are  determined  by  the  Secretary,  with  the  con- 

432 


currence  of  the  members  of  the  appropriate  program 
review  team  . . . who  are  physicians  or  other  profes- 
sional personnel  in  the  health  care  field,  to  be  sub- 
stantially in  excess  of  the  needs  of  individuals  or  to  be 
harmful  to  individuals  or  to  be  of  a grossly  inferior 
quality. 

(2)  A determination  made  by  the  Secretary  under 
this  subsection  shall  be  effective  at  such  time  and  upon 
such  reasonable  notice  to  the  public  and  to  the  person 
furnishing  the  services  involved  as  may  be  specified  in 
regulations.  Such  determination  shall  be  effective  with 
respect  to  services  furnished  to  an  individual  on  or  after 
the  effective  date  of  such  determination  (except  that  in 
the  case  of  inpatient  hospital  services,  posthospital  ex- 
tended care  services,  and  home  health  services  such  de- 
termination shall  be  effective  in  the  manner  provided 
in  section  1866  (b)  (3)  and  (4)  with  respect  to  termi- 
nations of  agreements),  and  shall  remain  in  effect  until 
the  Secretary  finds  and  gives  reasonable  notice  to  the 
public  that  the  basis  of  such  determination  has  been 
removed  and  that  there  is  reasonable  assurance  that  it 
will  not  recur.” 

Medicaid 

Section  1 903  ( i ) . . . “Payment  under  the  preceding 
provisions  of  this  section  shall  not  be  made  . . . (2) 
with  respect  to  any  amount  paid  for  services  furnished 
under  the  plan  after  December  31,  1972,  by  a provider 
or  other  person  during  any  period  of  time,  if  payment 
may  not  be  made  under  title  XVIII  with  respect  to 
services  furnished  by  such  provider  or  person  during 
such  period  of  time  solely  by  reason  of  a determination 
by  the  Secretary  under  section  1862(d)(1)  or  under 
clause  (D),  (E),  or  (F)  of  section  1866(b)(2)  . . .” 

GENERAL  AUTHORITY  OF  SECRETARY  TO  ISSUE 
REGULATIONS  AND  ASSURE  COMPLIANCE 
Social  security  act  programs 

Section  1 102  . . . "The  Secretary  of  the  Treasury, 
the  Secretary  of  Labor,  and  the  Secretary  of  Health, 
Education,  and  Welfare,  respectively,  shall  make  and 
publish  such  rules  and  regulations,  not  inconsistent 
with  this  Act,  as  may  be  necessary  to  the  efficient 
administration  of  the  functions  with  which  each  is 
charged  under  this  Act.” 

Medicare 

Section  1871  . . . “The  Secretary  shall  prescribe  such 
regulations  as  may  be  necessary  to  carry  out  the  ad- 
ministration of  the  insurance  programs  under  this 
title  . . .” 

ijc  % sfc 

PHYSICIAN  ORDER  WRITING 

March  29,  1974 

To  the  Editor: 

I am  writing  in  response  to  your  editorial  “on 
prescribing  drugs”  which  appeared  in  the  February 
1974  issue  of  the  TMA  Journal.  You  stated  “.  . . I 
urge  you  to  be  certain  that  your  prescriptions  are 
written  legibly  and  that  you  make  sure  that  the  floor 
nurse  accurately  transcribes  your  verbal  orders.”  In 
light  of  the  list  of  drugs  published  following  that 
editorial  whose  names  not  only  look  alike  but  sound 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


alike,  it  would  seem  to  me  that  if  physicians  desire  to 
really  reduce  the  element  of  human  error,  they  should 
make  sure  they  write  their  medication  orders  so  that 
the  floor  nurse  may  transcribe  them  accurately.  While 
verbal  orders  are  often  a necessity,  in  some  instances, 
written  orders  can  be  a safe-guard  to  the  patient. 
Certainly  the  discussion  of  the  medical  plan  of  care 
and  the  nursing  plan  of  care  between  the  physician  and 
the  nurse  can  help  to  identify  any  inadvertent  error  and 
correct  it  early.  Thus,  when  verbal  orders  are  required, 
a physician  and  nurse  in  reviewing  elements  of  the 
patient’s  care  can  verify  how  orders  have  been  tran- 
scribed. When  registered  nurses  are  aware  of  the 
medical  plan  of  care  as  well  as  specific  drugs  that  may 
be  ordered,  they  are  in  a better  position  to  help  mini- 
mize errors  that  might  occur. 

(Mrs.)  Rebecca  Clark  Culpepper,  R.N. 

Executive  Director 

Tenn.  Nurses’  Association 

1720  West  End  Bldg.,  Suite  400 

Nashville.  Tenn.  37203 


RX  OF  OBESITY 

26  March,  1974 

To  the  Editor: 

The  article  on  surgical  approach  to  morbid  obesity 
in  your  March  issue,  from  the  Vanderbilt  group,  pre- 
sents an  example,  perhaps,  of  the  blunder  to  which  a 
“committee”  is  prone.  Goethe  remarked  something 
similar  once,  to  the  effect  that  it  was  most  depressing 
to  consider  Germans  in  the  aggregate,  capable  of  the 
greatest  inanities,  who  individually  were  highly  capable 
and  respected,  loveable  and  even  praiseworthy. 

We  once  had  a President  who  punished  Seventh 
Army  troops  with  the  dictum:  “shape  up  or  ship  out.” 
After  a few  obedient,  obese  top  kicks  had  kicked  the 
bucket  jogging  along  under  Kennedy’s  notion  of  phy- 
sical fitness,  cardiac  deaths  occasioned  by  this  unac- 
customed exertion,  our  Seventh  Army  medical  people 
advised  a change.  Fatties — morbid  and  otherwise — 
were  collected  and  marched  to  the  responsible  medical 
officer.  Unit  commanders,  responsible  noncoms,  Mess 
Officers  were  involved  in  supervising  diets.  Followup 
was  by  the  physician-medical  officer. 

What  was  learned  can  be  summarized  as  follows: 

1 ) Obese  people  are  primarily  anxious  people. 

2)  Obese  people  tend  to  avoid  eating  early  in  the 
day,  and  without  exception  eat  heavily  within  six 
hours  of  bedtime. 

3)  One  fatty  in  ten  wants  to  lose  and  is  willing  to 
change  his  lifestyle  for  at  least  six  months. 

4)  It  is  possible  for  an  18  year  old  male  to  lose  90 
lbs.  in  six  months,  ending  at  normal  weight  for 
height  and  age;  and  for  a 45  year  old  male  to 
lose  45  lbs.  in  six  months,  ditto,  simply  by  en- 
couraging and  providing  a heavy  balanced  break- 
fast free  from  the  regular  greasy,  starchy  chow 
line,  eaten  before  8 A.M.  daily,  as  long  as  there 
is  no  appreciable  caloric  intake  after  2 P.M.,  with 
“salad  foods”  provided,  high  in  cellulose,  as  the 
supper  meal  and  for  subsequent  evening  snacks. 
(One  “free  night”  per  week  was  allowed,  with  all 


the  beer  and  pretzels  desired  at  a local  German 
Gasthaus). 

What  can  be  inferred  is  perhaps  useful,  whether  we 
practice  at  Vanderbilt  or  in  Knoxville: 

1 ) There  are  some  problems  better  left  alone  or  to 
real  experts. 

2)  Perhaps  peer  group  psychotherapy  has  more  to 
offer  than  heroic  surgery,  for  the  morbidly  obese. 
We  have  seen  fatal  outcome  from  this  surgery: 
myocardial  infarction  postop,  etc. 

3)  The  weight  is  a symptom,  not  a disease. 

4)  The  patient  must  provide  his  own  prime  motion 
in  any  change  of  lifestyle. 

5)  The  “professionals”  who  help  the  morbidly  obese 
must  be  emotionally  and  intellectually  prepared 
to  accept  a 90%  “failure.”  Sort  of  a “no-fault” 
failure  might  be  best. 

Robert  Preston  Hornsby,  M.D. 

606  Main  Avenue,  S.W. 

Knoxville,  Tennessee  37902 

To  me  Editor: 

I am  currently  editing  a book  on  the  personal  testi- 
monies of  Christian  physicians  and  how  they  view  the 
current  medical-ethical  issues  of  today,  i.e.,  abortion, 
euthanasia,  organ  transplants,  when  is  a person  officially 
dead,  sterilization,  psycho-surgery,  semen  donors,  ovum 
donors,  host  mothers,  reversed  aging,  artificial  organs, 
genetic  counseling,  etc.  I would  be  interested  in  hearing 
from  any  Christian  physician  who  would  be  interested 
in  contributing  to  such  a book  or  who  would  be  able 
to  suggest  a Christian  physician  to  write  for  this  book. 
Please  contact  me  at  the  following  address: 

Claude  A.  Frazier,  M.D. 

4-C  Doctor’s  Park 
Asheville.  NC  28801.” 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

John  A.  Bollinger,  Jr.,  M.D.,  Maryville 

BUFFALO  RIVER  VALLEY 
MEDICAL  SOCIETY 

Veena  Anand,  M.D.,  Hohenwald 
Virender  Anand,  M.D.,  Hohenwald 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Raymond  W.  Rhear,  M.D.,  Bolivar 

NASHVILLE  ACADEMY  OF  MEDICINE- 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

Ruth  C.  Hagstrom,  M.D.,  Nashville 
John  A.  Worrell,  M.D.,  Nashville 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Rodolfe  Villar,  M.D.,  Winchester 
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MACON  COUNTY  MEDICAL  SOCIETY 

G.  L.  Holmes.  Ill,  M.D..  LaFayette 

MAURY  COUNTY  MEDICAL  SOCIETY 

George  A.  Fiedler.  Jr.,  M.D..  Columbia 
James  B.  Kelley.  M.D.,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Thomas  S.  Dake,  M.D.,  Erin 
Douglas  W.  Ligon.  M.D..  Erin 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

John  D.  Crabtree.  M.D.,  Cookeville 
Charles  E.  Jordan,  M.D.,  Cookeville 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Kenneth  Dale  Macknet.  M.D..  Murfreesboro 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Herbert  H.  Bockian.  M.D.,  Bristol 
Richard  S.  Buddington.  M.D.,  Bristol 
Ronald  D.  Caldwell.  M.D.,  Bristol 
Phil  H.  Morrison.  M.D.,  Bristol 
Joseph  F.  Smiddy,  M.D..  Kingsport 
Robert  L.  Vann.  M.D.,  Bristol 


program/  one!  new/  of 
medical  /ocictic/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  March  12th  at  the  KAM 
Building. 

The  Scientific  program  consisted  of: 

Surgery — a discussion  on  “Recent  Advances  in  the 
Diagnosis  and  Treatment  of  Surgical  Jaundice,”  that 
consisted  of  a panel  discussion  including  Drs.  Bruce 
McCampbell,  William  Laing,  Abner  Glover.  James 
Guyton,  and  Lynn  Blake. 

Family  Practice — Dr.  Robert  B.  Gilbertson  spoke  on 
“Current  Concepts  of  Pituitary  Adrenal  Physiology.” 

Psychiatry — Mr.  Carrol  D.  Moore,  Director  of  the 
Disability  Division  of  Vocational  Rehabilitation,  Dept, 
of  Education,  Nashville,  spoke  on,  “Issues  of  Disability.” 

Pediatrics — Dr.  Donald  T.  Neblett,  Associate  Profes- 
sor, Dept,  of  Pediatrics,  U.T.  Memorial  Research  Center 
and  Hospital  spoke  on.  “Newer  Concepts  of  Pediatric 
Practice.” 

Ophthalmology — Gerald  Feldman,  Ph.D.,  Director  of 
Fort  Sanders  Eye  Clinic,  gave  a slide  presentation  of 
ocular  pathology. 

Pathology — Area  pathologists  met  on  March  20th  at 
U.T.  Hospital  and  discussed  slides  on  unusual  cases. 

Five  Knoxville  physicians  appeared  on  the  16th  an- 
nual Symposium  on  Cardiology  for  Nurses  which  was 
sponsored  by  the  East  Tennessee  Heart  Association. 
Those  appearing  were:  Drs.  John  R.  Nelson,  H.  A. 

Blake,  Dwight  R.  Wade  Jr.,  James  H.  Waters  Jr.,  and 
Alfred  D.  Beasley. 

The  Society  has  been  active  in  a television  program 
over  WATE  entitled  “Today  in  Tennessee”  in  which 
academy  members  appeared  to  discuss  topics  of  interest 
to  the  public.  Physicians  who  have  participated  in  this 
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program  include:  Drs.  Ed  Buonocore,  Frank  London, 

Joseph  Harb,  Albert  Biggs,  I.  R.  Collman,  Richard 
Erickson.  Irvin  R.  King,  Bruce  Avery,  Ron  Perry, 
Stephen  Krauss,  John  Burkhart,  Richard  Whittaker, 
Charles  Smeltzer,  Robert  Lash,  Thomas  Lester,  A.  L. 
Jenkins,  Leon  Bogartz. 

This  program  comes  under  the  purview  of  the  Public 
Service  Committee  which  is  currently  looking  into 
possibilities  for  other  programs. 

Marshall  County  Medical  Society 

The  Society  held  a Breakfast  meeting  on  March  20th 
in  the  Doctors’  Lounge  of  Lewisburg  Community  Hos- 
pital. 

The  meeting  consisted  of  a one  hour  scientific  pro- 
gram on  hypertension  which  was  narrated  oy  Hugh 
Downs  on  Channel  5,  and  sponsored  by  the  Merck 
Sharp  & Dohme  Pharmaceutical  Co. 

The  society’s  committee  on  by-laws  recently  held  a 
meeting  and  is  preparing  a report  which  will  be  forth- 
coming on  the  constitution  portion  of  the  by-laws. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Board  of  Directors  met  on  March  19th  at  the 
TMA  Headquarters  Building  and  took  the  following 
actions:  Completed  action  recommended  by  the  Long 

Range  Planning  and  Development  Committee;  adopted 
an  Opinion  Survey  questionnaire  for  dissemination  to 
the  membership;  and  approved  a revised  1974  Academy 
operating  budget. 

The  Board  previously  approved  the  formation  of  an 
Academy  Speakers  Bureau  which  will  be  offered  to  the 
general  public  as  a mechanism  for  obtaining  physician 
presentation  on  scientific  and  socio-politico-economic 
subjects. 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  is  playing  a 
guiding  role  in  an  attempt  to  establish  an  Ameri- 
can blood  commission  that  would  assure  a 
national,  all-volunteer  supply  of  blood  for  trans- 
fusions and  medical  emergencies  by  December  31, 
1975. 

The  plan  was  made  public  by  Richard  E. 
Palmer,  M.D.,  now  chairman  of  the  AMA  board 
of  trustees,  and  spokesman  for  the  major  groups 
involved  in  collecting,  distributing  and  using 
blood  at  a press  conference  in  the  AMA- 
Washington  office. 

Other  major  sponsors  of  the  proposed  Ameri- 
can Blood  Commission  include  the  American 
National  Red  Cross,  the  American  Association 
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of  Blood  Banks,  and  the  Council  of  Community 
Blood  Centers. 

The  proposed  plan  is  for  a volunteer  program 
controlled  at  the  local  level,  with  medical  soci- 
eties playing  a major  role.  Some  150  national 
groups  with  an  interest  in  a safe  blood  supply 
would  be  members  of  a commission  that  would 
oversee  each  regional  program.  The  regional 
programs  in  turn  would  guide  the  activities  of 
blood  banks  and  transfusion  facilities  in  their  own 
area. 

Last  fall  the  Administration  warned  that  if  the 
private  sector  could  not  reach  agreement  on  a 
national  program,  a federally-mandated  program 
would  be  sought  from  the  Congress.  The  AMA 
stepped  in  and  mediated  the  sharply  different 
approaches  advocated  by  the  major  blood  groups. 

The  major  difference  had  pitted  a for-profit 
against  non-profit  blood  supply.  In  the  non- 
profit field,  the  American  Association  of  Blood 
Banks  (AABB)  and  the  American  National  Red 
Cross  have  vied  for  the  leadership  role.  The  non- 
profit blood  banks — largely  hospital  units — 
chiefly  have  favored  a non-replacement  fee  for 
blood  as  the  most  dramatic  way  of  attracting 
donors,  whereas  the  Red  Cross  traditionally  has 
relied  on  strictly  volunteer  blood. 

Under  the  proposed  plan,  the  for-profits  would 
be  out  in  the  cold.  The  hope  is  that  a non- 
replacement fee  system  will  not  be  needed,  though 
it  would  be  permitted. 

The  AMA-proposed  plan  has  been  published 
in  the  Federal  Register  in  order  to  give  interested 
groups  time  to  comment.  At  a later  date  HEW 
will  sponsor  a conference  to  consider  comments 
and  decide  a course  of  action. 

Commenting  on  the  proposal.  Dr.  Palmer  told 
the  news  conference  it  “builds  on  the  strengths  of 
the  pluralistic  system.” 

“These  partners  in  the  American  Blood  Com- 
mission can  communicate  the  medical  necessity 
of  a dependable  blood  supply  to  the  general  pub- 
lic from  which  volunteer  donors  must  come,”  he 
said.  “The  systematic  coordinated  recruitment 
of  volunteer  donors  called  for  by  this  plan  de- 
pends on  a receptive  public  attitude. 

“By  the  end  of  1975  every  blood  bank  asso- 
ciated with  one  of  the  three  major  blood  banking 
organizations  expects  to  be  drawing  100  per  cent 
of  their  blood  supply  from  volunteer  donors,” 
Dr.  Palmer  said. 

% ❖ ❖ 

Congress  has  dealt  a mortal  blow  to  the  Ad- 
ministration’s plan  to  continue  wage-price  controls 


on  physicians,  hospitals  and  nursing  homes  after 
April  30. 

The  Senate  Banking  Committee  voted  1 1 to  4 
against  a compromise  plan  that  would  give  the 
Administration  standby  authority  to  keep  con- 
trols on  some  industries  after  the  April  30  cut-off 
when  the  controls  program  expires.  The  Com- 
mittee then  unanimously  voted  to  kill  the  Ad- 
ministration program  to  keep  the  lids  on  health 
while  freeing  the  rest  of  the  economy. 

House  Banking  Committee  Chairman  Wright 
Patman,  (D-Texas),  previously  had  predicted 
his  panel  would  not  move  to  continue  controls. 

Barring  an  unexpected  shift  in  Congressional 
sentiment,  the  control  program  is  dead.  Health 
providers,  led  by  the  AMA,  waged  a determined 
assault  on  the  Administration’s  program  to  ex- 
tend controls  in  health,  promising  legal  action, 
and  urging  lawmakers  to  drop  the  entire  controls 
apparatus. 

Although  Cost  of  Living  Council  Director  John 
Dunlop  refused  to  concede  defeat,  talking  bravely 
of  “other  options  . . . being  explored  through 
legislative  channels,”  most  lawmakers  agreed  that 
the  Banking  Committee  had  sounded  the  death 
knell  to  the  Administration's  unusually  insistent 
drive  to  control  the  health  segment  of  the 
economy. 

Sen.  John  Tower,  (R-Texas),  a member  of 
the  Banking  Committee,  said  most  committee 
Senators  believed  that  it  is  “time  to  let  the 
marketplace  be  allowed  to  work.” 

H* 

Despite  a strong  labor-backed  move  to  the 
contrary,  the  House  easily  approved  legislation 
allowing  self-employed  people  such  as  lawyers 
and  physicians  to  deduct  from  federal  income 
taxes  up  to  $7,500  a year  provided  it  is  placed 
in  a qualified  pension  plan. 

The  Senate  had  already  approved  the  provision 
— part  of  an  overall  pension  reform  bill — making 
chances  of  final  Congressional  enactment  and 
signing  into  law  almost  certain. 

The  current  Keogh  program  limitation  on  tax 
deferrals  for  retirement  is  $2,500  not  to  exceed 
ten  per  cent  of  income.  The  new  provision  allows 
$7,500  not  to  exceed  fifteen  per  cent  of  income. 

Spokesmen  for  the  provision,  including  the 
AMA,  urged  lawmakers  to  approve  on  grounds 
the  cost  of  living  has  increased  dramatically  since 
the  Keogh  Law  was  last  liberalized. 

The  legislation  for  the  first  time  imposes  certain 
limitations  on  corporate  retirement  programs  in- 
cluding those  for  so-called  professional  service 
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corporations.  Tax  deferrals  will  not  be  allowed 
on  savings  that  would  exceed  a pension  that 
brings  in  more  than  75  per  cent  of  highest  earn- 
ings over  a three-year  period  or  $75,000  a year, 
subject  to  cost-of-living  allowances  in  the  future. 
A “grandfather-clause”  exempts  people  eligible 
for  more  than  $75,000  based  on  current  com- 
pensation and  additional  period  of  employment. 
* * * 

A total  of  203  areas  have  been  designated 
for  Professional  Standards  Review  Organizations 
(PSRO’s)  by  DHEW,  21  more  areas  than  tenta- 
tively proposed  last  December.  Major  change  was 
allowing  two  larger  states — Georgia  and 
Washington — to  operate  as  single  PSRO  areas. 

The  final  area  designations — published  in  the 
Federal  Register — were  handed  down  after  a 
month-long  review  of  hundreds  of  comments  from 
physicians  groups. 

“We  have  now  reached  an  important  milestone 
in  implementing  the  PSRO  program,”  com- 
mented HEW  Secretary  Caspar  Weinberger. 
“Local  physician  groups  can  now  take  the  lead 
role  in  establishing  PSRO’s  for  the  areas  we  have 
designated.” 

The  most  significant  change  in  the  final  regula- 
tion was  naming  Georgia  and  Washington  as 
single  PSRO  areas.  Both  states  have  more  than 
5,000  physicians,  and  had  been  divided  into  three 
PSRO  sections  each.  In  the  earlier  proposed 
regulations,  HEW  had  indicated  it  would  hew  to 
the  2,500-3,000  physician  limit  for  a PSRO  area. 
Many  states  and  the  AMA  had  urged  HEW  to 
permit  some  states  with  higher  physician  popula- 
tions to  serve  as  single  PSRO’s. 

Other  changes  included  designating  as  a single 
area  Hawaii,  American  Samoa,  Guam,  and  the 
Trust  Territories.  These  Pacific  areas  had  been 
proposed  for  two  PSRO’s. 

Increases  or  decreases  in  the  number  of  PSRO 
areas  within  states  accounted  for  the  remainder 
of  the  changes.  Texas  was  increased  from  8 to  9 
areas;  Michigan  from  8 to  10;  Florida  from  8 to 
12;  and  California  from  21  to  28;  and  Wisconsin 
decreased  from  4 to  2. 

In  addition,  Illinois  from  7 to  8;  Indiana  from 
5 to  7;  Maryland  from  5 to  7;  New  York  from 
14  to  17;  North  Carolina  from  4 to  8;  and  Ohio, 
9 to  12. 

All  told,  31  states  and  territories  will  serve  as 
single  PSRO’s;  22  as  multiple  PSRO’s. 

HEW  invited  applications  for  contracts  from 
qualified  physician  organizations  to  plan  PSRO’s, 
to  begin  operation  of  PSRO’s  on  a conditional 
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basis,  or  to  establish  statewide  organizations  to 
provide  support  services  to  local  PSRO’s. 

“We  believe  that  PSRO’s  which  are  to  be 
planned,  operated  and  controlled  by  private 
physicians  can  significantly  improve  the  quality  of 
medical  care  rendered  in  institutions  to  benefici- 
aries of  government  health  programs,”  said 
Weinberger. 

“For  this  reason,  we  have  proposed  that 
PSRO’s  be  expanded  to  monitor  the  quality  of 
all  services  provided  under  the  Comprehensive 
Health  Insurance  Plan  which  President  Nixon  re- 
cently submitted  to  Congress.” 

The  head  of  the  PSRO  program  said  the  new 
statewide  Support  Center  Plan  would  give  large 
state  medical  societies  essentially  what  they 
sought  in  their  fight  for  single-state  PSRO  status. 

Henry  Simmons,  M.D.,  told  AM  NEWS  that 
the  larger  states  never  intended  to  do  the  review 
and  standard  setting  on  a statewide  basis.  Ac- 
cording to  Dr.  Simmons,  those  states  wished  to 
provide  the  leadership  and  support  for  PSRO  in 
their  states.  “Now  that  makes  a good  deal  of 
sense,”  the  Deputy  Assistant  Secretary  of  Health 
said. 

“We  see  it  (the  statewide  Support  Center)  as 
a way  in  which  state  organizations  can  provide 
very  important  leadership  and  very  important 
services  centrally  and  that  makes  a lot  of  sense 
from  our  standpoint  from  the  standpoint  of  ef- 
ficiency,” Dr.  Simmons  said.  “We  see  them  as 
providing  a very  important  role  in  getting  the 
PSRO  program  started  in  their  states,  using  good- 
will and  leadership  in  educating  the  profes- 
sion . . .” 

The  Statewide  Support  Center  idea  was  one 
of  the  major  new  announcements  in  the  final 
PSRO  area  designation  rules. 

Dr.  Simmons  was  asked  why  Texas  and  other 
states  societies  from  large  population  states  were 
turned  down  in  their  bid  for  single  PSRO  area 
designations  and  why  Georgia  and  Washington 
were  picked. 

He  said  Texas  is  too  big  and  diverse.  “There 
are  too  many  major  areas  in  that  state  which 
just  don’t  relate  to  one  area  for  medical  services 
— thus  (it)  cannot  be  designated  as  a single- 
state area.” 

By  contrast,  according  to  Dr.  Simmons,  in 
both  Georgia  and  Washington  “there  is  a con- 
centration of  specialists  and  a majority  of  phy- 
sicians in  one  particular  area — in  Georgia,  the 
Atlanta  area;  in  Washington,  the  Seattle-Takoma- 
Bremerton  area.” 
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Within  hours  after  Drs.  James  Sammons  and 
Richard  Palmer,  representing  the  AMA  board  of 
trustees,  pressed  a call  upon  energy  czar  William 
Simon  with  respect  to  the  effect  of  gasoline  short- 
ages effect  on  physicians  and  their  care  of 
patients,  Simon  wired  a statement  to  all  state 
governors  suggesting  that  they  establish  a special 
rule  to  assure  adequate  gas  for  medical  personnel, 
and  other  essential  public  services. 

The  statement  read  in  part:  “State  and  local 
governments  may  want  to  consider  establishing 
such  a procedure  where  long  lines  or  early  gas 
station  closings  could  limit  the  mobility  of  doctors, 
nurses,  and  other  medical  personnel  in  providing 
medical  services.  Special  accommodations  also 
might  be  considered  for  those  who  provide  other 
vital  public  services. 

“I  urge  your  consideration  of  need  for  special 
arrangement  to  assure  gas  to  all  those  who  per- 
form these  essential  public  services,  when  it  is 
necessary  to  their  work.” 


medical  neui/ 
in  tenne//ee 


Upper  Cumberland  Medical  Society 
Meeting  Set  for  June  19-20 

The  80th  Annual  Meeting  of  the  Upper  Cum- 
berland Medical  Society  will  be  held  at  the 
Donoho  Hotel  in  Red  Boiling  Springs,  June  19- 
20,  1974. 

This  society,  the  oldest  continuously  meeting 
Medical  Society  in  Tennessee,  will  again  present 
an  outstanding  program  of  scientific  presentations 
featuring,  among  other  things,  a symposium  on 
Recent  Advances  in  the  Treatment  of  Hyperten- 
sion. The  program  begins  at  9:00  a.m.,  on 
Wednesday,  June  19,  1974  and  runs  throughout 
the  day  and  Thursday  until  noon.  It  has  been 
customary  to  have  a “President’s  Party”  on 
Wednesday  evening  to  which  members  are  invited. 

Many  members  bring  wives  and  children  as 
this  is  a very  informal  and  relaxed  atmosphere 
in  which  even  small  children  find  themselves 
very  much  at  home.  The  scientific  program  will 
be  of  interest  to  specialists  and  generalists  alike 
and  attendance  is  open  to  all  licensed  physicians 
in  the  United  States. 

American  College  of  Physicians  Award 

F.  Tremaine  Billings,  Jr.,  M.D.  and  William 
J.  Darby,  M.D.  of  Nashville  were  awarded 


Masterships  in  the  American  College  of  Phy- 
sicians, the  College’s  highest  membership  honor, 
at  its  annual  convocation  ceremony  on  April  1st 
at  The  New  York  Hilton  Hotel.  The  convocation 
was  the  kickoff  of  that  for  the  55th  Annual  Ses- 
sion of  the  25,500  member  American  College 
of  Physicians. 


pcr/onal  new/ 


DR.  JEROME  H.  ABRAMSON,  Chattanooga,  Chief  of 
Pathology  and  Nuclear  Medicine  at  Erlanger  Hospital 
recently  spoke  to  the  Chattanooga  chapter  of  the 
American  Nuclear  Society  on  "The  Use  of  Radioactive 
Materials  in  Clinical  Medicine." 

DR.  JOSEPH  H.  ALLEN  and  DR.  GADSON  J. 
TARLETON,  both  of  Nashville,  have  been  named 
Fellows  of  the  American  College  of  Radiology.  Also, 
named  was  DR.  MARION  E.  SPURGEON  of  Clarks- 
ville. 

DR.  WILLIAM  B.  BERRY  and  DR.  CHARLES  D. 
McDonald,  both  of  Chattanooga,  have  been  elected 
Fellows  in  the  American  College  of  Cardiology. 

DR.  WILLIAM  C.  GODSEY,  Memphis,  has  been 
named  superintendent  of  Central  State  Psychiatric  Hos- 
pital at  Nashville  succeeding  Dr.  William  H.  Tragle. 

DR.  JOHN  REYNOLDS,  Chattanooga,  has  been 
elected  to  the  executive  committee  of  the  Southeastern 
Society  of  Plastic  and  Reconstructive  Surgeons. 

DR.  LEE  WILLIAMS,  Knoxville,  was  honored  by 
Knoxville  Round  Table  of  the  National  Conference  of 
Christians  and  Jews  at  a recent  banquet. 


announcement/ 


CALENDAR  OF  MEETINGS 

STATE 


June  18-21 

Emergency  Care  and  Transportation  of 
the  Sick  and  Injured,  U.T.  College  of 
Medicine,  Memphis 

June  19-20 

Upper  Cumberland  Medical  Society,  80th 
Annual  Meeting,  Donoho  Hotel.  Red 
Boiling  Springs 

NATIONAL 

May  16-18 

American  Cancer  Society’s  National 
Conference  on  Childhood  Cancer,  Fair- 
mont Hotel,  Dallas,  Texas 

May  20-23 

Institute  of  Clinical  Toxicology,  Mar- 
riott Motor  Hotel,  Houston,  Texas 

May  30-31 

Fourth  Annual  Emergency  Health  Care 
Seminar,  Ramada  Inn,  Bluegrass  Con- 
vention Center,  Louisville,  Kentucky. 

June  23-27 

American  Medical  Association.  Palmer 
House,  Chicago,  Illinois 

MAY,  1974 
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Rondomycin 

(methacycline  HCI) 


$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Name 

number 

Street 

city 

state  zip  code 

Date  of 

Birth 

Mail  to: 

DUNN-LEMLY-S1ZER,  INC 
800  Sudelcum  Building 
Nashville,  Tenn.  37219 

CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  ot  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

^tf& 

kffi  WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 
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continuing 

education  opportunities 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Medical  College  of  Georgia 
CME  Courses 

Date  Title,  Location 

June  13-15  Internal  Medicine,  Buccaneer  Motor 

Lodge,  Jekyll  Island,  Ga. 

Institute  for  Sex  Research 

1974  SUMMER  PROGRAM  IN 
HUMAN  SEXUALITY 
June  16-27,  1974 

Lecture  course,  forums  on  sociosexual  issues,  sex 
counseling  symposium,  attitude-reassessment  program. 
Registration  fee:  $285.00.  Registration  ends  May  17. 
Write:  Institute  for  Sex  Research — Summer  Program 
416  Morrison  Hall 
Indiana  University 
Bloomington,  IN  47401 

The  University  of  Tennessee  College  of 
Medicine  Schedule  of  Continuing 
Education  Courses,  1974 

May  15-18  Clinical  EKG,  Paris,  Tenn. 

May  20-24  Intensive  Review  of  the  Science  of 
Anesthesiology,  Memphis 

Vanderbilt  University  CME 
Course  Listings 

13th  Annual  Seminar  in  Psychiatry 
Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  May 
For  further  information  contact: 

Paul  E.  Slaton,  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn.  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology  Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . .Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 


CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician's  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 


Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 
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Symposium  on  the  Recent  Advances 
in  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  summer  or 
early  fall,  with  outstanding  specialists  in  the  field  of 
allergy  as  featured  speakers.  A golf  and  tennis  tourna- 
ment will  be  held  in  conjunction  with  this  symposium. 
Please  contact: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 

Asheville,  NC  28801 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy. 


dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

* * * 

University  of  Kentucky  Medical  Center 
CME  Courses 

PRACTICAL  THERAPEUTICS  IN 
INTERNAL  MEDICINE 
May  27-31,  1974 
Sponsored  by: 

University  of  Kentucky  College  of  Medicine 
and  the 

American  College  of  Physicians 


At  Your  Service  in 
The  Volunteer 
State 


In  the  state*  nicknamed  after 
its  great  military  tradition  that 
includes  Andrew  Jackson, 
Davy  Crockett,  Sam  Houston 
and  Alvin  York  and  whose 
name  comes  from  Tanasie, 
once  a Cherokee  Indian 
village . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC. 

KANSAS  CITY.  MO  64137 

is  represented  by  . . . 


Will  Gargis 


Bruce  Jackson 


Larry  Plumlee 


Bill  Young 


- 7 ' A ; 


‘For  more  information  on  the  history  of  your 
state,  write  Professional  Services, 

Marion  Laboratories,  Inc. 


These  men  bring  you 
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Registration  Fee:  $140  ACP  Members 
$ 70  ACP  Associates 
$200  Non-Members 

INTERNATIONAL  SYMPOSIUM 
ON 

INTESTINAL  ABSORPTION  AND 
MALABSORPTION 
May  28-30,  1974 

University  of  Kentucky  Medical  Center 
Lexington,  Kentucky 
Registration  Fee:  $150 

COLPOSCOPY  AND  THE 
CYTOLOGICALLY  SUSPECT  UTERINE  CERVIX 
June  17-18,  1974 
Lexington  Hilton  Hotel 
Registration  Fee:  $250.00 

For  further  information  on  any  of  the  above,  con- 
tact: 

Ronald  D.  Hamilton,  M.D. 

Director,  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 


The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21  month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health:  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT ? A valuable  cancer  education  service  through 

toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 


Puts  comfort 
in  your  prescription 
I for  nicotinic  acid 
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Tell  it  like  it  is...with  pictures 


Bells  Howell 

PRO)  ECTORS  - Bell  & Howell  Autoload  Filmosound  projectors  offer 
automatic  threading,  a choice  of  screen  illumination,  plus  directa- 
motion,  the  feature  that  allows  you  to  start  and  stop  the  film  to  show 
sequential  action. 

SOUND  F I LMSTRIPS  - The  Attache  35/50  sound  filmstrip  projection 
system  features  total  containment  in  a lightweight  case,  automatic 
threading  and  it  serves  as  a recorder. 


ALLIED  SOUND 
VISUAL  EDUCATION 


P.O.  Box  7240-401  Spence  Lane • Nash ville,  Tenn.  37210 
Yes,  I would  like  to  learn  more  about  the  Bell  & Howell 
projection  and  sound  filmstrip  systems. 


NAME 

ADDRESS  __ 

CITY  STATE  ZIP 


Allied  Sound  Visual  Education 
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CDT;  Saturday,  8:00  a.m.  to  11:00  a.m.. 

CDT. 

For  telephone  numbers,  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

20th  Annual  0B-GYN  Seminar 

The  20th  Annual  OB-GYN  Seminar  will  be  held 
again  this  year  in  Asheville,  North  Carolina  at  the 
Grove  Park  Inn,  July  21  through  July  26. 

A wide  variety  of  subjects  in  obstetrics  and  gyne- 
cology will  be  presented  and  program  participation  will 
include  the  medical  schools  of  North  Carolina.  Duke, 
Bowman  Gray  and  the  Medical  College  of  Virginia,  in 
addition  to  outstanding  speakers  from  other  areas. 

For  registration  information,  please  contact  the  Secre- 
tary, Dr.  George  T.  Schneider,  1514  Jefferson  Highway, 
New  Orleans,  Louisiana  (Jefferson)  70121. 

Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee's  practicing  phy- 
sicians and  research  scientists,  Vanderbilt's  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203.  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored"  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center’s  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 

Aspen  Mushroom  Conference 

The  Aspen  Mushroom  Conference  is  designed  for 
physicians,  scientists  and  amateur  mycologists  interested 
in  the  identification  and  toxic  properties  of  mushrooms. 
The  Conference  is  sponsored  by  the  Beth  Israel  Hospi- 
tal. Denver  and  the  Colorado  Mountain  College.  Glen- 
wood  Springs,  Colorado  and  will  be  held  at  the  Inns 
of  Court,  Snowmass-at-Aspen,  Colorado.  August  26-30, 
1974. 

An  outstanding  group  of  Colorado  and  visiting 
mycologists  and  physicians  will  serve  as  a faculty  for 
the  Conference.  Didactic  sessions  and  refresher  courses 
on  mushroom  identification  will  be  held  in  the  early 
mornings  and  late  afternoons  at  the  novice  and  ad- 
vanced student  levels.  Group  discussions  on  advances 
in  the  diagnosis  and  treatment  of  mushroom  poisoning 
will  be  offered  to  physicians  and  others  interested  in 
the  subject.  Generally,  in  the  late  summer,  the  Snow- 
mass  mountains  are  richly  productive  of  a wide  variety 
of  mushrooms.  Experienced  leaders  will  conduct  daily 


forays  into  the  surrounding  mountains  to  collect  edible 
and  poisonous  species  and  study  their  field  character- 
istics. 

For  further  information  contact: 

Aspen  Mushroom  Conference 
Beth  Israel  Hospital 
W.  17th  Ave.  & Lowell  Blvd. 

Denver,  Colorado  80204 
1-303-825-2190 

Thirteenth  Annual  Seminar  in  Psychiatry 
Symposium  on  Human  Sexuality 

Central  State  Psychiatric  Hospital,  Nashville,  Tennessee 
May  29,  1:00  p.m.-4:45  p.m.,  and  May  30.  9:00  a.m.- 
5:00  p.m. 

Planning  Committee:  Frank  H.  Luton,  M.D..  Program 
Coordinator;  Marc  H.  Hollender.  M.D.,  James  Greer, 
M.D..  Paul  E.  Slaton,  M.D. 

Presented  by:  Tennessee  Department  of  Mental  Health, 
Central  State  Hospital:  Vanderbilt  University  School 
of  Medicine;  Meharry  Medical  College:  Tennessee 
Academy  of  Family  Physicians. 

Contact:  Vanderbilt  Continuing  Education,  305  Med- 

ical Arts  Bldg.,  Nashville.  Tenn.  37212:  615-322-2716. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1974  will 
be  held  October  26  through  November  1,  1974,  in  the 
Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital.  The  Department  of  Otolaryngology  of  the 
Abraham  Lincoln  School  of  Medicine.  University  of 
Illinois  at  the  Medical  Center,  offers  a condensed  basic 
and  clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Emanual  M.  Skolnik.  M.D.,  with 
Burton  J.  Soboroff.  M.D..  as  co-chairman.  This  pro- 
gram is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998.  Chicago.  IL  60680. 

Workshop  on  the  Surgery 
Of  Chronic  Ear  Disease 

The  Department  of  Otolaryngology  of  the  University 
of  Illinois,  Abraham  Lincoln  School  of  Medicine,  an- 
nounces a Workshop  on  the  Surgery  of  Chronic  Ear 
Disease  to  be  held  October  2 through  4.  1974. 

The  workshop  will  deal  with  canal  preservation  in 
surgery  for  cholesteatoma.  The  technic  of  canal  pres- 
ervation will  be  taught  by  closed  circuit  surgical  color 
television  and  temporal  bone  dissection.  Seminars  will 
be  held  to  discuss  the  difficulties  and  complications  of 
these  technics. 

Interested  registrants  may  write  directly  to  the  De- 
partment of  Otolaryngology.  University  of  Illinois  Hos- 
pital Eye  and  Ear  Infirmary.  1855  West  Taylor  Street. 
Chicago.  Illinois  60612. 
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What’s  on  you 
patient’s  face.. 

may  be  more  important  than 
his  chief  complaint 


Patient  P.T.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/ 67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 
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The  Rx  that  says 


Relax’ 


BUTISOL  Sodium  provides  highly  predictable  sedative  effec 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forrr 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 

cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  ha; 
neither  a “roller-coaster”  nor  a “hangover”  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  se 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


| McNEII  | 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  diseasf 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drug 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coum 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitc 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alee 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  th 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  f 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Gatl inburg . Tennessee  — April  10-13.  1974 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association  met  in  Gatlinburg,  Tennes- 
see with  headquarters  at  the  Auditorium,  April 
10-13,  1974  in  conjunction  with  the  139th  An- 
nual Meeting  of  the  Association,  with  Dr.  Robert 
H.  Haralson,  Jr.,  Speaker  of  the  House  of  Dele- 
gates and  Dr.  William  H.  Edwards,  Vice  Speaker, 
presiding. 

The  invocation  was  rendered  by  Dr.  George  H. 
Finer,  Knoxville: 

DR.  GEORGE  H.  FINER:  ‘This  week 

especially  significant  to  both  Christianity  and 
Judaism  is  peculiarly  suited  to  a meeting  of  the 
Tennessee  Medical  Association,  an  organization 
of  those  devoted  to  helping  their  fellows  of  all 
ages,  all  races  and  all  creeds. 

“I  have  always  felt  it  presumptuous  on  our 
part  to  call  on  God  to  sponsor  a meeting.  Rather, 
it  is  for  us  to  be  worthy  of  the  trust  imposed  on 
us  as  representatives  of  our  peers.  In  the  words 
of  Martin  Booverett,  we  can  achieve  an  I-Thou 
relationship  with  our  God  when  we  achieve  that 
relationship  with  our  fellow  men.  This  meeting 
is  not  a convention  in  the  ordinary  sense.  This 
is  not  a meeting  convened  only  to  advance  our 
business.  This  is  a meeting  with  a primary  pur- 
pose of  helping  us  to  help  others. 

“These  are  extraordinary  times  and  we're  called 
upon  for  extraordinary  measures.  Not  only  must 
we  decide  what  is  our  best  judgment  about 
methods  of  practice,  but  of  equal  importance  is 
the  advancement  of  our  knowledge  so  that  we 
may  not  only  deliver  care  to  all  in  need  but 
deliver  care  of  the  highest  order  and  not  because 
of  coercion  but  because  of  our  intense  desire  to 
see  the  best  accomplished. 

“May  this  Assembly  go  from  strength  to 
strength  to  finish  this  task.  Amen.” 


SEATING  OF  DELEGATES 
The  Chairman  of  the  TMA  Judicial  Council 
presented  a challenge  to  Delegates  from  several 
county  societies,  since  those  societies  failed  to 
file  their  annual  county  reports  to  the  Judicial 
Council.  There  were  nine  counties  who  failed  to 
submit  reports.  The  Tennessee  Medical  Associa- 
tion By-Laws,  Chapter  IV,  Section  2,  states  that, 
“No  delegate  from  any  chartered  component 
medical  society  shall  be  entitled  to  be  seated  in 
the  House  of  Delegates  unless  the  component 
medical  society  which  he  represents  has  complied 
with  the  requirements  of  the  Association  by  sub- 
mitting the  report  to  the  Councilor  of  the  District 
in  which  the  component  society  is  located.”  This 
rule  has  not  been  strenuously  enforced  and  the 
Speaker  ruled  that  the  Delegates  from  these  nine 
component  medical  societies  be  seated  with  this 
reprimand.  The  Speaker  of  the  House  stated  that, 
“It  will  be  the  policy  of  the  House  of  Delegates 
in  following  years  that  if  a component  society  has 
not  reported  to  the  Judicial  Council  that  their 
Delegates  will  not  be  seated.” 

REPORT  OF  THE  COMMITTEE  ON 
CREDENTIALS 

Dr.  Robert  G.  Hewgley,  Athens,  Chairman  of 
the  Committee  on  Credentials,  reported  that 
eighty-three  registered  duly  elected  members  of 
the  House  of  Delegates  were  present  and  repre- 
sents a quorum.  The  Speaker  declared  the  House 
was  in  session. 

1973  MINUTES  APPROVED 
The  Speaker  announced  that  an  abstract  of  the 
Minutes  of  the  last  regular  session  of  the  House 
of  Delegates  were  reproduced  in  the  June,  1973 
issue  of  the  Journal  of  TMA.  It  was  moved  and 
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seconded  that  the  Minutes  of  the  1973  regular 
session  of  the  House  of  Delegates  be  approved 
as  published  in  the  June,  1973  issue  of  the 
Journal.  The  motion  was  adopted. 

REFERENCE  COMMITTEES 
The  Speaker  announced  the  personnel  of 
Reference  Committees  to  consider  reports,  re- 
solutions, amendments,  and  all  matters  requiring 
action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE 
ON  CREDENTIALS 

Robert  G.  Hewgley,  M.D.,  Athens,  Chairman 

Shannon  Curtis,  M.D.,  Dickson 

Robert  L.  Harrington,  M.D.,  Dyersburg 

REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  THE  CONSTITUTION 
AND  BY-LAWS 

John  H.  Burkhart,  M.D.,  Knoxville,  Chairman 

R.  L.  DeSaussure,  M.D.,  Memphis 
David  H.  Turner,  M.D.,  Chattanooga 

REFERENCE  COMMITTEE  A 

Joe  L.  Willoughby,  M.D.,  Franklin,  Chairman 

Hamel  B.  Eason,  M.D.,  Memphis 

Felix  G.  Line,  M.D.,  Knoxville 

REFERENCE  COMMITTEE  B 
Robert  M.  Roy,  M.D.,  Nashville,  Chairman 
Mark  P.  Fecher,  M.D.,  Knoxville 

S.  Lane  Bicknell,  M.D.,  Jackson 

REFERENCE  COMMITTEE  C 

Charles  H.  Alper,  M.D.,  Chattanooga,  Chairman 

Raymond  F.  Mayer,  M.D.,  Memphis 

Phillip  P.  Porch,  Jr.,  M.D.,  Nashville 

REFERENCE  COMMITTEE  D 
W.  David  Dunavant,  M.D.,  Memphis,  Chairman 
John  K.  Wright,  M.D.,  Nashville 
B.  Y.  Cowan,  M.D.,  Bristol 

REFERENCE  COMMITTEE  ON 

OUTSTANDING  PHYSICIAN 

OF  THE  YEAR  AWARD 

Tom  E.  Nesbitt,  M.D.,  Nashville,  Chairman 

John  H.  Burkhart,  M.D.,  Knoxville 

William  T.  Satterfield,  Sr.,  M.D.,  Memphis 

NOMINATING  COMMITTEE 
As  required  in  the  By-Laws,  the  Board  of 
Trustees  in  its  January  meeting,  appointed  a 
Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The 
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Speaker  announced  the  personnel  of  the  Com- 
mittee. 

EAST  TENNESSEE: 

David  P.  McCallie,  M.D.,  Chattanooga 
John  H.  Burkhart,  M.D.,  Knoxville 
Gilbert  A.  Rannick,  M.D.,  Johnson  City 

MIDDLE  TENNESSEE: 

George  W.  Holcomb,  Jr.,  M.D.,  Nashville 

C.  R.  Sanders,  M.D.,  Gallatin 

Carl  E.  Adams,  M.D.,  Murfreesboro 

WEST  TENNESSEE: 

C.  D.  Hawkes,  M.D.,  Memphis 

Oscar  M.  McCallum,  M.D.,  Henderson 

Arden  J.  Butler,  Jr.,  M.D.,  Ripley 


ELECTION  OF 

OFFICERS  AND  COUNCILORS 
APRIL  13,  1974 


The  report  of  the  Nominating  Committee  was 
presented  in  the  second  session  of  the  House  of 
Delegates  on  Saturday,  April  13.  Nominees  sub- 
mitted by  the  Committee  were  voted  upon  in- 
dividually and  in  each  instance,  the  Speaker  called 
for  additional  nominations  from  the  floor.  Those 
elected  were: 

President-Elect — J.  Kelley  Avery,  M.D.,  Union 
City 

Speaker — House  of  Delegates — William  H. 

Edwards,  M.D.,  Nashville 
Vice  Speaker — House  of  Delegates — Allen  S. 

Edmondson,  M.D.,  Memphis 
Vice  President  (East  Tennessee) — Carroll  H. 

Long,  M.D.,  Johnson  City 
Vice  President  (Middle  Tennessee) — Kenneth  J. 

Phelps,  M.D.,  Lewisburg 
Vice  President  (West  Tennessee) — Hugh  Francis, 
Jr.,  M.D.,  Memphis 

AMA  Delegate  (East  Tennessee) — John  H. 
Burkhart,  M.D.,  Knoxville  (January  1,  1975- 
December  31,  1976) 

AMA  Delegate  (State-At-Large) — Julian  K. 
Welch,  M.D.,  Brownsville  (January  1,  1975- 
December  31,  1976) 

AMA  Alternate  Delegate  (East  Tennessee) — 
David  H.  Turner,  M.D.,  Chattanooga  (January 
1,  1975-December  31,  1976) 

AMA  Alternate  Delegate  (State-At-Large)  — 
Robert  H.  Haralson,  Jr.,  M.D.,  Maryville 
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(January  1,  1974-December  31,  1976)  (Filling 
unexpired  term  of  Julian  C.  Lentz,  M.D.) 

TRUSTEES 
West  Tennessee: 

Eugene  W.  Gadberry,  M.D.,  Memphis  (1975) 
(Dr.  Gadberry  is  filling  the  unexpected  term  of 
Dr.  Avery.) 

Oscar  M.  McCallum,  M.D.,  Henderson  (1977) 
Middle  Tennessee: 

James  W.  Hays,  M.D.,  Nashville  (1977) 

East  Tennessee: 

Robert  L.  Allen,  M.D.,  Cleveland  (1977) 

Mark  P.  Fecher,  M.D.,  Knoxville  (1977) 

COUNCILORS: 

First  District — James  H.  Boles,  M.D.,  Kingsport 
(1976) 

Third  District — David  H.  Turner,  M.D.,  Chatta- 
nooga (1976) 

Fifth  District — William  D.  Jones,  M.D.,  Fayette- 
ville (1976) 

Seventh  District — Parker  D.  Elrod,  M.D.,  Center- 
ville (1976) 

Ninth  District — Robert  E.  Clendenin,  Jr.,  M.D., 
Union  City  (1976) 

Nominees  for  Public  Health  Council:  (Three 

from  West  Tennessee,  one  of  which  will  be 
subsequently  appointed  by  the  Governor.) 
Moore  Moore,  Jr.,.  M.D.,  Memphis 
S.  Lane  Bicknell,  M.D.,  Jackson 
Robert  L.  Harrington,  M.D.,  Dyersburg 
(Three  from  East  Tennessee,  one  of  which  will  be 
subsequently  appointed  by  the  Governor.) 

Nat  E.  Hyder,  M.D.,  Erwin 
James  R.  Royal,  M.D.,  Chattanooga 
John  H.  Saffold,  M.D.,  Knoxville 

Nominees  for  Advisory  Board  for  Tuberculosis 
Control:  (Three  from  Middle  Tennessee,  one 
of  which  will  be  subsequently  appointed  by  the 
Governor.) 

Cullen  R.  Merritt,  M.D.,  Nashville 
Thomas  B.  Haltom.  M.D.,  Nashville 
Robert  A.  Goodwin,  M.D.,  Nashville 
THE  ABOVE  NOMINEES  WERE  NOMI- 
NATED BY  THE  HOUSE  OF  DELEGATES. 

AMENDMENTS  TO 
CONSTITUTION  AND  BY-LAWS 

The  Speaker  called  for  action  on  any  amend- 
ments to  the  Constitution  lying  on  the  Table  from 
the  last  regular  session  of  the  House  of  Delegates. 


There  were  three  amendments  lying  on  the  Table 
from  the  Constitution  and  one  from  the  By-Laws. 
The  Reference  Committee  in  1973  recommended 
adoption  of  these  amendments,  which  were  not 
acted  upon  due  to  the  requirement  that  they  lie 
on  the  Table  for  one  year. 

AMENDMENTS  TO  THE  CONSTITUTION 

AND  BY-LAWS  LYING  ON  THE  TABLE 

AMENDMENTS  TO  THE  CONSTITUTION 
CA-NO.  1-73 

This  amendment  was  introduced  to  amend 
Article  IV,  Section  6 of  the  Constitution  of  the 
Tennessee  Medical  Association  to  add  the  word 
“Member”  and  further  amend  Article  IV  to  add  a 
new  Section  8. 

As  amended.  Constitution  Amendment  No.  1- 
73  would  read  as  follows: 

Section  6.  An  Intern  or  Resident  Member  is 
any  doctor  of  medicine  appointed  and  serving  in 
an  approved  Intern  or  Resident  status,  serving  in 
an  approved  hospital  in  Tennessee,  and  who  is 
certified  as  an  Intern  or  Resident  Member  of  his 
component  medical  society. 

Section  8.  Wherever  the  term  physician  is 
used  in  this  Constitution  or  in  the  By-Laws,  the 
following  definition  shall  apply:  A physician  is  a 
person,  who  having  been  regularly  admitted  to  a 
medical  school  duly  recognized  in  the  country  in 
which  it  is  located,  has  successfully  completed 
the  prescribed  course  of  studies  in  medicine,  and 
has  acquired  the  requisite  qualifications  to  be 
legally  licensed  to  practice  medicine. 

ACTION:  ADOPTED 

CA-NO.  2-73 

This  amendment  was  introduced  to  amend 
Article  VIII,  Section  2 of  the  Constitution  of  the 
Tennessee  Medical  Association  by  changing  the 
period  to  a comma  in  the  first  sentence  of  the 
last  paragraph,  and  inserting  the  words  “except 
that  this  provision  shall  not  apply  to  a Trustee 
who  by  virtue  of  election  or  appointment  has 
served  no  more  than  two  years  of  another's  un- 
expired term.”,  and  amend  Section  7 designating 
the  exact  time  when  elected  officers  assume  their 
office. 

As  amended.  Constitution  Amendment  No. 
2-73  is  as  follows: 

Section  2.  The  Board  of  Trustees  shall  consist 
of  the  President  of  the  Association,  the  Speaker  of 
the  House  of  Delegates,  the  immediate  Past- 
President,  the  President-Elect,  and  members 
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elected  by  the  House  of  Delegates  as  hereinafter 
provided. 

Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three  from 
each  grand  division  of  the  State,  and  no  more 
than  two  from  any  one  component  society. 

The  elected  Trustees  shall  serve  for  a period 
of  three  years  and  no  Trustee  shall  be  eligible 
immediately  to  succeed  himself,  except  that  this 
provision  shall  not  apply  to  a Trustee  who  by 
virtue  of  election  or  appointment  has  served  any 
portion  of  another’s  unexpired  term.  The  Board 
of  Trustees  will  organize  by  the  election  of  a 
Chairman,  and  a Secretary-Treasurer  from  the 
nine  elected  as  Trustees. 

Section  7.  All  officers  of  the  Association  shall 
be  elected  at  the  second  regular  session  of  the 
House  of  Delegates,  and  they  shall  assume  office 
at  the  conclusion  of  this  session. 

ACTION:  ADOPTED 

CA-NO.  3-73 

This  amendment  was  introduced  to  amend 
Article  VIII,  Section  2 of  the  Constitution  of  the 
Tennessee  Medical  Association  by  adding  the 
words  “the  Vice  Speaker  of  the  House  of 
Delegates.” 

As  amended,  Constitution  Amendment  3-73  is 
as  follows: 

Section  2.  The  Board  of  Trustees  shall  consist 
of  the  President  of  the  Association,  the  Speaker 
of  the  House  of  Delegates,  the  Vice  Speaker  of 
the  House  of  Delegates,  the  immediate  Past- 
President,  the  President-Elect,  and  members 
elected  by  the  House  of  Delegates  as  hereinafter 
provided. 

Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three  from 
each  grand  division  of  the  State,  and  no  more 
than  two  from  any  one  component  society. 

The  elected  Trustees  shall  serve  for  a period  of 
three  years  and  no  Trustee  shall  be  eligible  im- 
mediately to  succeed  himself.  The  Board  of 
Trustees  will  organize  by  the  election  of  a Chair- 
man, and  a Secretary-Treasurer  from  the  nine 
elected  as  Trustees. 

ACTION:  ADOPTED 

BA-NO.  4-73 

This  amendment  was  introduced  to  amend 
Chapter  IV,  Section  4 of  the  By-Laws  of  the 
Tennessee  Medical  Association  by  adding  the 
words  “and  the  Vice  Speaker.” 
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As  amended,  By-Laws  Amendment  4-73  is  as 
follows: 

Section  4.  The  Speaker  of  the  House  of  Dele- 
gates shall  preside  over  that  body  and  perform 
the  usual  duties  of  such  officer.  He  shall  sign  the 
Minutes  of  its  transactions  when  same  have  been 
read  and  approved  by  the  House.  In  the  event 
of  his  absence  for  any  cause,  or  upon  request  of 
the  Speaker,  the  Vice  Speaker  of  the  House  of 
Delegates,  shall  perform  those  duties.  The 
Speaker  and  the  Vice  Speaker  shall  also  be  ex- 
officio  members  of  the  Board  of  Trustees. 
ACTION:  ADOPTED 

RESOLUTIONS 

The  Reference  Committees  have  the  option  of 
recommending  a resolution  for  adoption  or  rejec- 
tion, for  adoption  as  amended  or  substituted  for 
referral,  or  for  no  action.  The  resolutions  that 
follow  are  as  amended,  and  in  the  form  in  which 
the  House  of  Delegates  adopted,  referred  or 
rejected  them. 

RESOLUTION  NO.  1-74 
Representation  of  Medical  Students 
in  TMA  House  of  Delegates 
By:  Board  of  Trustees 
Tennessee  Medical  Association 

WHEREAS,  It  is  the  opinion  of  the  Board  of  Trustees 
of  the  Tennessee  Medical  Association  and  a recom- 
mendation of  the  Liaison  Committee  to  Medical  Schools 
that  it  would  be  mutually  beneficial  to  the  Association 
and  to  the  students  of  medicine  in  the  three  medical 
schools  in  Tennessee  for  a method  to  be  provided  that 
would  permit  and  encourage  student  representatives  of 
the  three  student  bodies  to  participate  in  discussions  and 
deliberations  of  the  many  important  matters  considered 
at  the  annual  meeting  of  the  House  of  Delegates  of  the 
Tennessee  Medical  Association;  and 

WHEREAS,  The  Board  of  Trustees  has  received  and 
studied  the  report  of  the  Liaison  Committee  concerning 
its  response  to  Resolution  No.  17-73  entitled  “Privileges 
and  Rights  of  Medical  Students'’  and  has  noted  that  the 
Liaison  Committee  was  unanimous  on  the  desirability 
of  students  representing  the  student  bodies  being  present 
at  meetings  of  the  House  of  Delegates  but  was  divided 
on  the  question  of  voting  privileges;  and 

WHEREAS,  It  is  the  attitude  of  the  Board  of  Trustees 
that  the  granting  of  voting  privileges  to  student  repre- 
sentatives not  members  of  the  Tennessee  Medical  Asso- 
ciation by  virtue  of  membership  via  component  county 
medical  societies  or  via  direct  membership  in  TMA 
would  constitute  a radical  departure  from  the  present 
and  traditional  practice  and  would  be  in  direct  conflict 
with  the  Constitution  and  By-Laws  of  TMA,  and  further- 
more, that  although  such  a course  could  be  accomplished 
through  the  amendment  of  various  portions  of  the 
Constitution  and  By-Laws,  it  would  require  a minimum 
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of  two  annual  sessions  to  be  effective.  Now,  therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  invite  and  encourage  the 
attendance  and  active  participation  in  its  annual  meet- 
ing of  one  designated  representative  of  the  student  body 
of  each  of  the  three  medical  schools  in  Tennessee;  that 
this  representative  be  chosen  by  the  majority  vote  of  the 
student  body,  the  election  to  be  conducted  under  the 
auspices  of  the  Student  American  Medical  Association 
and  certified  by  the  Dean  of  the  medical  school;  that  he 
or  she  be  seated  in  the  House  of  Delegates  as  a Student 
Delegate  with  all  of  the  rights  and  privileges  of  any 
other  Delegate  except  the  right  to  vote;  that  an  Alternate 
Student  Delegate,  who  shall  substitute  for  the  Student 
Delegate,  if  required,  be  selected  in  the  same  manner, 
and  that  the  expenses  of  the  Student  Delegate  and  the 
Alternate  Student  Delegate  to  and  from  and  during  the 
annual  meeting  be  borne  by  the  Tennessee  Medical  As- 
sociation, such  expenses  to  include  travel  to  and  from 
the  annual  meeting,  hotel  expenses,  and  a reasonable 
per  diem  which  shall  be  established  by  the  Executive 
Director  of  the  Tennessee  Medical  Association. 

Reference  Committee  D — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  2-74 
Peer  Review  of  HMO’s 

By:  Board  of  Trustees 
Tennessee  Medical  Association 
WHEREAS,  The  Congress  has  passed  legislation  au- 
thorizing $358  million  over  the  next  five  years  to  encour- 
age and  subsidize  the  formation  and  initial  operation  of 
Health  Maintenance  Organizations;  and 

WHEREAS,  HMO’s  will  undoubtedly  be  established 
and  operated  in  Tennessee.  Now,  therefore  be  it 
RESOLVED , That  all  HMO  medical  activities  should 
be  subject  to  the  same  review  and  quality  controls  to 
which  the  non-HMO  medical  practice  in  the  area  is 
subjected. 

Reference  Committee  C — recognized  the  need 
of  smaller  communities  in  obtaining  nurses  and 
other  qualified  health  personnel  and  endorsed  the 
resolution,  but  suggested  that  the  resolution 
should  state  it  supported  the  establishment  of 
qualified  Health  Field  training  programs  at  the 
community  level. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  3-74 
Uniform  Health  Insurance  Claim  Form 
By:  Knoxville  Academy  of  Medicine 
WHEREAS,  The  physicians  of  Tennessee  Recognize 
a responsibility  in  helping  their  patients  file  claims  for 
health  insurance;  and 

WHEREAS,  The  multitude  of  currently  used  forms 
by  insurance  carriers,  including  the  Federal  agencies, 
generates  confusion,  volumes  of  paperwork  with  con- 
siderable duplication  of  effort,  and  veritable  chaos  in 
the  physician's  office;  and 


WHEREAS,  The  American  Medical  Association  and 
its  council  of  advisors  have  devised  a Uniform  Health 
Insurance  Claim  Form,  suitable  for  use  by  all  carriers, 
and  able  to  be  used  in  computer  oriented  systems.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Associa- 
tion endorse  the  use  of  the  1973  AMA  Uniform  Health 
Insurance  Claim  Form  to  be  a universally  accepted 
claim  form  for  use  by  all  carriers  on  a statewide  basis; 
and  be  it  further 

RESOLVED,  That  the  Insurance  Commissioner  of 
the  State  of  Tennessee  be  requested  to  institute  the  use 
of  this  form  throughout  the  State;  and  be  it  further 

RESOLVED,  That  the  appropriate  Federal  adminis- 
trators be  requested  and  be  encouraged  by  the  American 
Medical  Association  to  institute  the  use  of  this  form 
throughout  the  Federal  agencies. 

Reference  Committee  C — recommended  the 
adoption  of  the  resolution  with  the  inclusion  of 
the  phrase  it  would  be  encouraged  by  the  Ameri- 
can Medical  Association. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  4-74 
TMA-TNA  Joint  Policy  Statement 
By:  Interprofessional  Liaison  Committee 

Tennessee  Medical  Association 

WHEREAS,  The  Tennessee  Medical  Association 
House  of  Delegates  in  1973  instructed  the  Interprofes- 
sional Liaison  Committee  to  up-date  definitions  of 
authority  and  responsibility  of  the  physician-nurse  rela- 
tionship and  develop  additional  joint  statements  on 
patient  care  with  the  Tennessee  Nurses’  Association; 
and 

WHEREAS,  This  committee  has  subsequently  met 
with  the  Tennessee  Nurses’  Association  and  has  worked 
cooperatively  to  develop  a Joint  Policy  Statement  on  the 
use  of  professional  nurses  in  an  expanded  role.  Now, 
therefore  be  it 

RESOLVED.  That  the  attached  Joint  Statement  be 
adopted  as  policy  of  the  Tennessee  Medical  Association. 

TENNESSEE  MEDICAL  ASSOCIATION 

and 

TENNESSEE  NURSES’  ASSOCIATION 
JOINT  STATEMENT 
ON 

EXPANDED  ROLE  OF  THE 
PROFESSIONAL  NURSE  IN  HEALTH 
CARE  DELIVERY 

The  Tennessee  Medical  Association  and  the  Tennessee 
Nurses’  Association  recognize  that  to  increase  the 
availability  and  accessibility  of  health  care,  there  must 
be  optimal  utilization  of  physicians  and  professional 
nurses.  Physicians  and  professional  nurses  desiring  to 
see  health  delivery  extended  and  improved  must  be 
involved  in  developing  innovative  programs  with  other 
health  professionals  to  assure  the  availability  of  ap- 
propriate health  care  for  all  citizens.  Professional 
nurses  who  are  capable  by  training  of  expanding  their 


JUNE,  1974 


485 


role  must  be  willing  to  do  so  and  ready  to  assume 
responsibility  for  their  acts. 

The  Tennessee  Medical  Association  and  the  Tennessee 
Nurses'  Association  believe  that  professional  nurses 
prepared  to  function  in  an  expanded  role  can  assume 
greater  responsibility  in  the  delivery  of  health  care.  It 
is  recognized  that  professional  nurses  have  independent 
and  interdependent  functions  as  well  as  the  dependent 
function  of  administration  of  medications  and  treat- 
ments. Professional  nurses  functioning  in  an  expanded 
role  must  have  written  medical  protocols,  jointly  de- 
veloped by  the  sponsoring  physician(s)  and  nurse.  The 
written  medical  protocols  will  be  the  guidelines  followed 
by  the  nurse  in  the  management  of  the  medical  aspects 
of  patient  care  and  should  indicate  the  medications  the 
nurse  may  utilize.  The  detail  of  medical  protocols  will 
vary  in  relation  to  the  complexity  of  the  situations 
covered  and  the  preparation  of  the  professional  nurse 
using  them.  Professional  nurses  prepared  to  function  in 
an  expanded  role  and  their  sponsoring  physician! s) 
should  meet  at  frequent,  regular  specified  intervals  to 
review  the  management  of  patient  care.  The  written 
medical  protocols  must  be  reviewed  at  least  annually 
and  revised  as  often  as  the  regular  review  of  the 
management  of  patient  care  indicates. 

Professional  nurses  functioning  in  an  expanded  role 
are  prepared  through  master's  degree,  baccalaureate 
degree,  and/or  short-term  continuing  education  nurse 
training  programs.  The  title  distinctions  referred  to  in 
this  statement  are  generally  nurse  clinician  (master's 
level)  and  nurse  practitioners  (continuing  education  or 
baccalaureate  level).  The  TMA  and  TNA  recognize 
that  expanded  nursing  functions  should  include  history 
taking,  physical  examinations  to  determine  health-illness 
status  as  well  as  evaluation  and  interpretation  of 
assessed  data  in  order  to  plan  and  administer  appropri- 
ate health  care. 

Baccalaureate  and  masters  programs  preparing  nurses 
to  function  in  expanded  roles  are  accredited  by  the 
National  League  for  Nursing.  The  American  Nurses' 
Association,  in  conjunction  with  appropriate  medical  and 
nursing  specialty  groups  has  developed  guidelines  for 
continuing  education  programs  preparing  nurses  to 
function  in  an  expanded  role.  The  American  College 
of  Nurse  Midwives  accredits  nurse  midwifery  programs. 
The  Tennessee  Medical  Association  and  the  Tennessee 
Nurses’  Association  support  the  national  accreditation 
of  programs  preparing  nurses  to  function  in  an  expanded 
role.  Education  programs  in  Tennessee  preparing  nurses 
to  function  in  an  expanded  role  should  be  encouraged 
to  seek  national  accreditation  as  soon  as  possible. 

Professional  nurses  functioning  in  expanded  roles  in- 
cluding. but  not  limited  to,  the  pediatric  nurse  practi- 
tioner, nurse-midwife,  psychiatric-mental  health  nurse 
specialist,  family  nurse  practitioner,  critical  care  nurses 
and  other  nurse  practitioners  and  nurse  clinicians  are 
or  will  be  eligible  for  certification  through  the  American 
Nurses'  Association  or  specialty  nursing  organizations. 
The  Tennessee  Medical  Association  and  the  Tennessee 
Nurses’  Association  support  national  certification  by 
ANA  or  specialty  nursing  organizations  of  professional 
nurses  functioning  in  an  expanded  role.  Professional 
nurses  should  be  encouraged  to  work  through  their 
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nursing  organizations  for  the  development  of  certification 
in  those  practice  areas  not  yet  having  access  to  such. 

By  the  utilization  of  professional  nurses  functioning 
in  an  expanded  role,  the  availability  and  accessibility  of 
health  care  to  the  people  of  Tennessee  can  continue  to 
be  improved.  National  accreditation  and  certification 
provide  mechanisms  for  assuring  the  quality  of  health 
care  delivery  by  professional  nurses  functioning  in  ex- 
panded roles.  Ultimately,  physicians  and  professional 
nurses  are  accountable  to  the  patient  for  the  care  each 
one  gives. 

Reference  Committee  D — recommended  the 
resolution  not  be  adopted  and  it  be  referred  back 
to  the  Interprofessional  Liaison  Committee  for 
more  detailed  consideration  and  further  study. 
ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  5-74 
Composition  of  the  Tennessee  Licensing  Board 
for  the  Healing  Arts 
By:  Huey  H.  Porter,  M.D. 
Memphis-Shelby  County  Medical  Society 

WHEREAS,  This  Board  has  the  important  function 
of  issuing  license  and  also  of  revocation  of  license  to 
practice  medicine  in  the  State  of  Tennessee;  and 

WHEREAS,  This  Board's  composition  is  determined 
by  statutory  requirements  it  will  therefore  require  a 
change  in  the  present  statute  of  the  State  of  Tennessee; 
and 

WHEREAS,  This  Board  as  presently  required  is  com- 
posed of:  Commissioner  of  Public  Health,  State  of 

Tennessee;  Secretary  of  State;  and  Treasurer  of  State; 
and 

WHEREAS.  The  present  composition  does  not  pro- 
vide for  proper  representation  of  the  medical  profession 
of  the  State  of  Tennessee.  Now,  therefore  be  it 

RESOLVED , That  this  House  of  Delegates  recom- 
mend the  Tennessee  Medical  Association  Legislative 
Committee  seek  changes  in  the  current  statute  to  give 
the  Board  of  Medical  Examiners  a mechanism  to  in- 
vestigate and  make  recommendations  concerning  action 
against  the  errant  physician  to  the  Licensing  Board  for 
the  Healing  Arts. 

Reference  Committee  A — recommended  adop- 
tion of  the  resolution  with  the  resolve  to  read, 
“That  this  House  of  Delegates  recommend  the 
Tennessee  Medical  Association  Legislative  Com- 
mittee seek  changes  in  the  current  statute  to  give 
the  Board  of  Medical  Examiners  a mechanism  to 
investigate  and  make  recommendations  concern- 
ing action  against  the  errant  physician  to  the 
Licensing  Board  for  the  Healing  Arts.” 
ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  6-74 
Direct  Election  of  TMA  Alternates  and 
Delegates  to  AMA 
By:  Thomas  G.  Dorrity,  M.D. 

WHEREAS,  The  Tennessee  Medical  Association  Al- 
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ternates  and  Delegates  to  the  American  Medical  Asso- 
ciation do  not  now  represent  specific  groups  of  doctors; 
and 

WHEREAS.  It  would  be  desirable  to  give  doctors 
of  Tennessee  specific  liaison  with  their  own  elected 
representatives  to  the  American  Medical  Association; 
and 

WHEREAS.  Election  by  geographic  area  does  fix 
responsibility  and  allow  a helpful,  mutual  and  specific 
two-way  communication  between  physicians  and  their 
representatives;  and 

WHEREAS.  It  is  traditional  at  all  levels  of  govern- 
ment to  have  elected  officials  represent  specific  areas. 
Now.  therefore  be  it 

RESOLVED , That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  directs  the  Council  to 
develop  districts,  based  on  a county  and  physician- 
population  basis  and  thereby  assign  Delegates/Alternates 
to  the  American  Medical  Association  on  a geographic 
basis;  and  be  it  further 

RESOLVED,  That  appropriate  changes  be  made  in 
the  By-Laws  to  allow  for  such  districting  and  times  set 
for  nomination,  balloting  and  tabulating  procedures  for 
direct  election  of  the  American  Medical  Association 
Delegates  and  Alternates  by  district  or  area;  and  be  it 
further 

RESOLVED,  That  the  vote  on  these  changes  be 
carried  on  by  secret  mailed  ballot  to  the  entire  mem- 
bership and  the  vote  tabulated  so  that,  if  passed  in  the 
affirmative,  nominations  and  elections  can  be  completed 
before  the  next  session  of  this  House. 

Reference  Committee  A — recommended  the 
resolution  not  be  adopted,  since  it  was  the  Com- 
mittee’s feeling  that  the  preponderance  of  testi- 
mony was  against  this  resolution. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  7-74 
Professional  Standards  Review  Organizations 
(PSRO’s) 

By:  Thomas  G.  Dorrity,  M.D. 

WHEREAS.  Public  Law  92-603,  Section  249F,  Title 
XI.  Part  B.  requires  the  establishment  of  Professional 
Standards  Review  Organizations  by  the  Secretary  of  the 
Department  of  Health.  Education  and  Welfare  through- 
out the  Nation;  and 

WHEREAS,  These  PSRO's  exist  as  the  pleasure  of  the 
Secretary  of  HEW  and  will  function  as  directed  by 
him  or  will  be  abolished  and  replaced  by  him  whenever 
he  determines  that  they  are  incapable  of  performing 
their  designated  duties;  and 

WHEREAS.  These  PSRO's  will  be  required  to  set 
and  judge  national  norms  of  medical  care,  diagnosis 
and  treatment,  have  authority  to  determine  in  advance 
any  elective  admission  of  any  Federally  subsidized 
patient  to  any  health  care  facility  or  any  admission  of 
said  patient  for  extended  or  costly  courses  of  treatment, 
will  review  the  professional  activities  of  physicians  and 
other  providers  of  health  care  in  hospitals  and  in  their 
offices  as  to  the  necessity,  quality  and  economy  of  such 
health  care,  will  maintain  and  review  profiles  of  care 


and  services  provided  said  patients  and  profiles  on  each 
health  care  practitioner  and  provider  as  regards  quality 
and  need  for  service  rendered  in  institutions  and  in 
private  offices,  and  will  perform  other  duties  under  this 
law;  and 

WHEREAS,  Physicians  that  are  providers  of  health 
care  who  do  not  comply  regularly  in  their  treatment  of 
Federally  subsidized  patients  with  the  norms  and 
standards  determined  by  PSRO's  and  approved  by  the 
Secretary  of  HEW  may  have  sanctions  and  fines  up  to 
$5,000.00  levied  against  them  and  their  unapproved 
activity  or  behavior  publicized  by  the  Secretary  of 
HEW:  and 

WHEREAS.  These  PSRO's  and.  indeed,  all  physicians 
treating  Federally  subsidized  patients,  if  they  volunteer 
to  assist  in  establishing  said  PSRO's  will  in  effect  be- 
come the  agents  of  the  Federal  Government  under 
virtual  dictatorial  control  of  the  Secretary  of  HEW:  and 

WHEREAS,  The  establishment  of  PSRO’s  under  this 
law.  for  the  reasons  noted  above,  directly  interferes  with 
the  actual  practice  of  medicine  and  is  not  in  the  best 
interests  of  our  profession  or  of  our  patients.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
and  the  Tennessee  Foundation  for  Medical  Care.  Inc., 
take  no  action  to  establish  any  Professional  Standards 
Review  Organization  under  Public  Law  92-603. 

Reference  Committee  C — recommended  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  8-74 
Professional  Standards  Review  Organizations 
(PSRO’s) 

By:  Blount  County  Medical  Society 

WHEREAS,  The  Professional  Standards  Review  Or- 
ganization provisions  are  illogical  and  ill-founded  and 
will  undoubtedly  prove  to  be  burdensome  on  the  tax- 
payer and  undoubtedly  lower  the  quality  of  medical 
care.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association, 
by  action  of  its  House  of  Delegates,  adopts  the  follow- 
ing current  position: 

( 1 ) Working  to  effect  repeal  of  the  Professional 
Standards  Review  Organization,  and 

(2)  Lending  its  cooperation  in  the  implementation  of 
the  law  until  repealed,  in  order  that  in  the 
interim,  the  administration  of  the  provisions  of 
the  law  will  remain  under  physician  control. 

(3)  It  is  in  the  best  interests  of  our  patients  and 
our  profession  to  seek  appropriate  modifications 
of  Section  249F  of  Public  Law  92-603  (PSRO) 
to  effect  elimination  of  the  identifiable  deleterious 
effects  of  this  law. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution  as  presented.  In  the  discus- 
sion two  major  amendments  to  the  resolution 
were  added  by  the  House. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  9-74 

Professional  Standards  Review  Organization 
(PSRO) 

Section  249F,  Public  Law  92-603 
By:  West  Tennessee  Consolidated 
Medical  Assembly 

WHEREAS.  The  Congress  of  the  United  States  has 
seen  fit  to  pass  into  law  Section  249F,  Public  Law 
92-603,  to  establish  Professional  Standards  Review 
Organizations  throughout  the  country;  and 

WHEREAS,  With  the  establishment  of  Professional 
Standards  Review  Organizations  private  physicians  will 
have  to  comply  with  government  concepts  of  medical 
care  as  approved  by  the  Professional  Standards  Review 
Organizations  and  the  Secretary  of  Health,  Education 
and  Welfare;  and 

WHEREAS,  It  is  our  opinion  that  these  concepts  will 
be  contrary  to  the  established  practice  of  medicine  of 
physicians  throughout  Tennessee  and  the  country  as  a 
whole.  Now,  therefore  be  it 

RESOLVED , That  the  West  Tennessee  Consolidated 
Medical  Assembly  holds  that  the  best  interest  of  general 
health  and  welfare  of  the  citizens  of  this  country  rests 
with  REPEAL  of  Section  249F,  Public  Law  92-603. 

Reference  Committee  C — recommended  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  10-74 
Definition  of  Separate  Billing  by 
Hospital  Based  Physicians 
By:  Judicial  Council 
Tennessee  Medical  Association 

WHEREAS,  The  Judicial  Council  of  the  Tennessee 
Medical  Association  has  previously  sponsored  in  this 
House  resolutions  dealing  with  separate  billing  by  hos- 
pital based  physicians,  these  resolutions  having  been 
adopted  as  policy;  and 

WHEREAS,  Substantial  differences  in  interpretation 
of  this  policy  exist  among  physicians  in  Tennessee;  and 

WHEREAS,  This  House  clarified  its  stand  on  separate 
billing  by  physicians  staffing  hospital  emergency  rooms 
by  adopting,  in  April,  1973  TMA  Resolution  No.  7-73 
which  stated  in  part  that: 

“It  is  ethical  and  legal  for  hospitals  to  serve  as  billing 

and  collecting  agents  for  physicians.” 
and  TMA  Resolution  No.  8-73  which  set  forth  the 
following  guidelines: 

“1.  Licensed  physicians  staffing  Emergency  Rooms  in 
hospitals  must  charge  for  their  medical  services- 
and  shall  bill  their  patients  for  such  services. 

2.  Physicians’  services  shall  be  billed  separately  from 
hospital  services. 

3.  Hospitals  may  serve  as  billing  or  collecting  agents 
for  physicians. 

4.  Physicians  may  pay  hospitals  reasonable  compen- 
sation for  the  hospital's  services  as  a billing  or 
collecting  agent. 

5.  Hospitals  may  pay  physicians’  salaries  for  hospital 
administrative  services,  supervisory  responsibil- 


ities, educational  activities  and  physical  presence.”; 

and 

WHEREAS,  The  Judicial  Council  now  reaffirms  its 
previous  position  that  the  principle  and  guidelines 
quoted  hereinabove  are  consistent  with  the  Principles 
of  Medical  Ethics  of  the  American  Medical  Association 
and  of  the  Tennessee  Medical  Association.  Now,  there- 
fore be  it 

RESOLVED , That  the  principle  and  guidelines  quoted 
hereinabove  are  extended  to  apply  to  all  physicians;  and 
be  it  further 

RESOLVED , That  “separate  billing”  is  defined  as 
any  billing  method  that: 

1.  Identifies  the  physician(s)  who  rendered  services 
and 

2.  Identifies  the  fee(s)  charged  by  the  physician(s) 
for  said  services  as  line  items  separate  from  other 
charges  appearing  on  the  same  bill  and 

3.  Clearly  states  that  the  billing  agent  (hospital  or 
other)  is  billing  for  the  physician(s)  at  his  request 
and  on  his  instruction  and 

4.  That  residents  in  training  programs  be  informed 
of  the  position  of  the  Tennessee  Medical  Associa- 
tion regarding  separate  billing. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution  and  submitted  several 
amendments  to  the  resolution.  The  resolution  was 
further  amended  by  the  House  of  Delegates  to 
add  a new  Section  4 which  reads:  “That  residents 
in  training  programs  be  informed  of  the  position 
of  the  Tennessee  Medical  Association  regarding 
separate  billing/’ 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  11-74 
Medicare  and  Medicaid  Billing 
By:  McMinn  County  Medical  Society 

WHEREAS.  Patients  presently  receive  payment  notifi- 
cation from  Medicare  and  Medicaid  with  a statement 
that  the  attending  physician's  services  were  for  more 
than  the  allowable  charge;  and 

WHEREAS,  The  statement  as  written  at  times  dis- 
credits the  doctor-patient  relationship  by  implying  that 
was  an  excessive  charge  by  the  physician;  and 

WHEREAS,  The  administering  agency  for  Medicare 
and  Medicaid  has  adopted  the  wording  in  its  billing 
policy.  Now,  therefore  be  it 

RESOLVED,  That  when  a charge  for  services  made 
by  a physician  is  less  than  the  allowable  charge,  that 
the  billing  statement  shall  indicate  such  and  that  the 
patient  be  so  informed;  and  be  it  further 

RESOLVED.  The  Tennessee  Medical  Association 
notify  the  proper  Medicare  and  Medicaid  officials  of 
this  action  and  to  seek  this  change  in  the  billing  notifica- 
tion method. 

Reference  Committee  C- — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  12-74 
Health  Field  Training  Programs  at 
Community  Level 

By:  Hamblen  County  Medical  Society 

WHEREAS.  There  is  now  a critical  shortage  of 
practicing  nurses  and  other  qualified  health  field  pro- 
fessionals in  the  Hamblen-Grainger-Jefferson  County 
area.  The  current  nursing  home  and  hospital  expansion 
programs;  the  recent  OSHA-Occupational  Health  Safety 
Standards  Act  requiring  nursing  personnel  in  industry; 
and  the  progressively  stringent  JCAH  Standards  of 
patient  care  will  significantly  increase  the  demands  for 
these  trained  personnel;  and 

WHEREAS,  To  date  it  has  been  virtually  impossible 
to  recruit  these  personnel  from  the  large  city,  academic, 
medical  training  centers;  it  is  our  belief  that  this  prob- 
lem is  shared  by  other  smaller  medical  communities 
across  the  state;  and 

WHEREAS,  It  is  our  belief  that  establishment  of 
local  training  programs  will  more  clearly  provide  a 
viable  pool  of  working,  trained,  and  licensed  personnel 
for  the  smaller  community,  where  there  is  a critical 
shortage  of  health  field  professionals,  such  as  nurses. 
However,  in  the  past  it  has  been  almost  impossible  to 
establish  such  local  training  programs.  Now,  therefore 
be  it 

RESOLVED , That  it  is  our  belief  that  the  Tennessee 
Medical  Association  should  support  the  establishment 
of  qualified  Health  Field  training  programs  at  the 
smaller  community  level. 

Reference  Committee  B — recognized  the  needs 
of  smaller  communities  in  obtaining  nurses  and 
other  qualified  health  personnel  and  endorsed  the 
resolution  with  the  suggestion  that  the  resolve 
be  amended  to  read  “should  support  the  estab- 
lishment of  qualified  Health  Field  training  pro- 
grams at  the  community  level.” 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  13-74 
Nursing  Continuing  Education  Program 
By:  Williamson  County  Medical  Society 

WHEREAS.  The  Tennessee  Medical  Association 
wishes  to  recognize  that  within  each  hospital  within  this 
state,  new  departments  continue  to  arise  in  the  field  of 
intensive  care,  coronary  care,  post-operative  care,  new- 
born care  and  other  specialty  related  departments;  and 

WHEREAS,  It  is  difficult  to  obtain  nurses  and  other 
nurse  assistant  personnel  to  provide  the  expertise  needed 
in  these  new  departments;  and 

WHEREAS,  It  has  recently  been  brought  to  the  at- 
tention of  the  Tennessee  Licensing  Board  of  Hospitals 
that  there  has  been  no  academic  control  set  over  the 
qualifications  of  people  working  in  these  units;  and 

WHEREAS.  It  is  absolutely  necessary  to  continue  to 
upgrade  the  nursing  staffs  within  the  locale  they  reside 
in  most  of  the  institutions  across  the  state  because 
these  people  cannot  simply  leave  their  homes  and 
families  to  travel  a prolonged  distance  to  obtain  post- 
graduate education.  Now,  therefore  be  it 


RESOLVED,  That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  highly  endorse  and 
recommend  to  the  Tennessee  Nurses  Association,  the 
Tennessee  Hospital  Association  and  the  Tennessee  Hos- 
pital Licensing  Board,  that  each  hospital  having  special 
care  areas  provide  a department  of  continuing  educa- 
tion. Be  it  further 

RESOLVED,  That  these  departments  be  coordinated 
on  a very  high  level  and  that  the  expertise  necessary 
from  the  teaching  institutions  across  the  state  along  with 
coordination  at  the  local  level  allow  them  to  embark  on 
a program  of  specialization  of  continuing  education 
within  the  field  of  the  specialty  units  as  they  are 
instituted  in  each  hospital;  and  be  it  further 

RESOLVED,  That  these  continuing  education  de- 
partments be  so  professionally  constructed  that  they 
can  confer  upon  the  graduates  of  their  program  certain 
merit  awards  and/or  certificates  to  recognize  the  accom- 
plishments of  those  who  have  fully  completed  the 
accredited  course. 

Reference  Committee  B — recommended  the 
adoption  of  the  resolution  and  endorsed  the 
concept  of  need  for  continuing  education  in 
specialized  areas  of  hospitals.  The  Reference 
Committee  suggested  the  first  resolve  be  amended 
to  read:  “RESOLVED,  That  the  House  of  Dele- 
gates of  the  Tennessee  Medical  Association  highly 
endorse  and  recommend  to  the  Tennessee  Nurses 
Association,  the  Tennessee  Hospital  Association 
and  the  Tennessee  Hospital  Licensing  Board,  that 
each  hospital  having  special  care  areas  provide  a 
department  of  continuing  education.” 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  14-74 
Emergency  Medical  Services  Act 
By:  Memphis- Shelby  County 
Medical  Society 

WHEREAS.  In  1972  the  Emergency  Medical  Services 
Act  was  passed  as  a completely  altruistic  bill  for  the 
public  good.  This  bill  enhances  the  delivery  of  medical 
care  to  the  people  of  the  State  of  Tennessee.  As  such, 
this  bill  has  served  as  a model  for  other  states  and 
has  served  the  public  well  in  Tennessee. 

WHEREAS,  Recent  criticism  that  the  bill  has  been 
implemented  beyond  the  intent  of  the  legislature  but 
not  beyond  its  legality  has  been  voiced.  This  with  the 
implied  threat  of  repeal  of  the  law  and  introduction  of 
emasculating  legislature  prompts  this  resolution. 

RESOLVED , That  the  Memphis  and  Shelby  County 
Society  feels  this  bill  has  been  solely  for  the  public 
good  and  that  any  legislation  passed  to  modify  it  must 
pass  close  scrutiny,  that  it  is  not  an  effort  of  power 
groups  or  individuals  to  obtain  personal  or  political 
gain,  particularly  if  that  act  is  an  effort  to  reduce  the 
effectiveness  of  the  original  bill.  Now,  therefore  be  it 

RESOLVED , That  this  House  of  Delegates  recom- 
mend that  the  Tennessee  Medical  Association  adopt 
this  same  position  and  so  publicly  state. 
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Reference  Committee  B — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  15-74 
Road  and  Highway  Safety 
By:  W.  M.  Cocke,  M.D. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

WHEREAS,  Physicians  of  the  State  of  Tennessee  ad- 
vocate a policy  of  maximum  safety  for  all  citizens  who 
travel  on  the  public  highways  of  the  State;  and 

WHEREAS,  a substantial  number  of  motor  vehicle 
accidents  and  injury  to  the  citizens  of  the  State  result 
from  the  intoxicated  driver;  and 

WHEREAS,  We  the  Physicians  of  the  State  of  Ten- 
nessee recognize  the  above.  Now  therefore  be  it 

RESOLVED , That  a strong  law  be  enacted  by  the 
State  Legislature,  and  enforced  by  the  law  enforcement 
and  judicial  agencies  of  the  State  of  Tennessee  to 
remove  from  the  public  highways  the  “drunk  driver.” 

Reference  Committee  A — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  16-74 
“Med-Help”  Program — A Medical 
Information  Service  for  the  Public 
By:  Board  of  Trustees 
Tennessee  Medical  Association 

WHEREAS,  The  Tennessee  Medical  Association  is 
desirous  of  improving  its  public  image;  and 

WHEREAS,  The  Memphis  and  Shelby  County  Med- 
ical Society  has,  in  conjunction  with  the  Chancellor  of 
the  Tennessee  Medical  Units  and  the  Memphis  Regional 
Medical  Program,  developed  a public  information  pro- 
gram relating  to  common  medical  problems;  and 
WHEREAS,  Manuscripts  and  tapes  on  various  med- 
ical topics  have  been  prepared  by  the  members  of  the 
Memphis  and  Shelby  County  Medical  Society,  and 
approved  as  to  their  medical  content  by  the  public 
information  committee  of  the  local  medical  society;  and 
WHEREAS,  This  public  information  service  is  known 
as  "Med-Help”  (Medical-Health  Education  Listening 
Program)  and  is  a dial  access  telephone  service  utilizing 
a telephone  answering  service;  certain  electronic  switch- 
ing gear;  and  approximately  45  tapes  covering  various 
common  health  topics  (examples:  fever  in  infants, 

chest  pain,  convulsions,  headaches);  and 

WHEREAS,  That  “Med-Help”  has  been  operational 
in  the  Memphis  area  for  approximately  two  years,  24 
hours  each  day,  and  reaction  from  the  public  in  this 
area  has  been  very  favorable  (50  to  100  telephone 
requests  each  day  for  medical  information);  and 

WHEREAS,  The  purpose  of  Med-Help  is  to  provide 
an  authoritative  source  of  easily  accessible  information 
on  common  health  problems,  but  not  to  replace  the 
patient-physician  relationship;  and 

WHEREAS,  There  are  currently  monies  available  for 
expansion  of  this  service  from  the  Memphis  Regional 
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Medical  Program  so  as  to  facilitate  this  service  on  a 
statewide  basis;  so  as  to  provide  this  service  free  of 
charge  to  the  public.  Now,  therefore  be  it 

RESOLVED , That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  endorses  the  concept  of 
extending  this  public  information  service  to  the  people 
of  Tennessee  for  a 6 months  trial  period;  through  the 
use  of  a Wide  Area  Telephone  Service  line  (WATS 
line);  and  be  it  further 

RESOLVED , That  prior  to  any  announcement  of  this 
Med-Help  service  to  the  public  within  a Tennessee  com- 
munity, that  endorsement  of  this  service  by  the  local 
county  medical  society  and  the  Tennessee  Medical 
Association,  be  successfully  achieved;  and  be  it  further 

RESOLVED , That  at  the  completion  of  the  above 
stated  6 months  trial  period,  that  a progress  report  be 
submitted  to  the  Tennessee  Medical  Association. 

Reference  Committee  D — expressed  its  ap- 
preciation of  the  offer  of  the  Med-Help  Program 
to  the  Tennessee  Medical  Association.  The  Com- 
mittee amended  the  second  resolve  to  add  “and 
the  Tennessee  Medical  Association,”  and  with 
this  amendment,  recommended  adoption  of  the 
resolution. 

ACTION:  ADOPTED  AS  AMENDED 

REPORTS  OF  OFFICERS 

REPORT  OF  THE  PRESIDENT 
Morse  Kochtitzky,  M.D. 

The  abstract  of  the  President’s  Report  states 
that: 

“Activities  along  the  broadest  front  in  the 
history  of  the  Tennessee  Medical  Association 
exemplified  maturity,  capacity,  and  service  to  the 
profession.  One  cannot  serve  in  the  position  of 
the  President  and  not  appreciate  the  devotion  and 
efficiency  of  those  who  provide  the  leadership  to 
implement  the  policies  and  directives  of  the  Asso- 
ciation through  the  House  of  Delegates,  the  Board 
of  Trustees,  Committees,  and  the  Judicial  Coun- 
cil.” The  report  pointed  out  that  Medicine  or  the 
science  in  which  it  is  based  does  not  need  a 
revolution  to  progress.  The  President  viewed  with 
trepidation  the  steady  encroachment  of  govern- 
ment, highlighted  by  such  schemes  as  National 
Health  Insurance,  HMO’s,  PSRO’s,  and  many 
others.  It  was  pointed  out  that  the  profession 
has  slipped  to  a dangerously  low  level  and  many 
vocal  and  effective  complainers  abound.  The 
President  reviewed  his  efforts  for  greater  unity 
within  the  profession,  and  that  the  past  year 
confirmed  his  impression  that  Medicine’s  survival 
as  a viable  organization  in  the  future  will  result 
only  if  physicians  are  highly  united,  and  able  to 
speak  and  act  authoritatively  for  members  of  the 
Association. 
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“Medicine  cannot  tolerate  discord  among  the 
rural  and  urban  physicians,  between  the  practicing 
and  the  academic,  between  the  black  and  the 
white,  and  between  the  young  and  the  old.” 

The  President’s  Report  revealed  the  belief  that 
strong  and  viable  forces  in  the  Nation  and  some 
in  Tennessee,  are  dedicated  to  changing  the  entire 
system  of  medical  care  delivery.  These  forces  are 
organized  and  dedicated  to  their  cause  and  seem 
to  have  adequate  financing.  Unity  includes  a 
strong  county  medical  society,  and  a strong  TMA 
and  a strong  AMA. 

“As  public  expenditures  for  health  care  in- 
crease, and  the  number  of  people  affected  become 
larger,  so  does  the  need  for  public  accountability 
become  more  apparent.  The  report  stated  that  a 
nationwide  network  of  Professional  Standards  Re- 
view Organizations  is  a glaring  example  and  a 
program  that  will  be  an  administrative  monstros- 
ity. The  program  objective  is  for  quality  of  care, 
but  let  us  not  forget  the  real  purposes  are  for  cost 
control.  Most  physicians  would  need  no  con- 
vincing of  this.  Government  rarely  subsidizes 
freedom.  We  claim  the  individual  in  our  society 
as  paramount,  but  we  do  not  act  accordingly. 
We  wait  until  there  is  a law  to  force  us  to  do 
something  we  ought  to  do  ourselves.” 

“The  report  pointed  out  that  untoward  changes 
occurring  are  really  not  of  Medicine’s  doing,  but 
have  been  pressed  upon  physicians  for  the  most 
part.  It  is  our  responsibility  to  try  and  mold  and 
guide  these  changes  so  that  we  can  continue  to 
deliver  the  best  medicine  to  our  greatest  respon- 
sibility— our  patients. 

The  report  called  for  organized  medicine  to 
“stay  on  top  of  the  PSRO  issue.”  Many  organiza- 
tions are  working  tirelessly  in  an  attempt  to  take 
over  peer  review.  Physicians  must  do  peer  review 
or  bear  the  consequences  of  bureaucratic  regi- 
mentation. Let  it  not  be  said  in  the  future  that 
Medicine  sank  its  own  ship. 

The  report  stated  that  PSRO  will  likely  prove 
to  be  the  destructive  instrument  of  one  of  the 
finest  health  delivery  systems  in  the  world.  Med- 
icine should  attempt  to  make  PSRO  work  as  long 
as  it  is  law.  If  this  prerogative  should  ever  be 
taken  away  from  physicians,  that  will  be  the  time 
to  show  our  real  strength  of  cohesiveness  and 
purpose  of  action. 

The  President’s  Report  stated  that  the  Board 
of  Trustees  supported  repeal  of  PSRO  at  its 
October,  1973  meeting.  The  report  reviewed  the 
organization  of  the  PSRO  area  designations  and 
pointed  out  that  in  Tennessee,  there  are  two 


areas  designated. 

The  President  reviewed  many  of  his  activities, 
including  appearances  on  television  and  radio  talk 
shows,  a number  of  county  medical  societies 
visited,  attendance  at  two  national  leadership  con- 
ferences sponsored  by  the  AMA,  and  the  two 
sessions  of  the  AMA  House  of  Delegates.  The 
report  did  not  comment  on  or  review  the  many 
activities  of  TMA.  These  will  be  made  in  other 
reports.  The  President  stated  that  as  TMA’s 
spokesman,  he  had  worked  at  great  lengths  to 
actively  represent  physicians  of  Tennessee. 

The  report  stated  that  the  Association’s  prior- 
ities should  follow  the  recommendations  made  to 
the  House  of  Delegates  in  1973.  It  was  stated 
that  TMA  often  takes  on  too  many  projects,  and 
as  a result,  none  of  them  receive  the  funds,  time 
and  concentration  required  to  make  them  work. 
It  was  urged  that  the  following  recommendations 
be  followed: 

1.  PSRO’s — We  must  be  extremely  active  and 
involved  in  the  whole  concept  of  peer 
review. 

2.  We  must  be  active  in  all  facets  of  legislative 
activity,  political  action  and  governmental 
relations  on  all  levels. 

3.  Throughout  our  ongoing  program  already 
established,  a dedication  and  major  im- 
provement in  our  efforts  to  make  an  effec- 
tive ongoing  continuing  medical  education 
program  for  physicians  is  a must  for  our 
membership. 

4.  The  President  urged  that  all  physicians 
should  guide  their  own  destiny  by  direct 
charges  to  their  patients  and  to  avoid  con- 
tracts with  those  entities  or  institutions  that 
sell  the  physicians’  services.  The  report 
stated  that  this  was  a growing  ethical  prob- 
lem in  the  state. 

In  dealing  with  what  the  future  holds  for 
Medicine  in  Tennessee,  the  report  stated  that  dif- 
ferent factors  are  influencing  the  medical  care 
delivery  system.  Demands  for  quantity  and  qual- 
ity of  health  care  are  at  an  all  time  high.  The 
migration  of  more  and  more  new  physicians  into 
salaried  positions  with  the  government,  industry, 
hospitals  and  other  regulated  entities  is  a discour- 
aging development  since  we  need  these  medical 
graduates  in  the  free  enterprise  patient  care  sys- 
tem. The  report  pointed  to  the  largest  increase  in 
Association  membership  that  has  been  experi- 
enced in  the  last  ten  years. 

The  report  concluded  by  pointing  out  that  al- 
ready we  are  hearing  that  a National  Health 
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Insurance  bill  will  be  presented  by  the  latter  part 
of  1974  or  early  1975. 

Another  important  factor  in  today’s  complex 
medical  care  equasion  is  the  malpractice  problem. 
Burgeoning  government  health  programs  will  in 
all  likelihood  increase  liability  and  malpractice 
suits.  As  Medicine  participants  in  these  activities, 
we  will  improve  care,  be  conscious  of  its  cost,  and 
help  overcome  the  manpower  shortage. 

The  President  gave  thanks  to  his  associates 
who  are  officers,  Trustees,  dedicated  Committee 
members,  dedicated  staff,  and  many  loyal  friends 
who  have  worked  diligently  in  carrying  out  the 
work  for  the  past  year.  The  President  thanked 
members  of  the  House  for  their  confidence  and 
support,  and  for  the  privilege  and  honor  of  having 
had  the  opportunity  to  serve  as  the  TMA  Presi- 
dent in  1973-74. 

THE  REFERENCE  COMMITTEE  D— commended 
the  President  for  his  most  informative  report  and 
thanked  him  for  his  efforts  and  achievements  through- 
out the  past  year. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE  BOARD  OF  TRUSTEES 
J.  Kelley  Avery,  M.D.,  Chairman 

The  report  pointed  out  the  Association’s  ex- 
panded business  and  as  such  continues  to  make 
heavy  demands  upon  the  time  of  the  Trustees. 
Five  meetings  of  the  Board  were  held  during  the 
year,  two  of  which  were  for  two-day  sessions. 
The  report  revealed  that  abstracted  minutes  of  the 
Board  of  Trustees  are  highlighted  in  the  Journal 
following  all  Board  meetings.  The  report  re- 
vealed the  number  of  activities  such  as  cor- 
respondence and  visits  to  component  county  med- 
ical societies,  the  AMA,  and  various  organiza- 
tions. 

The  report  revealed  that  the  Board  had  acted 
upon  115  items  of  business  in  the  sessions  con- 
ducted during  the  last  twelve  months.  This  did 
not  include  telephone  conference  calls  and  busi- 
ness conducted  by  mail.  Such  matters  as  adminis- 
tration, personnel,  TMA  membership,  Annual 
Meeting,  exhibits,  Journal  advertising,  and  ad- 
ministrative activities  are  included  in  the  Execu- 
tive Director’s  report  and  Committee  reports. 
Finances  are  presented  in  the  report  of  the 
Secretary-Treasurer. 

In  the  last  twelve  months,  members  of  the 
Board  have  given  more  time  to  representing  the 
Association  than  in  normal  years.  Decisions  have 
come  only  after  much  discussion,  deliberation,  and 
soul-searching.  The  Board  has  been  especially 
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involved  with  the  most  significant,  far-reaching 
issues  that  has  ever  been  faced  by  physicians,  i.e., 
the  Professional  Standards  Review  Organization 
law  (PSRO — Public  Law  92-603). 

The  Board  approved  legislative  actions,  com- 
munications, and  has  been  greatly  concerned  with 
the  doctor  shortage.  The  report  revealed  testi- 
mony and  appeals  to  HEW  of  regulations  set  forth 
in  the  Federal  Register,  and  protested  vigorously 
to  HEW  on  designations  of  PSRO  areas;  pre- 
admission policies  for  hospitalization  of  Medicare 
patients;  testimony  to  seek  assurance  that  phy- 
sicians would  receive  an  adequate  amount  of  fuel 
in  the  energy  crisis;  and  had  taken  every  possible 
step  it  could  in  appeals  on  behalf  of  physicians 
in  the  Cost  of  Living  Council  for  decontrolling 
physicians’  fees. 

It  was  stated  that  the  Board’s  report  was  for 
the  purpose  of  a broad  overview  of  the  Associa- 
tion’s activities.  The  report  dealt  with  the  forma- 
tion and  ongoing  activities  of  the  Tennessee 
Foundation  for  Medical  Care,  Inc.  It  was  re- 
ported that  the  Board  administers  its  business 
through  the  Executive  Committee  and  six  other 
Board  committees.  The  Board’s  management 
responsibilities  are  many.  It  studies  major  issues, 
considers  and  recommends  programs  and  proce- 
dures to  meet  TMA’s  objectives,  it  assesses  prob- 
lems confronting  the  profession  in  the  State,  and 
the  role  of  TMA  in  respect  to  these  problems.  It 
is  the  implementing  body  through  which  the 
House  of  Delegates,  committees  and  staff  con- 
ducts policies  and  programs  approved  by  the 
House.  The  Board  at  all  times  seeks  to  main- 
tain with  funds  available,  the  fiscal  soundness  in 
controlling  the  financial  affairs  of  the  Association. 
The  report  summarized  significant  actions  taken 
during  the  1973-74  year. 

Following  are  abstracted  highlights  of  some 
important  items  of  business  acted  upon  by  the 
Board  during  the  past  twelve  months.  The 
Board: 

— Consulted  with  the  Editor  of  the  TMA  Journal 
concerning  printing  costs,  makeup,  number  of 
pages  in  the  Journal,  and  publication  policy. 

— Reviewed  with  the  Chairman  of  the  Continuing  Med- 
ical Education  Committee  TMA  financing  of  the 
CME  program. 

— Appointed  members  of  the  Board  of  Directors  of  the 
Tennessee  Medical  Foundation. 

— Appointed  members  of  the  Board  of  Directors  of  the 
Tennessee  Foundation  for  Medical  Care,  Inc. 

— Heard  a report  and  studied  policy  pertaining  to  the 
Physician’s  Assistants  Bill,  the  Certificate  of  Need 
Bill,  both  of  which  were  before  the  General 
Assembly. 
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— Discussed  and  studied  the  foreign  medical  school  grad- 
uate problem.  The  Board  directed  that  a letter  be 
sent  to  the  Secretary  of  the  Board  of  Medical 
Examiners,  and  to  the  Board  of  Basic  Science 
Examiners,  expressing  concern  of  the  time  required 
for  recent  graduates  and  those  interested  in  coming 
into  the  state  and  becoming  licensed.  The  idea 
was  to  step  up  more  frequent  examinations  in 
order  to  license  more  quickly  physicians  seeking  to 
practice  in  Tennessee. 

— Studied  reorganization  of  the  TMA  staff,  considered 
need  for  additional  staff,  and  evaluated  cost  factors 
involved  in  such  changes.  The  Board  established  a 
Management  Consultant  Committee  to  consult  and 
advise  with  the  Executive  Director  on  administrative 
and  personnel  requirements.  Instructed  the  Execu- 
tive Director  to  develop  a revised  staff  structure 
for  TMA  administration. 

— Approved  a report  from  the  Publications  Committee 
of  the  Board  concerning  TMA  Journal  publication 
costs. 

— Adopted  action  for  TMA  to  assume  the  financing  of 
the  Continuing  Medical  Education  program  for 
calendar  year  1974. 

— Studied  House  Resolution  17-73,  rights  of  medical 
students,  wherein  these  students  would  be  repre- 
sented in  the  House  of  Delegates.  Resolution  No. 
1-74  is  introduced  in  this  session  of  the  House  to 
implement  this  action. 

— Adopted  the  revised  staff  organizational  structure  sub- 
mitted by  the  Executive  Director. 

— Invited  TMA  Delegates  to  AMA  to  meet  regularly 
with  the  Board  of  Trustees  at  its  quarterly  meet- 
ings. 

— Heard  a report  from  the  TMA  Student  Education 
Fund. 

— Accepted  a report  for  information  on  a survey  of 
health  care  in  the  jails  in  Tennessee. 

— Endorsed  1973  Medicredit  Bill  in  the  Congress. 

— Determined  attendance  and  authorized  expenses  for  a 
two  day,  six-state  information  meeting  on  PSRO 
in  Atlanta.  All  Board  members  were  urged  to  at- 
tend the  Atlanta  Conference. 

— Heard  a report  and  discussed  at  length  the  problems 
involved  with  the  Physician’s  Assistant  Bill.  A 
committee  of  the  Board  was  named  to  meet  with 
representatives  of  the  State  Ophthalmology  Society 
to  reach  an  agreement.  A report  was  required  to 
be  brought  to  the  October  meeting  of  the  Board. 

— Approved  a request  that  TMA  co-sponsor  the  Medical 
Audit  Workshop  with  the  Tennessee  Hospital  Asso- 
ciation. 

— Heard  a report  from  the  special  Board  committee 
meeting  with  a large  representation  of  ophthal- 
mologists concerning  the  Physician’s  Assistant  bill. 
Adopted  a motion  that  efforts  be  made  to  withdraw 
the  Physician’s  Assistant  bill  in  1974,  and  take 
steps  to  oppose  the  bill  if  it  came  out  of  Commit- 
tee without  the  removal  of  objectionable  amend- 
ments placed  on  the  bill  by  the  Optometric  Associa- 
tion. 

— Approved  Annual  Meeting  dates  for  the  1975  and 
1976  TMA  sessions. 

— Appointed  members  to  the  IMPACT  Board  of  Direc- 


tors. 

— Adopted  action  urging  Officers  and  Trustees  to  visit 
county  medical  societies  and  report  activities  of 
TMA,  and  to  continually  seek  and  develop  rapport 
with  county  societies. 

— Approved  the  Travel  Committee’s  recommendation  for 
the  1974  Winter  Tour  to  the  Island  of  Barbados. 

— Studied  at  length  the  issue  presented  to  TMA  on  the 
clinical  pharmacy  residency  in  psychiatric  programs. 
In  studying  the  presentations,  it  was  the  opinion  of 
the  Board  that  what  was  proposed  included  the 
practice  of  medicine  by  a non-MD.  The  Board 
opposed  this  program  and  did  not  give  its  endorse- 
ment. 

— Adopted  a motion  to  co-sponsor  along  with  other 
states,  a regional  Mental  Health  Conference  in 
Atlanta  in  cooperation  with  AMA. 

— Adopted  a motion  that  the  Board  go  on  record  to 
support  mandatory  insurance  coverage  for  the  new- 
born in  Tennessee,  and  to  support  this  bill  in  the 
General  Assembly. 

— After  careful  study  and  amendments,  approved  the 
proposed  TMA  budget  for  the  calendar  and  fiscal 
year  1974. 

— Adopted  a motion  that  TMA  lend  its  support  to  the 
repeal  of  the  Professional  Standards  Review  Or- 
ganization Law.  The  action  was  to  support  the 
bill  by  Congressman  Rarick  of  Louisiana,  designated 
as  H.B.  9375  in  the  United  States  Congress. 

— Upon  request  from  the  Governor,  appointed  a phy- 
sician as  a TMA  representative  on  the  Task  Force 
to  study  the  Workmen’s  Compensation  Law. 

— Heard  a resolution  and  report  from  the  East  Tennessee 
Radiological  Society,  and  adopted  a motion  to  send 
the  resolution  to  the  TMA  Judicial  Council  with 
the  recommendation  that  the  Council  take  action 
to  discipline  those  physicians  who  do  not  comply 
with  the  ethical  determinations  of  the  TMA. 

— Heard  a lengthy  report  on  a major  problem  in  Ten- 
nessee pertaining  to  lack  of  incentives  for  replacing 
blood.  As  a result,  the  Board  adopted  action  that 
this  matter  be  referred  to  the  TMA  Committee  on 
Blood  Banks  and  Medical  Laboratories,  and  re- 
quested the  TMA  attorney  to  assist  the  Committee 
in  this  undertaking. 

— Selected  physicians  to  receive  TMA  Distinguished 
Service  Awards  for  1974. 

— Appointed  those  physicians  to  serve  on  Standing  and 
Special  Committees  of  TMA  in  1974-1975.  Final 
approval  of  these  appointments  are  to  be  made  by 
the  Board  following  the  close  of  the  annual  session 
of  the  House  of  Delegates  on  April  13. 

— Heard  a report  from  the  Chairman  of  the  Board’s 
Finance  Committee  pertaining  to  TMA  employees’ 
compensation  plan,  and  adopted  a resolution  to 
implement  the  agreements  with  the  Executive  Direc- 
tor and  the  Assistant  Executive  Director. 

— Delegated  the  Finance  Committee  to  further  study  a 
plan  of  fringe  benefits  for  staff  employees. 

— Heard  a report  from  the  Chairman  of  the  TMA  In- 
surance Committee  on  the  matter  of  out-of-state 
expert  witnesses  testifying  in  malpractice  cases  in 
Tennessee. 

— Heard  a report  from  the  Executive  Director  as  to 
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The  Distinguished  Service  Award  is  presented  an- 
nually by  the  Board  of  Trustees  of  the  Tennessee 
Medical  Association  to  physician  members  who  have 
made  eminent  contributions  to  the  public  welfare  or 
to  the  advancement  of  medical  science.  At  the  139th 
Annual  Meeting  of  TMA  on  April  12,  the  Chairman 
of  the  Board  of  Trustees  announced  that  there  were 
three  recipients  of  the  award  in  1974,  one  of  which 
was  a dual  award.  The  following  are  those  who 
received  the  award. 

Thomas  F.  Frist , Sr.,  M.D.,  Nashville,  was  born 
in  Meridian,  Mississippi.  He  was  educated  in  the 
public  schools  and  received  his  B.S.  Degree  at  the 
University  of  Mississippi,  and  his  M.D.  Degree  from 
Vanderbilt  University  in  1933.  He  is  associated  in 
practice  with  six  internists.  He  and  his  wife  have 
five  children  including  two  physicians,  one  son  enter- 
ing medical  school,  and  two  daughters. 

The  recipient  has  been  known  for  many  years  as 
an  excellent  bedside  teacher  of  both  medical  students 
and  house  officers.  He  has  participated  in  the  teach- 
ing program  at  Vanderbilt  University  Medical  School, 
St.  Thomas  and  Baptist  Hospitals,  and  Nashville 
General  Hospital,  and  presently  is  participating  in  a 
preceptorship  program  of  the  Vanderbilt  Medical 
School,  and  the  University  of  Alabama  Medical 
School.  He  has  made  it  possible  for  many  students 
to  attend  medical  school  who  otherwise  could  not 
have  pursued  their  training.  His  primary  work  has 
been  in  cardiovascular  disease,  and  he  has  been 
active  in  the  education  process  for  nurses  in  coronary 
critical  care  programs  initiated  in  his  community. 
He  has  contributed  a number  of  articles  in  the  scien- 
tific and  socio-economic  aspects  of  medicine. 

In  1959,  the  recipient  was  one  of  seven  founders 
of  Park  View  Hospital,  and  later  was  co-founder  of 
the  Hospital  Corporation  of  America,  which  now  has 
some  sixty  hospitals  in  thirteen  states  and  several 
foreign  countries.  He  has  taken  pride  in  having 
founded  an  entity  that  is  delivering  health  care  in 
many  areas  that  previously  had  inadequate  or  no 
hospital  with  quality  care  being  rendered  as  econom- 
ically as  possible. 

For  twenty  years  this  recipient  has  been  on  the 
board  of  Nashville's  Metropolitan  Hospital,  which 
now  operates  some  sixteen  hundred  beds,  and  it  has 
been  his  dream  and  ambition  to  develop  a compre- 
hensive medical  program  on  one  campus  including 
acute  general  hospital  care,  an  extended  care  hospital, 
a long-term  chronic  hospital,  a boarding  house  facil- 
ity, rehabilitation  center,  a strong  out-patient  depart- 
ment, an  emergency  medical  center,  a psychiatric  and 
drug  center;  and  it  now  seems  that  this  will  shortly 
be  developed  and  approved  by  the  Metropolitan  Hos- 
pital Board.  In  addition,  he  has  served  for  the  past 
fourteen  years  as  vice  chairman  of  the  American 
Medical  Association’s  Committee  on  Aging. 

This  recipient  is  a founder  of  the  Medical  Benevo- 
lent Foundation,  which  is  a foundation  consisting  of 
some  four  thousand  physicians  and  dentists  in  the 
southeastern  states  to  aid  Presbyterian  medical  mis- 
sionaries in  foreign  countries  in  obtaining  proper 
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equipment  to  deliver  medical  care.  Over  a 
dollars  has  been  raised  since  the  formation 
Foundation.  He  is  also  founder  and  chair 


'f 


the  board  of  Park  Manor  Presbyterian  Apai 


in, 

tai  J 


for  the  Elderly,  and  co-founder  and  chairman 
fund  raising  committee  for  Cumberland  1 
Foundation  for  Rehabilitation  of  Alcoholics. 

His  contributions  in  legislative  matters  bar 
unnoticed  by  most.  While  providing  medical  c!| 
Tennessee  Governors  for  twenty  years,  he  ha 
instrumented  in  keeping  the  physicians’  viewpo 
medicine  before  legislative  bodies  and  gove , 
officials. 

The  Board  of  Trustees  took  great  pleas ’ 
presenting  the  Award  to  Dr.  Frist. 

% >jc 


William  G.  Crook , M.D.,  Jackson,  is  a ph 


whose  family  name  is  synonymous  with  the 


of  the  Tennessee  Mediccd  Association.  Be 


father  and  grandfather  were  Past  Presidents 


Association.  His  father  was  also  the  co-founc \ 
later  President  of  the  Southern  Medical  Assoc 

#1  p]| 

A native  of  Jackson,  Tennessee,  the  n 
received  his  B.A.  Degree  from  the  University 
South,  and  in  1942  received  his  M.D.  Degre 


the  University  of  Virginia  School  of  Medicine  \ 


completing  military  service  and  a postgraduate  > 

fj 

ship  and  residency,  he  returned  to  Jackson  ana 


solo  practice  in  pediatrtics. 


Looking  for  an  improved  way  of  caring  ft 


ifa 


dren,  he  conceived,  planned  and  developed  a 1 


system  of  comprehensive  pediatric  care.  T 
cipient  and  his  four  associates  in  1970  be 
experiment  with  different  concepts  of  mana 
in  their  Children’s  Clinic  in  Jackson.  By  1 
and  utilizing  allied  health  personnel  such  a ! 
tionists,  social  workers  and  various  types  oj 
they  were  freed  from  numerous  management  0 
enabling  them  to  provide  more  comprehensi  ( 
to  more  patients.  Other  approaches  designed 
prove  service  included  staggering  the  doctors’ 
ules  and  keeping  the  Clinic  doors  open  ii 
evening  hours. 

With  his  concepts  proving  to  be  effecti 
recipient  was  asked  to  present  exhibits  at  the  j»j 
can  Academy  of  Pediatrics  in  1970  and  1971, 
ing  in  educational  materials  and  management 
that  have  been  developed  and  marketed  to  1 
tricians  nationwide. 

After  three  years  of  research  laying  the 
work,  he  has  put  into  operation  in  Jackson  tl 
concept  called  the  “Pedicenter.”  Key  features 
Pedicenter  include  walk-in  or  drive-in  ext  ii 


1 1 


it 


a 

i in 


rooms,  wide  use  of  support  personnel  for 


taking,  developmental  screening,  laboratory  t 
open  seven  days  a week  until  nine  o’clock 
later,  and  with  few  exceptions  ( like  x-rays, 


thing  required  to  or  for  a patient  is  done  in 
room.  The  doctors’  hours  are  staggered  and  ) « 
for  his  own  patients  without  loss  of  quality  r 
personal  touch. 

The  Pedicenter  was  designed  with  ffexib ') 


k 
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h die  the  needs  of  an  additional  staff  of  four  to 
!i  pediatricians.  It  is  also  possible  in  the  future 
•/  the  Center  will  be  open  twenty-four  hours  a day, 
S,  m days  a week. 

his  unusual  practice  setting  was  erected  as  a 
u lei  for  other  groups.  With  modification,  this 
p sician  believes  that  the  basic  concept  would  apply 
p tthers  involved  in  primary  care.  He  also  believes 
ti  the  private  medical  sector  must  continue  to  show 
!l  initiative  and  progress  to  meet  public  demands. 
C erwise,  the  public  will  continue  to  call  on  the 
g ernment  to  force  change  in  the  delivery  of  health 
c t. 

'he  Board  was  proud  to  present  the  Award  to 
[ Crook. 

* * * 

lobert  E.  Richie,  M.D.,  and  Stephen  Schillig, 

l ).,  Nashville,  are  two  physicians  dedicated  to 
e urgency  medical  service  in  the  Nashville-Davidson 
C inty  area.  Beginning  in  1971,  they  initiated  a 
u ning  program  for  Emergency  Medical  Technicians 
a Nashville  General  Hospital.  With  the  advent  of 
t.  ning  guidelines  from  the  U.S.  Department  of 

I importation,  they  modified  their  training  programs 
t meet  standards  and  subsequently  graduated  the 
ft  thirty  Emergency  Medical  Technicians  to  be 
ctified  in  Tennessee.  These  initial  efforts  have  been 
f -reaching  in  that  other  courses  were  conducted 

I I included  personnel  from  the  entire  mid-state 
( a with  the  aim  of  providing  trained  individuals 
t t could  assist  area  physicians  in  organizing  and 
i xducting  similar  courses. 

Their  dedication  has  had  an  even  greater  effect 
I ally  in  Nashville.  Of  particular  significance  has 
i >?i  their  work  with  the  Metro  Nashville  Fire  and 
i lice  Departments  in  training  key  personnel  in 
i hniques  of  emergency  medical  care.  Subsequently , 
i Police  Department  has  incorporated  into  its 
i)kie  training  program,  a forty -hour  course  that 
s designed  primarily  by  these  two  physicians. 

At  the  present  time,  the  recipients  are  active  in 
ordinating  physician  participation  in  the  Nashville- 
.'vidson  County  area  for  EMT  courses  conducted 
the  State  Department  of  Public  Health.  Also,  in 
if operation  with  the  critical  nursing  division  of  the 
liversity  of  Tennessee-Nashville  School  of  Nursing 
d the  State  EMS  Department,  they  have  developed 
Nlot  program  ( 480-hour  course ) for  training  Emer- 
i'tcy  Medical  Technicians-Advanced. 

Not  only  have  these  two  physicians  been  pioneers 
i curriculum  development  and  training,  but  their 
owledge  of  emergency  medical  services  has  been 
1 'aluable  in  planning  for  comprehensive  emergency 
■vice  in  Nashville.  As  members  of  the  Mid- 
imberland  EMS  Advisory  Committee,  they  were 
htrumental  in  establishing  a communications  system 
'it  is  vital  to  any  emergency  medical  service.  This 
stem  known  as  “Med-Com”  is  headquartered  at  the 
nshville  General  Hospital  and  serves  the  13-county 
id-Cumberland  area. 

The  Board  was  pleased  to  give  this  Award  jointly 
Drs.  Richie  and  Schillig. 


the  procedure  implemented  to  seek  an  appropriate 
exemption  for  all  county  medical  societies  under  a 
group  exemption  for  Internal  Revenue  reporting  by 
county  medical  societies. 

— Approved  insurance  coverage  for  private  psychiatrists 
under  Medicaid. 

— Went  on  record  opposing  the  formation  of  a Depart- 
ment of  Human  Services. 

— Approved  a request  from  the  Emergency  Medical 
Services  Committee  to  recommend  to  the  Tennessee 
Department  of  Emergency  Medical  Services  appli- 
cation for  a $400,000  grant  for  a communications 
system  for  emergency  services  in  Tennessee. 

— Studied  suggestions  for  introduction  of  resolutions  in 
the  TMA  House  of  Delegates. 

— Studied  staff  travel  expenses,  and  delegated  this  matter 
for  further  study  and  action  to  the  Finance  Com- 
mittee of  the  Board,  with  the  instruction  to  work 
out  an  equitable  reimbursement  to  affected  em- 
ployees to  give  them  relief  in  the  rising  cost  of 
fuel  and  travel. 

— Studied  Resolution  No.  87  by  the  AMA  concerning 
Medico-Legal  Investigation  of  Deaths.  It  was  the 
Board’s  recommendation  that  this  matter  be  sent 
to  the  State  Medical  Examiner,  and  request  him 
to  advise  and  report  how  TMA  could  approach 
this  issue,  and  request  his  recommendations  as  to 
how  TMA  can  support  him  in  improving  the  in- 
vestigation of  deaths  in  Tennessee. 

— Officers  and  Board  members  were  urged  to  attend  the 
AMA  National  Leadership  Conference  in  Chicago, 
January  25-27.  It  was  directed  that  a letter  be  sent 
to  all  county  medical  societies  urging  that  repre- 
sentatives be  encouraged  to  attend  the  Conference. 
— Approved  a request  from  the  Blount  County  Medical 
Society  for  TMA.  legal  counsel  to  assist  and 
advise  the  medical  staff  pertaining  to  requirements 
of  JCAH  upon  medical  staff  members.  This  matter 
had  to  do  with  hearings  and  appeals.  The  Blount 
County  Medical  Society  requested  advice  on  the 
legal  position  of  the  medical  staff. 

— Approved  the  efforts  by  the  Executive  Director  and 
the  Director  of  Continuing  Medical  Education  to 
get  the  TMA  general  scientific  program  certified 
wherein  physicians  attending  could  get  credit  for 
postgraduate  education.  The  Board  approved  the 
site  visit  to  be  made  during  the  1974  Annual  Meet- 
ing. 

— Heard  a report  and  discussed  at  length  the  subject 
of  communications  between  physicians  and  the 
public.  The  Board  directed  that  the  TMA  Commit- 
tee on  Communications  and  Public  Service  develop 
a program  wherein  Medicine  and  the  media  could 
get  together  to  work  out  some  of  the  issues. 

The  Board  reported  that  all  directives  of  the 
1973  House  had  been  processed.  The  Trustees 
diligently  studied  and  administered  a number  of 
other  matters  through  the  Executive  Committee 
of  the  Board. 

THE  REFERENCE  COMMITTEE  D— commended 
the  Board  of  Trustees  for  their  diligent  and  valuable 
work  throughout  the  year  and  their  most  informative 
report.  THE  HOUSE  accepted  the  report. 
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REPORT  OF  THE 
SECRETARY-TREASURER 

James  W.  Hays,  M.D. 

The  report  stated  that  the  annual  audit  of  the 
Tennessee  Medical  Association’s  financial  affairs 
for  the  fiscal  and  calendar  year  ending  December 


31,  1973,  had  been  completed.  The  audit  was 
submitted,  and  approved  by  the  TMA  Board.  The 
report  revealed  the  summary  of  accounting 
policies  and  the  basis  of  accounting.  It  also 
included  notes  to  financial  statements.  The 
accountant’s  audit  for  1973  is  available  for 
examination. 


TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 

Robert  P.  Ball,  M.D. 


Each  year  county  medical  societies  in  Tennessee 
are  given  the  opportunity  to  present  candidates  for 
one  of  the  Tennessee  Medical  Association's  highest 
honors — the  Outstanding  Physician  of  the  Year.  The 
candidates  may  represent  any  specialty  and  may  be 
selected  for  service  to  the  community , a civic  project, 
scientific  and  medical  achievement,  or  any  other 
activity  which  a county  medical  society  determines 
the  candidate  to  be  outstanding. 

For  the  seventeenth  year  the  House  of  Delegates 
of  TMA  elected  from  three  worthy  candidates,  a 
truly  outstanding  physician  for  this  high  honor. 

Robert  P.  Ball , M.D. , Oak  Ridge,  was  born  in 
Harlan,  Kentucky,  July  14,  1902,  attended  public 
schools  there  and  had  his  undergraduate  training  at 
Centre  College  and  at  the  University  of  Louisville. 

He  received  his  medical  degree  from  the  Univer- 
sity of  Louisville  in  1924. 

During  the  next  four  years,  he  achieved  an 
exemplary  record  while  training  in  the  fields  of 
pathology  and  surgery  at  Louisville  City  Hospital, 
and  at  the  Cleveland  Clinic. 

On  completion  of  his  training  in  1928,  Dr.  Ball 
was  appointed  acting  head  of  the  Department  of 
Pathology  at  Louisville  Medical  School  and  Louisville 
City  Hospital,  the  same  year  in  which  he  began  his 
private  practice  of  surgery.  He  continued  his  private 
surgical  practice  when  he  returned  to  Harlan  in  1930. 

While  at  the  University  of  Louisville,  Dr.  Ball 
became  extremely  interested  in  the  field  of  radiology, 
an  interest  which  he  continued  to  pursue  at  Erlanger 
Hospital  in  Chattanooga. 

By  undertaking  an  intensive,  independent  course 
of  study,  he  successfully  passed  his  radiology  boards 
and  became  a Fellow  of  the  American  College  of 
Radiology. 

Dr.  Ball  then  began  a brilliant  career  in  radiology, 
beginning  with  his  appointment  as  assistant  professor 
of  radiology  at  the  Columbia  University  College  of 
Physicians  and  Surgeons,  and  a simultaneous  ap- 
pointment as  assistant  attending  radiologist  at  Presby 
terian  Hospital,  and  at  Vanderbilt  Clinic. 

During  World  War  II,  Dr.  Ball  served  in  the  U.  S. 
Army  Medical  Corps  as  consultant  in  radiology  for 
the  European  Theater  of  Operations  from  1942  until 
1945.  Following  his  discharge  from  the  service,  he 
received  an  appointment  as  civilian  consultant  in 
radiology  to  the  U.S.  Surgeon  General.  By  1948,  he 
had  attained  the  position  of  professor  of  radiology  at 
the  College  of  Physicians  and  Surgeons  and,  in  1949, 


was  appointed  professor  of  radiology  and  radiologist- 
in-chief  at  Cornell  University  Medical  College  and 
New  York  Hospital,  positions  he  held  until  1951. 

It  was  in  1952  that  Dr.  Ball  entered  private  prac- 
tice as  a radiologist  and  head  of  the  radiology  de- 
partment of  Oak  Ridge  Hospital.  During  his  22  years 
in  Oak  Ridge,  Dr.  Ball  has  earned  the  respect  of  his 
colleagues,  not  only  for  his  outstanding  work  in 
radiology,  but  for  the  manner  in  which  he  has  de- 
veloped and  maintained  a high  quality  and  most 
effective  department.  His  effectiveness  over  the  years 
has  been  complemented  by  his  intense  dedication  to 
his  work  and  his  compassionate  care  of  his  patients. 

Dr.  Ball  has  made  numerous  contributions  to 
medical  literature  in  the  fields  of  medicine,  surgery, 
pathology  and  radiology.  He  achieved  international 
prominence  with  the  development  of  a technique  for 
roentgen  pelvimetry  and  fetal  cephalometry . As  an 
adjunct  to  this  special  technique,  he  invested  the  Ball 
Calculator  to  assist  radiologists  in  interpreting  pelvi- 
metry. His  work  in  this  area  is  still  accepted  as 
autliorative  and  appears  in  medical  textbooks  both  in 
the  United  States  and  abroad.  Because  of  his  out- 
standing work  and  unique  contributions  in  his  field, 
he  was  granted  an  Honorary  Doctorate  Degree  from 
Centre  College  in  1948. 

As  a private  citizen,  Dr.  Ball  has  been  an  active 
and  generous  supporter  of  numerous  civic  and  cul- 
tural organizations  and  pursuits.  In  addition  to  his 
many  contributions  to  a variety  of  civic  groups,  he 
has  maintained  active  memberships  in  the  Oak  Ridge 
Community  Art  Center,  the  Oak  Ridge  Civic  Music 
Association,  Oak  Ridge  Community  Playhouse  and 
Rotary  International. 

One  of  his  special  and  continuing  interests  has 
been  in  the  field  of  conservation.  It  was  this  interest 
that  prompted  Dr.  Ball  to  spearhead  the  creation  and 
subsequent  development  of  the  University  of  Tennes- 
see Arboretum  Society  and  the  Arboretum  itself, 
which  is  located  in  Oak  Ridge. 

As  instigator  and  chief  planner  of  the  Arboretum 
and  the  Arboretum  Society,  he  was  active  in  securing 
legislation  for  the  establishment  of  a local  conserva- 
tion board  which  was  empowered  to  secure  and 
designate  recreational  and  wildlife  areas  and  parks. 

Because  of  his  outstanding  work  in  the  field  of 
radiology,  his  many  significant  contributions  to  med- 
ical literature  and  his  dedication  to  patient  care,  the 
Roane-Anderson  County  Medical  Society  was  very 
proud  to  recommend  Dr.  Ball  for  this  award. 
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The  condensed  financial  statement  has  been 
prepared  in  the  format  similar  to  the  annual  audit 
in  order  to  show  the  assets,  liabilities  and  fund 
balance,  operating  revenue  and  expenditures  for 
the  Association.  The  fund  accounting  method  by 
specific  purposes  is  used.  The  carrying  value  of 
property  has  been  reduced  by  recording  deprecia- 
tion on  a straight  line  basis  and  recorded  as  an 
expenditure  in  the  property  fund.  No  provision 
has  been  made  for  possible  losses  on  notes 
receivable.  Also,  no  provision  has  been  made  for 
any  possible  unrelated  income  tax  that  might  be 
assessed  by  the  Internal  Revenue  Service. 

The  report  pointed  out  that  while  TMA  had 
been  able  to  adequately  take  care  of  the  financial 
requirements  in  1973,  the  Board  of  Trustees  must 
determine  TMA's  financial  requirements  from 
two  to  three  years  in  advance. 

As  a result  of  the  largest  single  year  in  mem- 
bership growth  in  any  recent  time,  it  was  possi- 
ble to  take  care  of  additional  expenses,  escalating 
costs  and  the  rapid  inflation  taking  place.  The 
Association  does  have  a reasonable  reserve,  but 
ongoing  requirements  can  reduce  this  rapidly. 
The  report  strongly  pointed  out  that  in  the  next 
twelve  to  eighteen  months,  the  Association  is 
going  to  have  to  face  up  to  higher  dues  if  the 
organization  is  to  carry  on  even  the  present  pro- 
gram of  work.  TMA  is  a medium-large  medical 
association,  seventeenth  in  size  in  the  United 
States,  yet  only  three  states  have  a dues  structure 
lower  than  TMA  and  that  by  only  $5.  The 
Secretary-Treasurer  urged  the  House  to  be  mind- 
ful of  this  situation  in  the  next  twelve  to  eighteen 
months. 

A condensed  financial  statement  taken  from 
the  operations  report  of  the  official  audit  is  a part 
of  this  report. 

The  operating  fund  is  the  active  day-to-day 
accounting  for  expenditures  of  the  Association’s 
financial  operations,  organizational  and  adminis- 
trative activities.  TMA  has  just  over  a year’s 
budget  in  reserve,  and  all  of  the  income  from 
the  reserves  is  used  in  the  operating  fund  for 
ongoing  expense,  a significant  item  that  greatly 
aids  in  our  financial  requirements. 

The  1974  budget  was  approved  by  the  Board 
of  Trustees  in  its  October  quarterly  meeting  in 
1973,  and  approved  by  the  Finance  Committee 
after  being  carefully  studied  and  amended.  There 
is  no  allowance  in  the  1974  budget  for  any  con- 
tingencies. The  budget  for  the  1974  calendar 
year  is  $334,175.  This  represents  approximately 
a 9.6  per  cent  increase  over  the  1973  budget. 


Normal  increase  of  activities  and  expenditures  is 
now  in  excess  of  10  per  cent.  Many  of  our  in- 
creased expenditures  are  unavoidable  since  taxes, 
postage,  Social  Security,  and  multiple  items, 
services  and  supplies  used  by  the  Association, 
have  greatly  increased.  Inflation  takes  a deep 
cut  out  of  revenue. 

The  Board  of  Trustees  and  Secretary-Treasurer 
examine  and  approve  income  and  expense  state- 
ments of  fiscal  transactions  at  each  quarterly 
Board  meeting,  and  a monthly  summary  of  in- 
come and  expenditures  is  reviewed  by  the 
Secretarv-Treasurer. 

j 

TENNESSEE  MEDICAL  ASSOCIATION 
Nashville,  Tennessee 

CONDENSED  BALANCE  SHEET 
December  31,  1973 


Total 

Readership 

Advertising 

INCOME 

Allocation  of 

Dues 

$17,540.00 

$17,540.00 

$ 

Advertising 

29.449.60 

29.449.60 

Subscriptions 

1.102.47 

1,102.47 

$48,092.07 

$18,642.47 

$29,449.60 

EXPENSES 

Printing  and 
Distributions 
Editor  and 

$35,721.58 

$23,315.63 

$12,405.95 

Board 

3.125.00 

3,125.00 

Clerical 

Assistance 

600.00 

600.00 

Clipping  Service 

615.50 

615.50 

Supplies 

64.37 

64.37 

Overhead 

22.997.30 

15,331.54 

7.665.76 

$63,123.75 

$43,052.04 

$20,071.71 

EXCESS 

EXPENSES 

$15,031.68 

$24,409.57 

($  9.377.89) 

OPERATING  STATEMENT 

YEAR  ENDED  DECEMBER  31,  1.973 

(Condensed  Financial  Statement — 
January  1-December  31,  1973) 


INCOME 


Exhibits  and  Annual 

1973 

1972 

Meeting 

$ 10.640.00 

$ 12,735.00 

TMA  Dues 
^Journal  Advertising 
($29,449.60) 

258,145.00 

247,577.50 

Investment  Income 
Building  and  Mis- 

24,550.47 

16.942.32 

cellaneous  Income 

8,911.10 

8.784.85 

TOTAL 

$302,246.57 

$286,039.67 
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EXPENDITURES 


1973 

1972 

Administrative  and 
Auditing 

AMA  Delegates  and 

$1 

40,103.34 

$128,568.54 

Hospitality 

Annual  Meeting — TMA 

18,396.90 

15,581.18 

Attorney 

Board  of  Trustees — 

7,650.00 

5.950.00 

Coimnittees-Council 

14,854.30 

17,688.67 

Headquarters  Building 

8,722.09 

7.583.16 

Health  Careers 

1,250.00 

1.250.00 

IMPACT 

Journal — TMA  (See 

3,000.00 

3.000.00 

Separate  Report) 
Legislative  Expense 
Staff  Salaries  and  Em- 

5,185.81 

7,708.62 

ployee  Insurance 
Taxes 

5,554.06 

3.851.34 

Staff  Travel 
Miscellaneous  and 

10,093.97 

8.512.85 

Other  Expenses 

1,220.15 

3.138.82 

TOTAL 

$2 

16,030.62 

$202,833.18 

Excess  Journal  Costs 
Excess  of  Revenue 

($ 

15,031.68) 

($  11.282.33) 

Over  Expenditures 

$ 

71,184.27 

$ 71.924.16 

* Additional  Amount  of  $17,540.00  of  dues  allocated 

to  Journal.  (See  report.) 

**See  Journal  Income  and  Expense  Report  ($29,449.60 

from  Advertising). 

***lncluded  in  Administrative  Expense. 

THE  REFERENCE  COMMITTEE  D— reviewed  the 
report  of  the  Secretary -Treasurer  and  recommended  the 
acceptance  of  the  report. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE  JUDICIAL  COUNCIL 
Harry  A.  Stone,  M.D.,  Chairman 

The  report  stated  that  three  meetings  of  the 
Judicial  Council  were  held  in  1973-74.  Due  to 
the  volume  of  business  and  the  need  to  expedite 
the  business,  the  Council  has  voted  to  meet 
quarterly. 

The  Council  had  studied  “The  Sick  Doctor 
Law.”  Recommendations  are  being  prepared  for 
review  by  the  legal  counsel. 

The  report  pointed  out  that  practically  all 
Councilor  Districts  are  having  problems  regarding 
unethical  conduct  by  members  and  non-members 
of  the  Association.  Often  associated  with 
breeches  in  ethical  conduct,  are  violations  of  the 
law.  The  report  went  into  some  detail  on  the 
offenses  and  problems  that  are  occurring.  The 
report  also  presented  the  problem  of  the  unethical 
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and  legal  aspects  of  the  unlicensed  physician. 

The  legal  and  ethical  problems  associated  with 
the  hospital-based  physicians  continue  to  be 
studied  and  viewed  with  concern.  There  still  re- 
mains disagreement  regarding  the  definition  of 
separate  billing.  The  report  pointed  out  that  the 
Council  was  submitting  a Resolution  to  further 
update  policy  on  this  question. 

The  report  stated  that  annual  reports  required 
from  the  county  medical  societies  to  be  submitted 
to  the  Council  are  often  not  made  and  are  difficult 
to  obtain.  The  Council  cited  the  requirements  of 
Chapter  IV,  Section  2 of  the  Constitution  and 
By-Laws,  and  suggested  that  those  societies  that 
failed  to  file  their  Councilor  report  should  be 
denied  the  seating  of  their  Delegates  at  the  annual 
sessions  of  the  House  of  Delegates.  Numerous 
ethical  problems  were  referred  to  the  component 
medical  societies  to  resolve  with  the  assistance  of 
the  District  Councilor. 

THE  REFERENCE  COMMITTEE  D— recommended 
acceptance  of  the  Judicial  Council  report. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE  EXECUTIVE  DIRECTOR 
Mr.  J.  E.  Ballentine 

The  Executive  Director  abstracted  his  report 
and  stated  that  it  was  not  the  intent  to  use  the 
report  to  repeat  or  infringe  on  other  reports  being 
made. 

Reviewing  the  record,  it  was  stated  that  TMA 
serves  some  3,800  physicians  and  the  public  in 
Tennessee.  It  conducts  programs  to  advance 
professional  and  economic  affairs  of  its  members 
and  provides  specific  personal  services  and 
benefits. 

The  report  stated  that  the  headquarters  of 
TMA  in  Nashville  is  the  “front  door  to  Medicine 
in  Tennessee.”  The  decisions  of  TMA — the  one 
organization  representing  the  State’s  medical 
profession — influences  the  entire  medical  and 
health  industry.  The  report  stated  that  the  Asso- 
ciation is  and  must  continue  to  be  a relevant  and 
action-oriented  organization. 

The  report  presented  five  important  areas  that 
deserve  special  attention.  They  are:  (1)  con- 
tinuing education  and  accreditation;  (2)  peer 
review  (PSRO’s),  grievance  and  disciplinary 
functions;  (3)  participation  in  TMA  programs 
and  group  insurance  offerings;  (4)  continued  ef- 
fective legislative  grass  root  support;  and  (5) 
communication  with  TMA  membership. 

The  annual  sessions  of  the  House  of  Delegates 
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are  the  stock  taking,  in  the  course  of  which  TMA 
can  analyze  its  position  on  a number  of  policy 
matters.  The  Executive  Director  and  the  staff  are 
constantly  involved  with  the  ongoing  business 
from  year  to  year.  The  affairs  of  the  Association 
extend  to  many  directions;  involving  the  Board  of 
Trustees,  the  Committees,  and  various  bodies. 
The  staff  functions  in  all  of  these. 

Some  of  the  responsibilities  of  the  TMA 
Executive  Director  and  staff  are: 

— Development  and  continuous  monitoring  of  the  budget. 
— Membership  administration. 

— Staffing  AMA  Delegation. 

— Service  to  TMA  officers.  Trustees  and  committees. 

- — Staffing  of  the  Judicial  Council. 

— Development  of  information  and  material  to  officers 
and  committees. 

— Services  to  component  medical  societies. 

— Leadership  development. 

— Cooperation  with  specialty  societies. 

— Publication  of  the  Journal,  the  Newsletter , and  other 
publications. 

— Administration  and  implementation  of  TMA's  legis- 
lative program. 

— Liaison  with  allied  professions. 

— Liaison  with  governmental  agencies  (state  and  fed- 
eral). 

— Coordination,  planning,  and  staffing  of  the  Annual 
Meeting.  House  of  Delegates,  and  other  conferences, 
seminars  and  meetings. 

— Maintenance  of  all  TMA  records,  including  financial 
and  membership. 

—Dues  collection. 

— Providing  informational  service  to  the  public  and 
various  agencies. 

— Reproduction  of  information  for  distribution  to 
members. 

— Maintaining  building  and  property. 

These  are  merely  a sampling  of  some  of 
the  administrative  procedures  and  activities  in 
which  the  staff  is  engaged. 

The  Executive  Director  is  basically  responsi- 
ble for  management  of  the  headquarters  staff. 
These  mainly  include  implementing  policies  and 
approved  programs  of  the  House  of  Delegates, 
Board  of  Trustees,  officers,  Judicial  Council,  and 
Committees.  The  staff  is  available  to  assist  the 
county  societies,  particularly  in  obtaining  phy- 
sicians’ viewpoints  of  the  Association  and  its 
work.  One  item  occurs  each  year  pertaining  to 
the  volume  of  business  thrust  upon  TMA.  It 
has  been  greater  than  previous  years — since  the 
number  of  issues  as  the  result  of  government 
intervention  in  health  care  has  called  for  in- 
creased organizational,  management,  administra- 
tive, and  decision  making  on  many  issues. 

The  Board  of  Trustees  directed  in  1973,  that 


the  Executive  Director  develop  and  present  a 
revised,  and  more  functional  organization  staff 
structure.  The  Board  established  a Management- 
Consultant  Committee  as  requested  by  the  Execu- 
tive Director,  to  advise  with  him  when  needed  on 
matters  of  policy  and  administration.  The  new 
organizational  plan  was  submitted  and  approved 
by  the  Board  in  July,  1973.  The  organizational 
structure  set  forth  the  activities  of  each  staff 
member  and  responsibilities  both  in  administrative 
and  management  areas. 

The  report  also  dealt  in  some  depth  with 
PSRO’s,  area  designations,  actions  taken  by  the 
House  of  Delegates,  and  a status  report  of  the 
Tennessee  Foundation  for  Medical  Care,  Inc.  The 
report  also  discussed  the  methods  of  financial 
management  and  conservation  of  funds,  and  the 
activity  of  the  Executive  Director  in  these  opera- 
tions. The  preparation  of  the  budget  for  consid- 
eration of  the  Finance  Committee  and  adoption 
by  the  Board  of  Trustees,  is  prepared  and  pre- 
sented by  the  Executive  Director.  It  was  also 
revealed  that  TMA’s  financial  affairs  are  well 
managed  by  the  Board. 

A section  of  the  Executive  Director's  report 
dealt  with  publication  of  the  Journal,  its  achieve- 
ments, its  features  on  continuing  medical  educa- 
tion, as  well  as  the  functions  that  the  staff  has  in 
the  publication  of  the  Journal.  The  report  re- 
vealed that  advertising  revenues  for  1973  were 
$29,449.60,  a $356.88  decrease  in  revenue  from 
1972.  The  cost  of  printing  and  distributing  the 
Journal  in  1973  totaled  $35,721.58,  resulting  in 
a direct  cost  loss  above  advertising  income  of 
$6,271.90.  Total  direct  and  indirect  cost  of  pro- 
ducing the  Journal  in  1973  amounted  to 
$63,123.75.  This  figure  includes  overhead  items 
allocated  to  the  Journal. 

Exhibit  income  was  up  somewhat  and  the  fore- 
casts for  1974  were  encouraging  for  exhibits. 

Membership 

In  the  area  of  membership  services  and 
benefits,  the  report  detailed  the  many  advantages 
afforded  to  TMA  members.  Membership  in- 
creased in  the  year  1973.  Active  members  of  the 
Association  totaled  3,749.  Of  this  number,  241 
were  in  a Dues  Exempt  status  which  includes 
veteran  members  (over  age  seventy),  postgrad- 
uate and  military  members. 

Total  active  members  of  the  American  Medical 
Association  totaled  3,308.  This  is  89%  of  the 
TMA  members.  The  increase  in  membership  for 
1973  over  1972  was  a net  gain  of  154. 
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TMA  continues  to  present  popular  travel  tours. 
This  activity  has  been  highly  acceptable  by  the 
membership.  TMA’s  program  now  includes  two 
tours  per  year,  and  the  1974  two-week  tour  will 
perhaps  be  the  most  popular  one  yet  sponsored 
since  it  is  to  the  countries  of  Switzerland, 
Germany  and  Austria. 

The  following  are  a few  important  activities 
which  TMA  has  been  involved  with  during  the 
past  year.  In  every  instance,  the  Executive  Di- 
rector and  the  staff  are  fully  involved  with  the 
administration  and  expediting  of  these  activities. 
These  are: 

( 1 ) Fulfilled  the  mandate  establishing  the  Tennessee 
Foundation  for  Medical  Care.  Inc.  The  Founda- 
tion is  now  in  operation. 

(2)  TMA  financing  of  the  continuing  medical  educa- 
tion program. 

(3)  Took  action  to  step  up  more  frequent  examina- 
tions in  order  to  license  more  quickly  physicians 
seeking  to  practice  in  Tennessee. 

(4)  Sustained  contact  and  cooperative  effort  with 
State  and  Federal  legislators  discussing  problems 
of  medical  care. 

(5)  Proceeded  with  fiscal  conscientiousness  in  all 
activities  in  disbursements  of  Association  funds. 

(6)  Continued  to  utilize  boldness,  tact,  diplomacy 
and  force  in  conveying  to  government  agencies, 
federal  officials,  third  party  carriers  and  others, 
of  a clear  understanding  of  what  the  practicing 
physician  in  Tennessee  stands  for  and  what  they 
will  not  stand  for. 

(7)  Urged  TMA's  Delegates  to  AMA  to  meet  reg- 
ularly with  the  Board  of  Trustees  at  its  quarterly 
meetings. 

(8)  Further  studied  with  representatives  of  the 
State  Ophthalmology  Society  of  the  involve- 
ments with  the  Physician’s  Assistants  bill. 

(9)  Urged  repeal  of  PSRO  and  supported  H.B.  9375 
introduced  in  the  U.S.  Congress  by  Congressman 
Rarick  of  Louisiana. 

(10)  Adopted  action  to  urge  the  TMA  Committee  on 
Blood  Banks  and  Medical  Laboratories  to  study 
the  lack  of  incentives  for  replacing  blood. 

(11)  Took  steps  to  assist  county  societies  by  present- 
ing an  application  for  exemption  of  all  county 
medical  societies  under  the  Internal  Revenue 
Code,  the  exemption  to  be  included  under  the 
TMA  exemption  category. 

(12)  Urged  insurance  coverage  for  private  psychia- 
trists under  Medicaid. 

(13)  Opposed  the  formation  of  a State  Department 
of  Human  Services. 

(14)  Acted  to  seek  information  of  how  TMA  can 
better  support  the  State  Medical  Examiner  in 
the  Medico-Legal  investigation  of  deaths. 

(15)  Continued  stepped  up  program  to  recruit  phy- 
sicians to  locate  practice  in  needy  areas  in 
Tennessee. 

(16)  Continued  to  study  and  provide  services  and 
benefits  to  membership. 


The  Executive  Directors  report  concluded  with 
the  statement  that  now  is  the  time  for  leadership, 
and  the  staff  intends  to  give  its  total  efforts  to 
support  the  leadership  of  this  Association.  The 
report  ended  with  an  expression  of  appreciation 
to  the  Officers,  Board  of  Trustees,  Committees, 
and  the  entire  official  family  and  membership  of 
TMA  for  their  help  and  the  cooperation  from  the 
TMA  staff. 

THE  REFERENCE  COMMITTEE  D— recommended 
the  acceptance  of  the  report  and  commended  the  Execu- 
tive Director  for  his  excellent  work  and  the  informative 
report. 

THE  HOUSE  accepted  the  report. 

COMMITTEE  REPORTS 

The  following  Standing  and  Special  Commit- 
tees made  annual  reports  to  the  House  of  Dele- 
gates: 

Committee  on  Scientific  Affairs 
Committee  on  Legislation 
Liaison  Committee  to  the  Public  Health  De- 
partment 

Group  Insurance  Committee  of  the  Tennessee 
Medical  Association 

Committee  on  Constitution  and  By-Laws 
Committee  on  Hospitals 
Peer  Review  Committee 

Communications  and  Public  Service  Committee 
Interprofessional  Liaison  Committee 
Committee  on  Continuing  Medical  Education 
Rural  Health  Committee 
Committee  on  Hospital  Accreditation 
Committee  on  Emergency  Medical  Services 
Committee  on  Occupational  Health 
Committee  on  Blood  Banks  and  Medical 
Laboratories 

Committee  on  Mental  Health 
Committee  on  Medicine  and  Religion 
Committee  on  Rehabilitation 
Committee  on  Regional  Medical  Programs 
Liaison  Committee  to  Medical  Schools  in  Ten- 
nessee 

Special  Reports: 

Report  of  the  Editor  of  the  Journal  of  TMA 
President  of  the  Woman’s  Auxiliary  Report 
Report  of  the  AMA  Delegation 
Report  of  the  Tennessee  Medical  Association- 
Student  Education  Fund 
Committee  on  Memoirs 
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Committees  Not  Reporting  Were: 

Committee  on  Governmental  Medical  Services 
Committee  on  Mediation 
Committee  on  Socio-Economics  of  Health  Care 
Committee  on  Environmental  Health 


Advisory  Committee  to  the  Woman's  Auxiliary 
Committee  on  Comprehensive  Health  Planning 

Attest:  J.  E.  Ballentine 
Executive  Director 


Abstract  of  the  Minutes  of  the  Meetings  of  the  Board  of 

Trustees ? Tennessee  Medical  Association  — 
Auditorium  — Gatlinburg ; Tennessee 

April  10  and  13.  1974 


The  Board  of  Trustees  of  the  Tennessee 
Medical  Association  conducted  two  meetings 
during  the  Annual  Meeting  of  the  Association 
in  Gatlinburg.  The  meetings  were  held  at  the 
Auditorium  on  Wednesday,  April  10  and  Satur- 
day, April  13. 

RESUME  OF  THE  BOARD  MEETING 
OF  APRIL  10.  1974 

Members  of  the  Board  Present: 

J.  Kelley  Avery,  M.D.,  Union  City,  Chair- 
man 

Thomas  K.  Ballard,  M.D.,  Jackson 
E.  Kent  Carter,  M.D.,  Kingsport 
John  K.  Duckworth,  M.D.,  Memphis 
Robert  H.  Haralson,  Jr.,  M.D.,  Maryville 
James  W.  Hays,  M.D.,  Nashville,  Secretary- 
T reasurer 

Nat  E.  Hyder,  Jr.,  M.D.,  Erwin 
Edward  G.  Johnson,  M.D.,  Chattanooga,  Vice 
Chairman 

Morse  Kochtitzky,  M.D.,  Nashville 
William  T.  Satterfield,  Sr.,  M.D.,  Memphis 
Charles  B.  Thorne,  M.D.,  Nashville 
Olin  O.  Williams,  M.D.,  Murfreesboro 
George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 

Also  attending  were:  William  H.  Edwards, 
M.D.,  Nashville,  Vice  Speaker  of  the  House  of 
Delegates,  Mr.  Charles  L.  Cornelius,  Jr., 
Nashville,  TMA  Attorney,  William  D.  Tribble, 
Ph.D.,  Nashville,  Acting  Director,  Tennessee 
Foundation  for  Medical  Care,  Inc.,  John  R. 
Thompson,  Jr.,  M.D.,  Jackson.  Also  present 
were  members  of  the  TMA  staff. 


( 1 ) The  appointments  to  the  Standing  and 
Special  Committees  of  the  TMA  temporarily  ap- 
pointed at  the  January  Board  meeting,  were  final- 
ized. (A  list  of  the  members  of  the  Standing  and 
Special  Committees  of  TMA  are  on  file  in  the 
headquarters  office.) 

(2)  The  Board  confirmed  actions  of  the 
Executive  Committee  and  Finance  Committee.  (A 
copy  of  the  Executive  Committee  and  Finance 
Committee  meeting  actions  became  a part  of  the 
official  Board  transactions.) 

(3)  The  Board  designated  members  of  the 
Trustees  to  attend  the  Reference  Committee  hear- 
ings for  the  purpose  of  serving  as  resource  persons 
for  information  to  the  Reference  Committees. 

(4)  There  was  lengthy  discussion  and  study  of 
the  PSRO  area  designations.  This  included  dis- 
cussion dealing  with  the  two  designated  PSRO 
areas  for  Tennessee,  namely:  Shelby  County  and 
the  remainder  of  the  State.  The  discussion  dealt 
with  representatives  serving  on  Boards  of  the  two 
designated  PSRO  areas. 

(5)  The  Board  studied  and  carefully  reviewed 
the  final  annual  audit  of  the  fiscal  affairs  of  the 
Association.  The  Finance  Committee  had  previ- 
ously studied  the  audit  in  depth.  The  Board  ap- 
proved the  audit. 

(6)  The  Trustees  considered,  and  adopted  the 
first  quarter  financial  statement  for  TMA  opera- 
tions. 

(7)  The  Trustees  approved  the  report  of  the 
TMA-Student  Education  Fund  Board.  Recom- 
mendations were  made  to  the  TMA-SEF  Board 
to  consider  scholarships,  using  the  income  from 
repayments  of  loans  to  make  scholarship  awards 
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to  deserving  medical  students. 

(8)  The  Trustees  studied  in  depth  the  Health 
Project  Contest  sponsored  by  TMA  and  the 
Woman's  Auxiliary.  It  was  the  opinion  that 
this  project  had  outlived  its  usefulness,  and  it 
was  urged  that  the  Communications  and  Public 
Service  Committee  give  further  study  to  a differ- 
ent type  of  activity  to  replace  the  Health  Project 
Contest. 

(9)  Nominated  Drs.  Oscar  M.  McCallum. 
Henderson,  and  Nat  E.  Hyder,  Jr.,  Erwin,  as 
nominees  to  be  considered  for  appointment  on 
the  American  Board  of  Family  Practice. 

(10)  Considered  a recommendation  from  the 
Chief  Medical  Examiner  of  Tennessee,  and 
recommended  that  this  matter  be  referred  to  the 
Committee  on  Governmental  Medical  Services 
with  a report  to  be  made  to  the  Board  of  Trustees 
in  July. 

(11)  Heard  a lengthy  discussion  and  report 
from  the  Committee  on  Communications  and 
Public  Service.  Adopted  a motion  that  Mr. 
Alexander  function  as  the  Public  Service  Director 
on  the  TMA  staff,  working  through  the  existing 
PR  committees  on  the  county  level  and  to  provide 
the  Board  and  the  committee  with  information  as 
to  how  these  programs  may  be  functioning. 

(12)  Discussed  new  developments  on  the 
blood  program  and  the  National  Blood  Policy. 
This  item  was  continued  to  the  Saturday  session 
of  the  Trustees. 

(13)  Considered  a program  through  the 
Memphis-Shelby  County  Medical  Society  for  the 
MED-HELP  project.  The  outcome  of  the  dis- 
cussion was  to  recommend  that  a resolution  on 
this  project  be  submitted  to  the  House  of  Dele- 
gates. (See  Resolution  No.  16-74) 

(14)  Heard  a recommendation  from  the 
Travel  Committee  as  to  the  tours  that  will  be 
sponsored  in  1974  and  1975  by  TMA. 

(15)  Upon  request  of  the  Department  of  Pub- 
lic Health,  the  Board  appointed  Drs.  Edward  G. 
Johnson,  Chattanooga,  and  Robert  H.  Haralson, 
Jr.,  Maryville,  to  serve  on  a State  board  pertain- 
ing to  the  requirement  for  conductive  floors  in 
the  operating  rooms  and  emergency  rooms  re- 
quired by  minimum  standards  and  regulations  for 
hospitals. 

(16)  Nominated  Dr.  Francis  H.  Cole,  Mem- 
phis, to  serve  on  the  State’s  Health  Facilities 
Commission  for  a term  beginning  July  1. 

(17)  Approved  the  use  of  the  TMA  mailing 
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lists  for  a statewide  mailing  to  be  made  by  the 
Knoxville  Academy  of  Medicine. 

RESUME  OF  THE  BOARD  MEETING 
OF  APRIL  13,  1974 

Members  of  the  Board  Present: 

James  W.  Hays,  M.D.,  Nashville,  Chairman 
Robert  L.  Allen,  M.D.,  Cleveland 
J.  Kelley  Avery,  M.D.,  Union  City 
E.  Kent  Carter,  M.D.,  Kingsport 
John  K.  Duckworth,  M.D.,  Memphis 
William  H.  Edwards,  M.D.,  Nashville 
Mark  P.  Fecher,  M.D.,  Knoxville 
Nat  E.  Hyder,  Jr.,  M.D.,  Erwin,  Vice  Chair- 
man 

Morse  Kochtitzky,  M.D.,  Nashville 
Oscar  M.  McCallum,  M.D.,  Henderson 
Charles  B.  Thorne,  M.D.,  Nashville,  Assis- 
tant Secretary-Treasurer 
Olin  O.  Williams,  M.D.,  Murfreesboro, 
Secretary- T reasurer 

Drs.  Allen  S.  Edmondson,  Memphis,  Vice 
Speaker  of  the  House  of  Delegates,  and  Eugene 
W.  Gadberry,  Memphis,  were  not  in  attendance. 

Others  attending  were:  George  A.  Zirkle, 

Jr.,  M.D.,  Knoxville,  William  D.  Tribble, 
Ph.D.,  Acting  Director,  Tennessee  Foundation  for 
Medical  Care,  Inc.,  Nashville,  Mr.  Charles  L. 
Cornelius,  Jr.,  TMA  Attorney,  Nashville,  and 
members  of  the  TMA  staff. 

Dr.  Carter,  President,  called  the  meeting  to 
order  and  presided  for  the  purpose  of  organizing 
the  Board. 

( 1 ) The  first  action  taken  was  the  organization 
of  the  Board,  and  Dr.  Hays  was  elected  Chair- 
man. Dr.  Hyder  was  elected  Vice  Chairman.  Dr. 
Williams  was  elected  Secretary-Treasurer,  and  Dr. 
Thorne  was  elected  Assistant  Secretary-Treasurer. 

As  part  of  the  Board  organization,  the  Trustees 
named  the  Committees  of  the  Board.  These  are: 
Executive  Committee — Drs.  James  W.  Hays, 
J.  Kelley  Avery,  E.  Kent  Carter,  Nat  E.  Hyder, 
Jr.,  Morse  Kochtitzky,  and  Olin  O.  Williams; 
Finance  Committee — Drs.  Williams,  Mark  P. 
Fecher,  and  Charles  B.  Thorne;  Publications 
Committee — Drs.  Addison  B.  Scoville,  Jr.,  Oscar 
M.  McCallum,  Harry  A.  Stone,  and  Clarence  C. 
Woodcock;  Tennessee  Committee  for  the  AMA- 
ERF — George  A.  Zirkle,  Jr.,  Robert  L.  Chalfant, 
and  Fenwick  W.  Chappell;  Memoirs  Committee 
— Dr.  Phillip  P.  Porch;  Committee  on  Medical 
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Licensure — Drs.  Francis  H.  Cole,  Avery,  Fecher, 
Howard  R.  Foreman,  Eugene  W.  Fowinkle, 
Kochtitzky,  Tinnin  Martin,  Tom  E.  Nesbitt,  C. 
Richard  Treadway,  Mr.  Charles  L.  Cornelius,  Jr., 
TMA  Attorney,  consultant,  and  Roland  H.  Alden, 
Ph.D.,  consultant;  Management-Consultant  Com- 
mittee to  the  Executive  Director — Drs.  Carter, 
John  K.  Duckworth,  Hays,  and  Kochtitzky;  Com- 
mittee on  Malpractice — Drs.  William  T.  Satter- 
field, Sr.,  William  H.  Edwards,  Stone,  and 
Woodcock. 

(2)  The  Board  appointed  the  Board  of  Di- 

rectors of  the  Tennessee  Medical  Foundation, 
which  are:  Drs.  Thomas  K.  Ballard,  Thorne, 

Robert  L.  Allen,  Duckworth,  Edwards,  Hyder, 
McCallum,  Satterfield,  and  Williams. 

(3)  The  Board  appointed  the  Board  of  Direc- 
tors of  the  Tennessee  Foundation  for  Medical 
Care,  Inc.,  which  are:  Drs.  Kochtitzky,  Zirkle, 
Thorne,  Allen,  Avery,  Carter,  Hays,  Hyder. 
Williams,  Appointee  From  Tennessee  Osteopathic 
Association,  Appointee  From  Volunteer  State 
Medical  Association,  and  Drs.  Richard  L. 
DeSaussure,  Duckworth,  McCallum,  and  John  R. 
Thompson. 

(4)  The  Board  again  discussed  the  TMA- 
Student  Education  Fund,  and  took  further  action 
endorsing  the  recommendation  that  the  TMA- 
SEF  use  available  interest  money  for  scholarships 
up  to  $1,000  per  year,  and  that  the  award  be 
made  to  deserving  Tennessee  students  as  deter- 
mined by  the  Board  of  Directors  of  the  Fund  with 
a written  agreement  that  the  student,  upon  grad- 
uation, would  practice  a minimum  of  two  years 
in  an  under-advantaged  area  of  Tennessee  as 
determined  by  the  Tennessee  Department  of 
Public  Health,  such  practice  to  begin  no  later 
than  three  years  after  graduation.  The  scholar- 
ship funds  will  be  derived  from  the  interest 
earned  on  the  repayment  of  existing  loans. 

(5)  The  Board  studied  a lengthy  matter  deal- 
ing with  the  National  Blood  Policy,  and  ap- 


proved the  recommendations  on  the  National 
Blood  Policy  as  reviewed  by  the  TMA  Committee 
on  Blood  Banks  and  Medical  Laboratories. 

(6)  A motion  was  made  and  adopted  that  the 
Trustees  initiate  a letter  jointly  with  the  President, 
to  the  Chairman  and  Committee  on  Rehabilita- 
tion, with  the  request  that  the  Committee  meet 
and  examine  the  possibility  of  making  the  services 
of  vocational  rehabilitation  equitably  available 
throughout  the  state. 

(7)  The  Board  discussed  in  detail  Resolution 
No.  10-74,  separate  billing.  The  Judicial  Coun- 
cil was  urged  to  prepare  a pamphlet  of  ap- 
propriate issues  that  might  be  questionable  in 
interpretation  when  a new  physician  in  the  state 
begins  practicing,  and  further  that  the  pamphlet 
be  made  available,  if  possible,  through  the  State 
Licensing  authority,  to  be  given  to  each  new 
physician  taking  the  examination  or  coming  into 
Tennessee  through  reciprocity.  The  resolution 
also  called  for  informing  all  interns  and  residents 
in  radiology,  pathology  and  anesthesiology  in 
regard  to  the  policy  of  TMA  on  separate  billing. 

(8)  Mr.  Alexander  was  directed  to  contact 
representatives  of  the  news  media  toward  a 
workshop-type  of  meeting  with  TMA  in  order 
that  frank  discussions  could  take  place  and  sug- 
gestions passed  along  to  the  Committee  on  Com- 
munications and  Public  Service. 

(9)  The  Trustees  directed  the  Chairman  of  the 
Board,  who  had  met  previously  with  members  of 
the  TMA  staff  and  the  Governor’s  Fuel  Energy 
Allocation  Committee,  to  appoint  a special  com- 
mittee to  work  with  the  State  in  order  to  seek  a 
program  of  priorities  for  physicians  to  obtain 
gasoline  when  the  need  arises.  Representatives  of 
metropolitan  and  rural  areas  will  compose  the 
committee,  with  representatives  from  the  three 
grand  divisions  of  the  state. 

James  W.  Hays,  M.D.,  Chairman 

J.  E.  Ballentine,  Executive  Director 
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Abstract  of  the  Minutes  of  the  Meetings  of  the  Judicial  Council 

Tennessee  Medical  Association 
Catlinburg , Tennessee 
April  10  and  13,  1974 


The  Councilors  of  the  Tennessee  Medical 
Association  met  at  1:00  P.M.,  in  the  Pioneer 
Room  of  the  Gatlinburg  Inn,  on  April  10,  1974, 
Dr.  Harry  Stone,  Chairman,  presided.  Members 
of  the  Council  present  were:  John  O.  Kennedy, 
M.D.,  Second  District;  Harry  A.  Stone,  M.D., 
Third  District;  D.  Gordon  Petty,  M.D.,  Fourth 
District;  Clarence  C.  Woodcock,  M.D.,  Sixth 
District;  Kenneth  J.  Phelps,  M.D.,  Seventh  Dis- 
trict; James  H.  Donnell,  M.D.,  Eighth  District; 
Robert  E.  Clendenin,  M.D.,  Ninth  District;  and 
John  B.  Dorian,  M.D.,  Tenth  District. 

The  matter  of  obtaining  annual  reports  required 
from  county  medical  societies  to  the  Council  was 
discussed.  The  Councilors  voted  to  challenge  the 
Delegates  of  four  county  societies  at  the  opening 
session  of  the  House  of  Delegates. 

Dr.  Woodcock  reported  that  a physician  had 
been  expelled  by  the  Wilson  County  Medical 
Society. 

Dr.  Stone  reported  that  Mr.  Charles  L. 
Cornelius,  Jr.,  TMA  Attorney,  was  researching 
the  Tennessee  Medical  Practice  Act  for  recom- 
mendations for  amendments.  The  Chairman  re- 
ported that  he  had  written  the  AMA  Judicial 
Council  and  the  Joint  Commission  on  Hospital 
Accreditation  regarding  assistance  in  enforcement 
of  the  Council  stand  on  separate  billing  of 
hospital-based  physicians.  He  had  received  a 
reply  stating  that  this  matter  would  be  discussed 
by  the  AMA  Judicial  Council  in  June  at  the 
AMA  Annual  Meeting  in  Chicago. 


Dr.  Stone  also  presented  the  problem  concern- 
ing neurosurgical  coverage  in  upper  East  Tennes- 
see. It  was  the  view  of  the  Councilors  that  this 
was  a hospital  staff  problem  which  the  respective 
medical  staff  should  be  involved  in  solving  the 
matter. 

The  Councilors  also  discussed  problems  with 
nurse  practitioners  who  have  little  or  no  medical 
supervision.  The  Council  did  not  wish  to  take  a 
position  of  opposition  to  the  Nurse  Practitioners 
Act,  but  strongly  felt  that  more  adequate  super- 
vision was  necessary. 

SECOND  MEETING  OF  THE 
JUDICIAL  COUNCIL 

The  Council  held  its  second  session  during  the 
annual  session  of  the  Association  at  the  close  of 
the  House  of  Delegates  meeting  on  April  13, 
with  its  newly  elected  members  in  attendance. 

Dr.  Woodcock  was  elected  Chairman.  Dr. 
Stone  was  commended  for  his  excellent  leader- 
ship as  Chairman  during  the  past  two  years. 

The  timing  of  future  quarterly  meetings  of  the 
Council  was  discussed  and  agreed  that  Sundays 
would  be  the  best  day  provided  that  the  gasoline 
shortage  situation  made  it  possible  to  travel  on 
Sundays;  otherwise,  a weekday  meeting  would  be 
resorted  to  even  though  all  members  could  not 
arrange  to  be  present  on  some  weekdays. 

There  being  no  further  business,  the  Council 
adjourned  until  the  July  quarterly  meeting. 
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1974  TMA  Annual  Meeting — House 
1st  Session:  April  10 — 2nd 


of  Delegates  Composition 
Session:  April  13 


EX-OFFICIO  MEMBERS 


President 

President-Elect 

Vice-President 

Vice-President 

Vice-President 

Secretary-Treasurer 

Speaker  

Vice-Speaker 


East  Tennessee 
East  Tennessee 
West  Tennessee 
West  Tennessee 

Delegate  to  AMA 
Delegate  to  AMA 
Delegate  to  AMA 
Delegate  to  AMA 


Past  President 
Past  President 
Past  President 
Past  President 
Past  President 


First  District 
Second  District 
Third  District 
Fourth  District 
Fifth  District  . 
Sixth  District  . 


OFFICERS 

Morse  Kochtitzky 
E.  Kent  Carter 
George  R.  Mayfield,  Jr. 
Charles  L.  Roach 
A.  Barnett  Scott 
James  W.  Hays 
Robert  H.  Haralson,  Jr. 
Wm.  H.  Edwards 
ELECTED  TRUSTEES 
Robert  L.  Allen 
Mark  P.  Fecher 
Eugene  W.  Gadberry 
Oscar  M.  McCallum 
AMA  DELEGATES 
John  H.  Burkhart 
Tom  E.  Nesbitt 
A.  Roy  Tyrer,  Jr. 

Julian  K.  Welch,  Jr. 

PAST  PRESIDENTS 
Charles  C.  Trabue,  IV 
Francis  H.  Cole 
Tom  E.  Nesbitt 
John  H.  Saffold 
Wm.  T.  Satterfield,  Sr. 

COUNCILORS 
James  H.  Boles 
John  O.  Kennedy 
Harry  A.  Stone 
David  Gordon  Petty 
Wm.  D.  Jones 
Clarence  C. 

Woodcock,  Jr. 

Kenneth  J.  Phelps 
James  H.  Donnell 
Robert  E.  Clendenin,  Jr. 
John  B.  Dorian 
OTHERS 

Eugene  W.  Fowinkle 
C.  Richard  Treadway 
Charles  C.  Smeltzer 


John  H.  Burkhart 
Tom  E.  Nesbitt 


Seventh  District 
Eighth  District 
Ninth  District 
Tenth  District 

Commissioner, 

Public  Health 
Commissioner, 

Mental  Health 
AMA  Judicial 

Council  Member 
AMA  Constitution 
& By-Laws, 

Council  Member 
AMA  House  of 
Delegates, 

Speaker  

AMA  Medical 
Education 

Council  Member  Bland  W.  Cannon 

DELEGATES 

EAST  TENNESSEE  GRAND  DIVISION 
County  Society 

BLOUNT  Jack  S.  Phelan 

H.  Trent  Vandergriff 
James  N.  Proffitt  (Alt.) 

BRADLEY William  Proffitt 

CAMPBELL 
CHATTANOOGA- 

HAMILTON  Charles  H.  Alper 

I.  Lee  Arnold 
Thomas  L.  Buttram 
Paul  E.  Hawkins 
C.  Windom  Kimsey 
Durwood  L.  Kirk 
David  P.  McCallie 
David  H.  Turner 
Billy  J.  Allen  (Alt.) 

James  R.  Royal  (Alt.) 

COCKE  

CUMBERLAND Joe  E.  Burton 

GREENE  C.  D.  Huffman 

HAMBLEN C.  C.  Blake 

HAWKINS 
KNOXVILLE 

ACADEMY  Mark  P.  Fecher 

Perry  M.  Huggin 
John  O.  Kennedy 
John  E.  Kesterson 
Felix  G.  Line 
William  O.  Miller 
Ira  S.  Pierce 
Richard  L.  Whittaker 
George  H.  Wood 
John  H.  Bell  (Alt.) 

I.  Reid  Collmann  (Alt.) 

McMINN Robert  G.  Hewgley 

W.  E.  Foree,  Jr.  (Alt.) 
MONROE  James  L.  Allen 

ROANE-ANDERSON  E.  Elliott  Kaebnick 
Joe  E.  Tittle 
Raymond  A.  Johnson 
(Alt.) 

SCOTT 

The  information  in  the  Roll  Call  was  take 
the  House,  April  10  and  13. 


First 

Second 

Session 

Session 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 
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Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

from  the 

attendai 

First 

Session 

Second 

Session 

SEVIER 

Charles  L.  Roach 

Present 

Present 

SULLIVAN-JOHNSON  B.  Y.  Cowan 

Present 

Present 

Joseph  K.  Maloy 

Present 

Present 

Hugh  Rule 

Present 

Present 

Sidney  A.  Wike  (Alt.) 

Present 

WASHINGTON- 

CARTER-UN ICOI 

C.  E.  Allen 

Present 

Present 

James  J.  Range 

Present 

G.  A.  Rannick 

Present 

Present 

D.  M.  Sholes,  Jr.  (Alt.) 

Present 

MIDDLE 

TENNESSEE  GRAND  DIVISION 

BEDFORD 

Carl  T.  Stubblefield 

Present 

Present 

BENTON- 

HUMPHREYS 

BUFFALO 

RIVER  VALLEY 

Parker  D.  Elrod 

Present 

Present 

COFFEE 

James  M.  King 

Present 

Present 

NASHVILLE 

ACADEMY 

Ben  J.  Alper 

George  K.  Carpenter,  Jr. 

Present 

Present 

W.  M.  Cocke 

Present 

Present 

George  W.  Holcomb,  Jr. 

Present 

Present 

Horace  T.  Lavely,  Jr. 

Present 

Present 

Malcolm  R.  Lewis 

Present 

Present 

1.  Armistead  Nelson 

Ronald  E.  Overfield 

Present 

Present 

Phillip  P.  Porch,  Jr. 

Present 

Present 

Robert  M.  Roy 

Present 

Present 

Howard  L.  Salyer 

Present 

Present 

W.  David  Strayhorn,  Jr. 

W.  0.  Tirrill,  III 

Present 

Present 

W.  Carter  Williams,  Jr. 

Present 

John  K.  Wright 

Present 

Present 

Jack  Kinnard  (Alt.) 

Present 

D.  Bruce  P’Pool,  Jr. 
(Alt.) 

Present 

Present 

Stephen  Schillig  (Alt.) 

Present 

Frank  W.  Stevens 

Present 

DICKSON 

Shannon  Curtis 

Present 

FENTRESS 

FRANKLIN 

Dewey  W.  Hood 

Present 

Present 

GILES 

JACKSON 

LAWRENCE 

Virgil  H.  Crowder,  Jr. 

Present 

Present 

LINCOLN 

MACON  

Anne  U.  Bolner 

Present 

Present 

MARSHALL 

Hoyt  C.  Harris 

Present 

MAURY 

Lawrence  R.  Nickell 

Present 

Present 

MONTGOMERY 

R.  S.  Lowe,  Jr. 

T.  J.  Montgomery  (Alt.) 

Present 

Present 

OVERTON 

PUTNAM 

James  L.  Breyer 
J.  T.  DeBerry  (Alt.) 

Present 

Present 

ROBERTSON 

RUTHERFORD 

Carl  E.  Adams 
B.  S.  Davison 

Present 

Present 

SMITH 

Hugh  E.  Green 

Present 

SUMNER 

Clarence  R.  Sanders 

Present 

Present 

Lloyd  T.  Brown  (Alt.) 

Present 

Present 

WARREN  

WHITE  

T.  L.  Pedigo 

Present 

Present 

WILLIAMSON 

Joseph  L.  Willoughby 

Present 

Present 

WILSON 

WEST 

TENNESSEE  GRAND  DIVISION 

CONSOLIDATED 

S.  Lane  Bicknell 

Present 

Present 

James  H.  Donnell 

Present 

Present 

Oscar  M.  McCallum 

Present 

Present 

A.  Barnett  Scott 

Present 

Present 

John  D.  Lay  (Alt.) 

Present 

Present 

HENRY 

MEMPHIS- 

SHELBY 

J.  Malcolm  Aste 
Howard  A.  Boone 
R.  A.  Calandruccio 
McCarthy  DeMere 
Richard  L.  DeSaussure 

Present 

Thomas  G.  Dorrity 

Present 

Present 

W.  David  Dunavant 

Present 

Present 

Hamel  B.  Eason 

Present 

Present 

Wilford  H.  Gragg,  Jr. 

Present 

C.  Douglas  Hawkes 

Present 

Present 

Jean  M.  Hawkes 

Present 

Present 

Eugene  W.  Gadberry 
Tinnin  Martin,  Jr. 
Raymond  F.  Mayer 

Present 

Present 

B.  G.  Mitchell 

Present 

Present 

J.  D.  Peeples,  Jr. 

Present 

John  D.  Pigott 

Huey  H.  Porter 

Present 

Present 

Daniel  J.  Scott 

Present 

Present 

J.  B.  Witherington 

Present 

Present 

Boyer  M.  Brady  (Alt.) 

Present 

Present 

Hollis  H.  Halford  (Alt.) 
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ANNUAL 

MEETING 

HIGHLIGHTS 


1 ) Dr.  Robert  B.  Hunter — AMA  Board  of  Trustees 
keynoting  General  Session;  2)  Dr.  E.  Kent  Carter 
(center),  President-elect,  with  Annual  Health  Project 
Contest  Winners;  3)  House  of  Delegates  in  session; 
4)  Dr.  J.  Kelley  Avery,  Chairman,  TMA  Board  of 
Trustees  presenting  Distinguished  Service  Award  to 
Dr.  Thomas  F.  Frist;  5 ) Medicine  and  Religion  Break- 
fast guest  speaker.  Dr.  Robert  Hingson  (center),  with 
Dr.  I.  Lee  Arnold  (left),  TMA  Medicine  and  Religion 


Chairman  and  Mr.  Arne  Larson  (right),  AMA  De- 
partment, Medicine  and  Religion;  6)  Dr.  Nat  Winston 
— Guest  Speaker,  IMPACT  Breakfast;  7)  Dr.  E.  Kent 
Carter  (left),  President-elect,  receives  gavel  from  Dr. 
Morse  Kochtitzky  (right),  outgoing  President;  and 
8)  Dr.  Robert  E.  Richie  (left),  and  Dr.  Stephen 
Schillig  (right)  accepting  Distinguished  Service  Award 
from  Dr.  J.  Kelley  Avery. 


from  (he 
executive 
directof 

J.  E.  BALLENTINE 


f mCDICM  DIGEST 

NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


HOUSE  OF  DELEGATES  SUMMARY  OF  ACTIONS 

ATTENDANCE  835  AT  1974  ANNUAL  MEETING  . . . Despite  concern  for  gasoline 

availability,  and  the  fact  that  the  meeting  was  immediately  before  Easter, 
total  physician  registration  in  Gatlinburg,  April  10-13,  resulted  in  536 
physicians  in  attendance,  including  127  Delegates  and  Ex-Officio  Delegates 
to  the  House,  and  50  guest  physicians,  for  a total  of  536  Doctors  of 
Medicine  . • . Others  attending  were  28  guests  other  than  Doctors  of 
Medicine,  136  exhibitors,  and  135  members  of  the  Woman's  Auxiliary  to  TMA 
bringing  the  total  attendance  to  835  • . . Physician  attendance  revealed 
a decrease  of  less  than  100  over  the  previous  year. 


FIVE  TENNESSEE  PHYSICIANS  HONORED  WITH  AWARDS  . . . Robert  P.  Ball,  M.D.  , 
Oak  Ridge,  was  elected  by  the  House  of  Delegates  to  receive  the  1974 
Outstanding  Physician  of  the  Year  Award.  The  Board  of  Trustees  presented 
three  "Distinguished  Service  Awards,"  one  of  which  contained  a joint 
presentation  to  two  physicians.  Awards  are  made  to  members  who  have  made 
eminent  contributions  to  the  public  welfare  or  to  the  advancement  of 
medical  science,  service  to  the  Association  and  contributions  to  the 
medical  profession  • . . Receiving  Distinguished  Service  Awards  were 
Thomas  F.  Frist,  Sr.,  M.D.,  Nashville;  William  G.  Crook,  M.D.,  Jackson; 
and  a joint  award  to  Robert  E.  Richie,  M.D. , and  Stephen  Schillig,  M.D. , 
Nashville. 

ou  «ju  wu  a* 
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HOUSE  OF  DELEGATES  . . . TMA's  major  policy  making  body,  the  House  of 
Delegates,  held  its  annual  session  at  the  Gatlinburg  Auditorium  on  April 
10  and  13  . . . 127  Delegates  representing  medical  societies  from  all 
portions  of  the  State  were  in  attendance  ...  In  major  items  of  interest, 
the  House  of  Delegates  took  the  following  action  on  sixteen  resolutions: 

— Adopted  a resolution  wherein  the  House  invited  and  will  encourage 
attendance  and  participation  in  its  sessions  of  a representative  from  the 
student  body  of  each  of  the  three  medical  schools  in  Tennessee.  Such 
representative  will  be  seated  in  the  House  as  a Student  Delegate  with  the 
rights  and  privileges  of  other  Delegates  except  the  right  to  vote. 

— Adopted  a resolution  on  peer  review  of  HMO's  wherein  all  HMO  medical 
activities  be  subject  to  the  same  review  and  quality  controls. 

— Adopted  a resolution  endorsing  the  use  of  1973  AMA  uniform  insurance 
claim  form,  and  called  for  the  Insurance  Commissioner  of  Tennessee  to 
institute  use  of  the  form  throughout  the  State,  and  appropriate  Federal 
administrators  be  requested  to  use  the  form  throughout  Federal  agencies. 

— Referred  a resolution  contained  in  a joint  statement  on  an  expanded 


role  of  the  professional  nurse  in  health  care  delivery,  and  sent  it  back 
to  the  Interprofessional  Liaison  Committee  for  study. 

--Recommended  that  the  TMA  Legislative  Committee  seek  changes  in  the 
current  statute  to  give  the  Board  of  Medical  Examiners  a mechanism  to 
investigate  and  make  recommendations  concerning  action  against  the  errant 
physician,  through  the  Licensing  Board  for  the  Healing  Arts. 

— Rejected  a resolution  for  direct  election  of  TMA  Alternates  and 
Delegates  to  the  AMA. 

— Rejected  a resolution  calling  for  TMA  and  the  Tennessee  Foundation  for 
Medical  Care,  Inc.,  to  take  no  action  under  Public  Law  92-603  (PSRO). 

— Adopted  the  following  resolution  on  PSRO  as  the  current  position  of 
Tennessee:  (1)  Working  to  effect  repeal  of  the  Professional  Standards 

Review  Organization,  and  (2)  Lending  its  cooperation  in  the  implementation 
of  the  Law  until  repeal  in  order  that  in  the  interim,  the  administration 
of  these  provisions  will  remain  under  physician  control,  and  (3)  It  is  in 
the  best  interest  of  patients  and  the  profession  to  seek  appropriate 
modifications  of  Section  249F  of  Public  Law  92-603  (PSRO)  to  effect 
elimination  of  the  identifiable  deleterious  effects  of  this  law. 

— Rejected  a resolution  calling  for  repeal  of  Section  249F,  Public  Law 
92-603  (PSRO). 

— Adopted  a resolution  that  modified  TMA’s  position  on  the  definition  of 
separate  billing.  The  new  guidelines  are  to  apply  to  all  physicians. 
Separate  billing  is  defined  as  any  billing  method  that: 

(1)  Identifies  the  physician(s)  who  rendered  services, 

(2)  Identifies  fee(s)  charged  by  the  physician(s)  for  said  services  as 
line  items  separate  from  other  charges  appearing  on  the  same  bill, 

(3)  Clearly  states  that  the  billing  agent  (hospital  or  other)  is 
billing  for  the  physician(s)  at  his  request  and  on  his  instruction. 

(4)  That  residents  in  training  programs  be  informed  of  the  position 
of  TMA  regarding  separate  billing. 

--Adopted  a resolution  on  Medicare  and  Medicaid  billing  that  when  a charge 
for  services  made  by  a physician  is  less  than  the  allowable  charge,  that 
the  billing  statement  shall  indicate  such  and  the  patient  be  informed,  and 
that  the  TMA  notify  the  proper  Medicare  and  Medicaid  official. 

--Adopted  a resolution  for  the  establishment  of  qualified  health  field 
training  programs  at  the  smaller  community  level. 

--Adopted  a resolution  for  a program  on  continuing  education  for  nursing. 
--Adopted  action  on  Emergency  Medical  Services  Act  stating  it  is  for  the 
public  good,  and  that  the  legislation  passed  to  modify  it  must  pass  close 
scrutiny,  and  recommended  that  TMA  adopt  the  same  position  and  so  publicly 
state . 

--Adopted  a resolution  concerning  highway  safety,  calling  for  a strong  law 
to  be  enacted  by  the  State  Legislature. 

--Adopted  the  "MED-HELP"  Program- — a medical  information  service  for  the 
public . 
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1974-75  OFFICERS  ELECTED  . . . Installed  E.  Kent  Carter,  M.D.,  Kingsport,  as 
President;  J.  Kelley  Avery,  M.D.,  Union  City,  President-Elect;  William  H. 
Edwards,  M.D.,  Nashville,  Speaker  of  the  House  of  Delegates;  Allen  S. 
Edmondson,  M.D.,  Memphis,  Vice  Speaker  of  the  House  of  Delegates;  Vice 
Presidents:  (Middle  Tennessee)  Kenneth  J.  Phelps,  M.D.,  Lewisburg,  (East 

Tennessee)  Carroll  H.  Long,  M‘.D.,  Johnson  City,  (West  Tennessee)  Hugh 
Francis,  Jr.,  M.D.,  Memphis;  Olin  0.  Williams,  M.D.,  Murfreesboro, 
Secretary-Treasurer;  James  W.  Hays,  M.D.,  Nashville,  was  selected  by  the 
Board  of  Trustees  to  be  Chairman  of  the  Board. 


LEGISLATIVE  COMMITTEE  VISITS  WASHINGTON  ...  The  TMA  Legislative  Committee 
made  its  annual  visit  to  Washington  May  21-22  to  meet  with  Tennessee’s 
Congressional  Delegation.  The  trip  marked  the  13th  consecutive  year  the 
Committee  has  visited  the  Nation’s  Capitol.  A total  of  24  physicians  and 
staff  composed  the  group  that  hosted  a Tennessee  Country  Ham  Breakfast  in 
a private  Dining  Room  of  the  new  Rayburn  Building.  Both  of  Tennessee's 
Senators  were  present  as  were  all  eight  members  of  the  House  of  Repre- 
sentatives. The  TMA  delegation  spent  the  day  visiting  with  the  individual 
members  of  Congress  in  their  offices  and  some  managed  to  attend  committee 
meetings  and  sessions  of  the  House  and  Senate.  A briefing  conducted  by 
the  Washington  office  of  the  American  Medical  Association  was  held  the 
evening  before  where  a complete  run-down  on  all  major  Health  issues  were 
outlined,  explained  and  discussed  at  length.  The  TMA  group  consisted  of 
Drs.  Nat  E.  Hyder,  Jr.  of  Erwin;  John  H.  Burkhart,  John  T.  Purvis  and 
William  0.  Miller  of  Knoxville  ; David  H.  Turner,  Thomas  L.  Buttram  and 
I.  Lee  Arnold  of  Chattanooga;  D.  Gordon  Petty  of  Carthage;  Maurice  M. 
Acree,  Morse  Kochtitzky  and  David  R.  Pickens  of  Nashville;  George  R. 
Mayfield,  Jr.  of  Columbia;  Thomas  K.  Ballard  of  Jackson;  A.  Roy  Tyrer, 

Jr.,  Huey  H.  Porter,  McCarthy  DeMere  and  Wilford  H.  Gragg,  Jr.  of  Memphis; 
E.  Kent  Carter  of  Kingsport,  TMA  President;  J.  Kelley  Avery  of  Union 
City,  TMA  President-Elect;  Olin  0.  Williams  of  Murfreesboro,  TMA 
Secretary-Treasurer  and  C.  Richard  Treadway  of  Nashville,  Commissioner- 
Tennessee  Department  of  Mental  Health.  TMA  staff  in  attendance  were 
Mr.  Jack  Ballentine,  TMA  Executive  Director;  Mr.  Hadley  Williams,  TMA 
Assistant  Executive  Director  and  Mr.  John  Coles,  TMA  Executive  Assistant 
for  Legislation. 

T 'I'  V V T' 

EDUCATION  COSTS  CONTINUE  TO  RISE  ...  The  National  Academy  of  Sciences' 
Institute  of  Medicine  has  completed  an  18-month  study  of  the  average 
annual  costs  of  educating  a physician  plus  seven  other  health  professions. 
The  study  found  that  the  average  is  $12,650  per  student  in  medical 
school,  $8,950  in  osteopathy,  $9,050  in  dentistry  and  $1,650  in  associate 
degree  nursing  programs. 

O'  'J'  T 

GLAUCOMA  TESTS  FOR  ALL  EYE  PATIENTS?  • . . Mandatory  testing  for  glaucoma  may 

be  required  for  all  eye  patients  regardless  of  age  in  Washington  state, 
following  a recent  Washington  Supreme  Court  ruling.  In  the  decision,  two 
ophthalmologists  were  found  negligent  for  not  testing  for  glaucoma  in  a 
woman  under  40  who  had  been  treated  for  eye  problems  for  nine  years. 
Although  expert  witnesses  established  that  the  standards  of  the  specialty 
in  the  same  or  similar  circumstances  do  not  require  routine  glaucoma  tests 
on  patients  under  40,  the  Supreme  Court's  decision  reversed  the  trial 
court  and  the  Court  of  Appeal  and  called  for  a new  trial.  AMA's  legal 
counsel  said  the  ruling  might  be  used  as  a precedent  by  other  states. 
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AMA’s  contract  for  Project  USA  has  been  re- 
newed until  June  30,  1975.  The  project  places 
physicians  to  serve  as  short-term  replacements 
for  National  Health  Service  Corps  physicians  in 
areas  of  critical ' medical  personnel  shortages. 
Under  the  new  contract,  the  AMA  will  also  re- 
cruit physicians  for  long-term  assignments  in 
the  NHSC.  Physicians  receiving  long-term  as- 
signments will  be  government  employees,  either 
members  of  the  Commissioned  Corps  of  the 
Public  Health  Service  or  Civil  Service.  Project 
USA  physicians  will  be  reimbursed  by  the  AMA. 

Three  specialty  societies  have  released  “Mini- 
CPT”  editions.  The  booklets  are  published  co- 
operatively by  the  AMA  and  the  specialty  socie- 
ties, with  the  societies  paying  for  printing  and 
distributing  their  editions  to  their  memberships 
without  charge.  Each  edition  is  taken  from  a 
specific  section  of  the  third  edition  of  AMA’s 
Current  Procedural  Terminology.  So  far,  the 
American  Society  of  Internal  Medicine  has  pub- 
lished Procedural  Terminology  for  Internists; 
the  American  Academy  of  Pediatrics,  Procedural 
Terminology  for  Pediatricians;  and  the  Ameri- 
can Academy  of  Neurology,  Procedural  Termin- 
ology for  Neurologists.  The  American  Assn,  of 
Ophthalmology  and  other  societies  are  expected 
to  do  so  soon.  The  AMA  carries  no  inventory  of 
these  items  and  individual  specialty  societies 
should  be  contacted  for  copies. 

Physicians  registering  and  participating  in  the 
American  Society  of  Clinical  Pathologists’  post- 
graduate courses  at  the  AMA’s  Annual  Conven- 
tion in  Chicago  in  June  will  not  have  to  pay  AMA 
registration  fees.  ASCAP  is  offering  seven  path- 
ology courses  for  non-pathologists  during  the 
mornings  of  June  22-26  at  the  ASCAP  Continu- 
ing Education  Center  in  Chicago.  Shuttle  bus  ser- 
vice will  be  provided  to  and  from  the  center  by 
the  AMA. 


Loans  totalling  $4,146,523  were  granted  by 
the  AMA-ERF  Loan  Guarantee  Program  in  1973. 
The  3,097  loans  granted  averaged  $1,338  each. 
Since  the  program  began  in  1962,  51,797  loans 
for  $59,481,298  have  been  granted  to  medical 
students,  interns  and  residents. 


U.S.  Vice  President  Gerald  R.  Ford  will  ad- 
dress the  AMA  House  of  Delegates  on  June  25 
at  the  Annual  Convention  in  Chicago. 


About  200  physicians  were  placed  last  year 
through  the  AMA’s  Physicians’  Placement  Ser- 
vice. The  PPS  will  have  an  exhibit  at  the  AMA’s 
Annual  Convention  in  Chicago  in  June,  where 
more  than  2,000  physician  resumes  will  be  avail- 
able to  those  seeking  partners  or  associates. 
The  placement  service  is  free  and  those  inter- 
ested in  having  their  resumes  circulated  at  the 
exhibit  are  urged  to  write  early  for  registration 
forms.  Contact  Physicians’  Placement  Service, 
AMA  Headquarters. 


Human  health,  as  it  relates  to  energy  and  the 
environment,  is  the  subject  of  a new  book  pub- 
lished by  the  Publishing  Sciences  Group,  Inc., 
in  cooperation  with  the  AMA  Council  on  Environ- 
mental, Occupational,  and  Public  Health.  Energy, 
the  Environment,  and  Human  Health  is  available 
for  $18.75  from  Publishing  Sciences  Group,  Inc., 
411  Massachusetts  Ave.,  Acton,  Mass.  01720. 


The  first  PSRO  contract  was  granted  to  the 
Pennsylvania  Medical  Care  Foundation,  organ- 
ized in  1971  by  the  Pennsylvania  Medical  Society. 
The  12-month  contract  provides  about  $250,000 
for  the  development  and  operation  of  a statewide 
support  center. 


Available  from  AMA:  Distribution  of  Physi- 
cians in  the  U.S.,  1972,  a two-volume  guide  to 
geographic  distribution  of  medical  practice  in 
the  U.S.  and  its  possessions.  To  obtain  OP-336, 
send  $10  to  Order  Dept.,  AMA  Headquarters... 
Federation  Eavesdrop,  an  audiovisual  presenta- 
tion, discusses  the  need  for  unity  in  the  federa- 
tion. Medical  and  specialty  societies,  write  Dept, 
of  Field  Services,  AMA  Headquarters,  for  use 
. . .Medicine’s  Stake  in  the  Medical  Staff  Organi- 
zational Crisis,  an  audio-visual  presentation  on 
the  current  trends  in  the  relationships  of  hospital 
medical  staffs,  governing  boards  and  administra- 
tion. Write  Division  of  Medical  Practice,  AMA 
Headquarters. 
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TMA  BOARD  OF  TRUSTEES 
AND 

TMA  COMMITTEE  ON  BLOOD  BANKS  & 
MEDICAL  LABORATORIES 

Recommendations  and  Observations  on  National 
Blood  Policy* 

RECOMMENDATIONS 

1.  Strongly  supports  organization  (Alternate  one)  — 
Alternate  two  is  not  recommended.  (Alternate  two 
is  not  reprinted  below. — Ed.) 

2.  A blood  replacement  fee  is  essential  to  serve  as  an 
inducement  in  securing  blood  donors  and  should  not 
be  eliminated  at  this  time. 

3.  In  defining  regional  program  areas,  the  regional  areas 
will  necessarily  have  to  include  a sufficiently  large 
population  group  so  as  to  warrant  the  establishment 
of  sophisticated  blood  bank  services  (such  as  cry- 
oprecipicates  platelets  and  blood  components);  yet  be 
sufficiently  small  in  geographic  proportions  so  as  to 
minimize  transportation  costs;  problems  of  logistics; 
and  so  as  to  take  maximal  opportunity  for  local 
medical  control. 

4.  The  transfusion  recipient  will  necessarily  have  to  bear 
all  costs  (not  covered  by  philanthropy)  of  operating 
a blood  bank,  such  as: 

a.  Donor  recruitment 

b.  Education  of  blood  bank  technicians,  technolo- 
gists. and  professionals 

c.  Transfusions  for  indigents 

d.  Transportation  costs 

e.  Collection  and  processing  costs  of  donors 

f.  Overhead  costs 

g.  Cost  of  professional  direction 

h.  Service  charges  for  crossmatching,  antibody  iden- 
tification and  related  costs. 

5.  TMA  has  a role  to  play  in  rural  and  sparsely  pop- 
ulated areas  in  helping  define  and  set  up  regional 
program  areas.  Regional  centers  will  necessarily  have 
to  cut  across  state  lines  in  many  instances  in  Tennes- 
see. 

OBSERVATIONS 

1.  It  is  an  observation  by  the  physicians  in  Tennessee 
that  in  those  areas  of  Tennessee  where  the  American 
Red  Cross  has  served  as  an  organization  for  supply- 
ing blood  to  local  blood  banks  that: 

Performance  by  the  ARC  in  supplying  blood  to 
blood  banks  and  to  patients  has  in  some  areas  been 
favorable;  while  in  many  other  areas  of  Tennessee  the 
performance  of  the  ARC  has  been  extremely  un- 
favorable. 

2.  If  the  National  Blood  Policy  is  going  to  succeed,  it 
must  have  the  understanding,  commitment  and  in- 
volvement of  the  membership  of  TMA.  It  is  recom- 
mended that  the  National  Blood  Policy  be  reprinted 
in  an  early  issue  of  the  TMA  Journal  along  with  the 

*As  published  in  Federal  Registry — March  8.  1974. 


report  of  this  Committee  and  endorsement  of  the 

Board. 

April  13,  1974 

DEPARTMENT  OF  HEALTH, 
EDUCATION,  AND  WELFARE 

Office  of  the  Secretary 
NATIONAL  BLOOD  POLICY 

The  Department  of  Health.  Education,  and  Welfare 
has  received  from  the  private  sector  a proposed  plan 
to  implement  the  National  Blood  Policy.  Notice  is 
hereby  given  that  the  Department  is  soliciting  public 
comments  on  this  implementation  plan,  which  was  sub- 
mitted on  January  31,  1974.  This  plan  constitutes  a 
draft  proposal  by  the  private  sector  and  has  not  been 
endorsed  in  any  way  by  the  Federal  Government. 

BACKGROUND 

On  July  10.  1973,  the  Secretary  of  Health.  Education, 
and  Welfare  announced  the  National  Blood  Policy.  A 
full  statement  of  the  Policy  will  be  found  at  the  end 
of  this  Federal  Register  notice.  The  Policy  identified  and 
articulated  four  goals  in  the  development  of  an  improved 
blood  service  system: 

1.  Supply.  A supply  of  blood  and  blood  products 
adequate  to  meet  all  of  the  treatment  and  diagnostic 
needs  of  the  population  of  this  country. 

2.  Quality.  Attainment  of  the  highest  standard  of 
blood  transfusion  therapy  through  full  application  of 
currently  available  scientific  knowledge,  as  well  as 
through  advancement  of  the  scientific  base. 

3.  Accessibility.  Access  to  the  national  supply  of 
blood  and  blood  products  by  everyone  in  need,  regard- 
less of  economic  status. 

4.  Efficiency.  Efficient  collection,  processing,  storage, 
and  utilization  of  the  national  supply  of  blood  and 
blood  products. 

To  achieve  these  goals,  the  Policy  called  for  the  at- 
tainment of  specific  improvements  in  the  conduct  of 
blood  banking.  Prominent  among  these  are  regionaliza- 
tion of  blood  collection  and  distribution,  transition  to  an 
all-voluntary  blood  donation  system,  and  the  rational 
alinement  of  charges  and  costs  for  blood  services. 

On  September  24,  1973,  at  the  first  Conference  on 
the  Implementation  of  the  National  Blood  Policy.  Secre- 
tary Weinberger  called  upon  the  existing  entities  in- 
volved in  providing  blood  services,  including  blood 
banking  organizations,  medical  and  hospital  professional 
groups,  health  insurance  organizations,  and  consumer 
groups,  to  undertake  an  intensive  and  concerted  effort 
to  produce  a plan  for  implementing  the  operational 
aspects  of  the  National  Blood  Policy.  It  was  clearly 
stated  that,  if  possible,  the  Department  thought  it  most 
desirable  to  leave  responsibility  for  the  day-to-day  con- 
duct of  blood  banking  and  operational  management  in 
the  hands  of  the  private  sector,  by  which  is  meant  the 
entire  array  of  non-governmental  organizations  and 
agencies  concerned  with  the  provision  of  blood  services. 

Over  a period  of  four  months,  representatives  of  the 
private  sector  organizations  worked  to  develop  an 
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implementation  plan,  in  recognition  ot  the  need  to 
create  a single  locus  of  accountability  in  blood  banking, 
it  was  agreed  that  the  American  Medical  Association 
would  take  the  lead  in  bringing  together  the  various 
interested  organizations  to  prepare  a unified  plan  that 
would  appropriately  involve  all  segments  of  the  blood 
banking  sector,  and  the  Nation’s  people  in  general,  in 
implementing  the  National  Blood  Policy. 

In  response  to  the  Secretary’s  charge,  an  implementa- 
tion plan  was  submitted  to  the  Department  on  January 
31,  1974.  proposing  the  creation  of  an  American  Blood 
Commission.  This  proposed  plan  emerged  from  the 
efforts  of  the  following  organizations:  American  Med- 
ical Association.  American  Association  of  Blood  Banks, 
American  National  Red  Cross,  Council  of  Community 
Blood  Centers.  American  Hospital  Association.  Ameri- 
can Society  of  Clinical  Pathologists,  and  College  of 
American  Pathologists. 

It  remains  now  for  the  Department  to  determine 
whether  the  American  Blood  Commission  Plan  is  ade- 
quate to  the  task  of  implementing  the  National  Blood 
Policy.  In  arriving  at  its  decision,  the  Department  is 
seeking  comments  and  input  from  as  wide  a spectrum 
of  the  public  as  possible.  Accordingly,  the  Department 
is  taking  two  steps. 

IMPLEMENTATION  PLAN 
AMERICAN  BLOOD  COMMISSION 

Membership  in  the  American  Blood  Commission  will 
be  open  to  national  organizations  that  have  an  interest 
and  concern  for  the  blood  services  provided  to  the 
American  people.  To  achieve  the  goals  of  the  National 
Blood  Policy  wide  participation  is  needed  and  the  fol- 
lowing organizations,  selected  to  suggest  a wide  range 
of  bodies,  and  others  are,  therefore,  called  upon  to  join 
in  this  endeavor: 

The  Advertising  Council 
The  American  Association  of  Blood  Banks 
The  American  Blood  Resources  Association 
The  American  College  of  Physicians 
The  American  Federation  of  Labor — Council  of  Indus- 
trial Organizations 
The  American  Hospital  Association 
The  American  Medical  Association 
The  American  National  Red  Cross 
The  American  Public  Health  Association 
The  American  Society  for  Medical  Technology 
The  American  Society  of  Clinical  Pathologists 
The  American  Society  of  Internal  Medicine 
The  Blue  Cross  Association 
The  College  of  American  Pathologists 
The  Consumer  Federation  of  America 
The  Council  of  Community  Blood  Centers 
The  Health  Insurance  Council 
Independent  National  Labor  Organizations 
The  National  Academy  of  Sciences 
The  National  Research  Council 
The  National  Association  of  Blue  Shield  Plans 
The  National  Association  of  Manufacturers 
The  National  Council  of  Churches 
The  National  Health  Council 
The  National  Hemophilia  Foundation 
The  National  Medical  Association 
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The  Pharmaceutical  Manufacturers  Association 
The  United  States  Chamber  of  Commerce 

Other  interested  organizations  are  welcome. 

No  governmental  agencies  are  among  those  listed 
above  only  because  there  may  be  legislative  or  adminis- 
trative restrictions  on  their  participation;  however,  the 
Veteran’s  Administration,  the  Public  Health  Service,  the 
military  services,  the  Food  and  Drug  Administration 
and  other  agencies  are  welcome. 

The  American  Blood  Commission  Executive  Commit- 
tee will  proceed  toward  fulfilling  the  National  Blood 
Policy  through  the  plan  presented  here  and  will  appoint 
Commission  task  forces  that  will  directly  address  them- 
selves to  the  problems  and  mechanics  of  the  implementa- 
tion as  the  new  regional  system  become  operative.  The 
task  forces  will  be  expected  to  monitor  progress  and 
identify  problems  and  to  advise  the  Executive  Commit- 
tee of  the  Commission  regarding  modifications  of  the 
implementation  plan  that  experience  may  indicate  to  be 
appropriate. 

Some  suggested  task  forces  follow;  however,  the  list 
is  not  all  inclusive  and  a need  for  additional  task  forces 
dealing  with  other  major  areas,  such  as  hepatitis  surveil- 
lance. may  be  determined  by  the  Commission  or  its 
Executive  Committee. 

INITIAL  TASK  FORCES 
Voluntary  Donor  Recruitment 
Blood  Utilization 
Blood  Inventory  Control 
Data  and  Statistical  Analysis 
Standards 

Inspection  and  Accreditation 
Cost  Evaluation  and  Control 
Plasma  Production  and  Fractionation 
Regional  Program  Development 
Research 
Education 

The  Executive  Committee  will  appoint  task  force 
members  who  have  special  expertise  or  interest  in  the 
areas  being  studied.  While  most  task  force  members 
will  be  members  of  organizations  that  are  part  of  the 
American  Blood  Commission,  membership  will  not  be 
a requirement  of  service.  No  honoraria  will  be  paid  to 
any  task  force  member  by  the  American  Blood  Com- 
mission. 

The  following  responsibilities  are  to  be  discharged  by 
the  Commission  at  an  annual  meeting: 

1.  Election  of  the  seventeen  (17)  members  of  the 
Executive  Committee  in  accordance  with  the  propor- 
tional representation  presented  earlier  in  this  document. 

2.  The  development  of  policy  recommendations  to 
help  guide  the  Executive  Committee. 

3.  The  review  of  the  performance  of  the  Executive 
Committee  with  regard  to  progress  toward  the  goals  of 
the  National  Blood  Policy. 

4.  The  review  of  the  budget  adopted  by  the  Executive 
Committee. 

REGIONALIZATION 

An  organization  of  voluntary  non-profit  blood  banks 
and  transfusion  services  that  collectively  can  provide  a 
full  range  of  services  will  be  officially  designated  as  an 
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Integrated  Regional  Program  if  it  can  substantially  meet 
the  following  performance  criteria: 

1.  Accept  the  responsibility  for  recruiting  volunteer 
donors  in  the  region. 

2.  Include  at  least  one  facility  that  is  licensed  to  ship 
blood  over  state  lines. 

3.  Provide  for  total  blood  service  within  its  area  on 
a schedule  in  keeping  with  the  needs  of  the  region. 

4.  Have  the  capacity  to  provide  expert  medical  con- 
sultation on  hemotherapy,  compatibility  problems  and 
other  blood  related  problems  whenever  needed. 

5.  Provide  the  range  and  quality  of  blood  components 
required  in  the  region. 

6.  Meet  current  appropriate  inspection  and  accredita- 
tion standards. 

In  local  areas  served  by  several  blood  banks  the 
Integrated  Regional  Program  will  encompass  all  the 
blood  services  in  the  area,  including  transfusion  services. 
Physicians  and  directors  of  the  area  blood  banks  should 
exert  leadership  in  the  establishment  of  an  organization 
that  can  provide  the  services  deemed  necessary  to  the 
successful  administration  of  an  integrated  program.  The 
blood  banks  and  the  hospital  services  that  will  be  served 
by  these  larger  programs  must  be  invited  to  participate 
as  they  would  be  in  an  area  served  by  a single  blood 
bank. 

Each  Regional  Program  will  organize  to  provide 
quality  services  to  the  transfusion  facilities  in  its  area, 
recruit  donors,  and  keep  records  on  blood  drawn  and 
on  adverse  reactions.  Hospital  transfusion  facilities 
receiving  blood  would  keep  inventory  records,  report 
to  the  Regional  Program  on  transfusion  reactions,  and 
may  be  requested  to  draw  blood  if  needed  within  the 
system.  General  policy  for  the  national  system  will  be 
recommended  by  the  American  Blood  Commission  and 
established  by  the  Executive  Committee,  but  most  op- 
erating policies  will  be  determined  at  the  regional  level. 
The  plan  is  conceived  of  as  being  self-supporting. 

ORGANIZATION  (ALTERNATE  1) 

Interested  individuals  wishing  to  organize  a blood 
program,  in  order  to  qualify  for  nomination  as  an 
Integrated  Regional  Program,  will  request  a letter  of 
intent  to  associate  with  the  proposed  Regional  Program 
from  each  of  the  blood  banks  and  the  transfusion  facil- 
ities that  would  be  served.  At  the  same  time,  the  direc- 
tor of  each  of  the  blood  banks  and  the  hospital  trans- 
fusion facilities  will  be  invited  to  participate  in  the 
selection  of  a board  to  govern  the  activities  of  the 
new  Regional  Program.  The  hospitals'  responses  and 
the  organizer's  own  letter  of  intent  to  lead  an  Integrated 
Regional  Program  will  be  filed  with  the  medical  society 
in  the  county  and  with  the  society(s)  in  the  county(s) 
where  the  hospital  blood  facilities  are  located,  or  with 
the  state  medical  society  if  it  is  the  appropriate  body 
in  the  area. 

Nomination  of  an  Integrated  Regional  Program  will 
be  a responsibility  of  the  medical  society,  blood  bank 
and  hospital  transfusion  service  directors,  and  lay  leaders 
in  the  area  in  which  a Program  is  located:  all  three 
groups  will  have  continuing  interest  in  the  performance 


of  the  Regional  Program.  If  the  three  representative 
groups  are  satisfied  that  the  Program  substantially  meets 
the  criteria,  the  Integrated  Regional  Program  will  be 
nominated  for  designation  by  the  Executive  Committee 
of  the  American  Blood  Commission.  Copies  of  the 
letters  of  intent  and  a letter  of  nomination  will  be  for- 
warded by  the  medical  society  to  the  American  Blood 
Commission’s  Executive  Committee.  Upon  designation, 
the  American  Blood  Commission’s  Task  Force  on 
Regionalization  will  produce  the  initial  national  directory 
of  Integrated  Regional  Blood  Programs,  organized  by 
region  to  document  the  new  system. 

Should  the  local  representative  groups  decide  against 
nominating  a particular  interested  organization  to  serve 
as  a Regional  Program,  the  decision  may  be  appealed 
directly  to  the  Executive  Committee  of  the  American 
Blood  Commission;  however,  the  local  nominating  au- 
thorities must  be  invited  to  present  their  views  on  the 
questioned  organization  at  any  such  appeal. 

If  any  designated  Program  fails  to  serve  its  system 
satisfactorily,  the  hospital  transfusion  services  in  the 
Program's  system  may  petition  for  the  nomination  of 
another  coordinating  Program. 

OPERATION 

This  plan,  while  voluntary,  is  aimed  at  all  blood 
facilities,  private  and  public.  The  blood  facilities  main- 
tained by  the  military  establishment,  the  Veterans  Ad- 
ministration, and  the  National  Institutes  of  Health  should 
be  integrated  into  the  civil  system  to  the  degree  possible 
with  due  regard  to  their  assigned  missions.  These  public 
programs  are  important  resources. 

The  American  Blood  Commission  believes  it  is  es- 
sential that  the  implementation  of  this  plan  be  voluntary. 
It  must  be  the  responsibility  of  the  leaders  of  a desig- 
nated Regional  Program  to  persuade  the  constituent 
users  in  the  region  of  the  benefits  of  the  system;  the 
designation  of  a Regional  Program  should  be  contingent 
on  the  willingness  of  the  proposed  Program  to  accept 
that  responsibility.  While  it  will  be  extremely  difficult 
for  most  facilities  to  exist  completely  outside  the  sys- 
tem (s),  the  American  Blood  Commission  recognizes  that 
some  will  want  to  try.  The  performance  of  the  system 
and  the  necessity  of  dealing  with  the  Regional  Programs 
to  get  blood  into  and  out  of  the  system  should  be  ample 
persuasion  to  these  facilities;  however  members  of  the 
American  Blood  Commission  will  urge  all  blood 
service  facilities  to  become  part  of  the  system.  Phy- 
sicians may  be  concerned  about  the  use  of  blood  from 
outside  the  system. 

DONOR  RECRUITING 

A designated  Regional  Program  will  plan  and  coordi- 
nate all  blood  drawing  in  the  facilities  it  serves.  It  is 
the  Program's  responsibility  to  assure  that  members  of 
the  community  can  donate  blood  without  undue  travel 
or  other  inconveniences;  it  is  the  responsibility  of  a 
hospital  service  to  cooperate  by  making  its  staff  and 
facilities  available  as  needed  in  an  agreed  upon  program. 

The  expense  of  donor  recruiting  should  be  included 
as  part  of  the  charge  to  every  patient  receiving  blood 
banks  services.  The  charges  should  be  high  enough  to 
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provide  an  appropriate  budget  for  recruiting  activities. 
If  a regional  system  is  not  large  enough  to  support 
adequate  recruiting  activities,  it  should  merge  with  an- 
other system.  A community  that  is  able  to  meet  its 
blood  needs  with  little  promotional  effort  will  receive 
blood  at  less  expense  than  a more  apathetic  community 
that  requires  high  expenditures  for  recruiting.  All 
recruiting  fees  collected  by  hospitals  should  be  utilized 
in  recruiting  efforts  coordinated  with  the  Regional  Pro- 
gram that  will  be  responsible  for  donor  motivation  in 
the  area. 

Efforts  to  recruit  volunteer  donors  must  be  centrally 
coordinated  in  a geographic  area  and  not  competitive 
between  systems.  Every  organization  endorsing  the  goals 
of  the  National  Blood  Policy  should  use  its  influence  to 
encourage  this  concept. 

A non-replacement  fee  may  be  needed  to  maintain 
adequate  supplies  of  blood  within  a regional  system. 
Such  fees  are  acceptable  if  a local  need  is  agreed  upon 
by  the  majority  of  the  hospital  facilities  being  served  by 
the  Integrated  Regional  Program.  However,  the  need 
for  a non-replacement  fee  should  be  studied  carefully. 

REGIONAL  GOVERNING  BOARD 

Because  a Regional  Program  will  be  making  decisions 
that  affect  the  supply  of  blood  available  for  transfusion 
to  the  community,  that  control  the  inventory  of  blood 
in  facilities  for  which  others  have  more  direct  respon- 
sibility, and  that  result  in  the  expenditures  of  funds, 
intended  for  donor  recruiting  and  other  services  in  the 
entire  region,  it  is  imperative  that  a panel  of  lay  leaders 
be  selected  to  serve  on  the  board  governing  the  Pro- 
gram’s activities  along  with  representative  directors  of 
the  transfusion  services  and  blood  banks,  and  physicians 
in  the  region.  These  three  categories  of  board  members 
should  be  represented  in  equal  numbers  on  the  govern- 
ing board  of  the  Program. 

SUPPLY 

The  American  Blood  Commission  will  accept  no  com- 
promise of  the  present  blood  supply.  No  advantage  is 
to  be  gained  if  supplies  of  blood  and  blood  components 
are  reduced  in  the  process  of  reorganization.  Adequate 
time  must  be  allowed  for  this  implementation  to  develop 
in  an  orderly  manner.  The  Commission  has  no  interest 
in  an  "appearance”  of  activity;  the  reorganization  must 
be  built  on  the  strength  of  the  present  system  within  a 
time  frame  which  will  allow  the  system  to  respond  with 
a minimum  of  disruption. 

HEMOPHILIA  AND  OTHER  CHRONIC 
BLOOD  DISORDERS 

The  Bureau  of  Biologies  or  the  National  Institute  of 
Health  or  the  Social  Security  Administration  should 
establish  a substantial  and  continuing  program  budget 
to  take  advantage  of  the  national  media  for  the  purpose 
of  recruiting  blood  donors  and  to  help  assure  the  blood 
needs  of  hemophiliacs  and  others  with  chronic  diseases 
requiring  blood. 

The  American  Blood  Commission  is  aware  that  many 
details  are  left  here  unresolved.  While  more  organiza- 
tion likely  will  improve  the  quality  of  blood  services, 
pluralism  and  local  control  are  strengths  of  the  present 
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blood  service  worth  keeping.  The  different  traditions, 
motivations,  and  state  laws  in  the  various  parts  of  the 
country  require  allowances  for  local  solutions.  The 
American  Blood  Commission  has  confidence  that  blood 
banks,  transfusion  services,  medicine  and  the  citizenry 
that  must  provide  the  volunteer  blood  will  respond  ap- 
propriately to  this  call  for  action. 

NATIONAL  BLOOD  POLICY 

Blood  transfusion  and  other  forms  of  blood-based 
therapy  are  appropriately  regarded  as  the  earliest  and 
presently  most  highly  developed  aspect  of  human  tissue 
transplantation.  This  policy  is  directed  exclusively  to 
problems  of  the  blood  supply,  processing  and  distribu- 
tion system,  and  the  use  of  blood.  Its  basic  principles, 
however,  though  not  necessarily  the  specific  details,  are 
appropriate  to  a broader  system  which  must  soon  be 
developed  to  encompass  all  transplantable  human  tissues. 

The  Federal  Government  recognizes  four  principal 
goals  in  the  provision  of  blood  services: 

1.  Supply.  A supply  of  blood  and  blood  products 
adequate  to  meet  all  of  the  treatment  and  diagnostic 
needs  of  the  population  of  this  country. 

2.  Quality.  Attainment  of  the  highest  standards  of 
blood  transfusion  therapy  through  full  application  of 
currently  available  scientific  knowledge,  as  well  as 
through  advancement  of  the  scientific  base. 

3.  Accessibility.  Access  to  the  national  supply  of 
blood  and  blood  products  by  everyone  in  need,  regard- 
less of  economic  status. 

4.  Efficiency.  Efficient  collection,  processing,  storage, 
and  utilization  of  the  national  supply  of  blood  and 
blood  products. 

Recognizing  the  eminent  desirability  of  each  of  these 
goals,  it  is  the  policy  of  the  United  States  Government: 

(1)  To  encourage,  foster,  and  support  efforts  designed 
to  bring  into  being  an  all-voluntary  blood  donation  sys- 
tem and  to  eliminate  commercialism  in  the  acquisition 
of  whole  blood  and  blood  components  for  transfusion 
purposes.  The  ultimate  aims  of  this  policy  are  improve- 
ment in  the  quality  of  the  supply  of  blood  and  blood 
products  and  development  of  an  appropriate  ethical  cli- 
mate for  the  increasing  use  of  human  tissues  for  ther- 
apeutic medical  purposes.  In  this  context,  the  term 
commercialism  applies  to  the  relationship  between  the 
donor  and  the  blood  bank  and  focuses  primarily  on 
those  commercial  relationships  which  have  encouraged 
reliance  on  blood  from  sectors  of  society  in  which  trans- 
missible hepatitis  is  particularly  prevalent.  Although  this 
policy  seeks  an  end  to  the  practice  of  purchasing  whole 
blood  and  blood  components  from  donors,  it  is  not 
intended  to  preclude  special  arrangements  where  very 
rare  blood  or  blood  components  are  needed  on  an  in- 
dividual basis  and  can  be  obtained  only  by  special  con- 
sideration for  unique  donors  who  have  been  carefully 
evaluated.  This  policy  does  not  attempt  to  eliminate 
reasonable  charges  for  the  service  aspects  of  providing 
blood,  blood  products,  and  other  tissues. 

(2)  To  encourage,  foster,  and  support  establishment 
of  a system  for  the  collection  and  analysis  of  all  relevant 
information  concerning  plasmapheresis  operations  and 
plasma  fractionation  operations  and  the  flow  of  plasma 
and  plasma  products  within  the  United  States  and  other 
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countries.  Such  information  is  needed  to  determine  the 
sufficiency  of  domestic  sources  of  plasma  fractions.  It 
would  also  aid  in  development  of  future  positions  on 
the  relationship  which  plasmapheresis  and  plasma  frac- 
tionation activities  should  bear  to  whole  blood  banking 
operations,  and  the  degree  of  interdependence  that 
should  exist  between  the  United  States  and  other 
countries  with  respect  to  plasma  and  plasma  products. 

(3)  To  encourage,  foster,  and  support  development 
of  data  and  information  collection  and  processing  sy’s- 
tems  which  will  identify  and  describe  all  elements  and 
functions  in  the  blood  banking  sphere  on  a continuing 
basis.  This  is  necessary  to  acquire  fundamental  informa- 
tion on  the  nature  and  transmission  of  diseases  by  blood 
and  blood  products  and  the  occurrence  of  transfusion 
mishaps,  as  well  as  to  design  and  create  changes  which 
will  enhance  the  effectiveness  of  the  blood  banking 
system. 

(4)  To  encourage,  foster,  and  support  measures  to 
enhance  resource-sharing  and  area-w  ide  cooperation  in 
the  collection,  processing,  distribution,  and  utilization  of 
blood,  in  order  to  make  the  most  effective  use  of  the 
national  supply. 

(5)  To  assure  ample  donation  of  blood  and  plasma: 

(a)  By  encouraging,  fostering,  and  supporting  activ- 
ities to  develop  accounting  and  reporting  systems  which 
identify  the  relationships  between  the  costs  and  charges 
for  all  services  and  materials  associated  with  transfusion 
therapy.  Public  confidence  in  the  reasonableness  of 
service  charges  will  encourage  voluntary  donors. 

(b)  By  encouraging,  fostering,  and  supporting  a 
variety  of  programs  to  educate  both  the  public  and  the 
health  professionals  in  their  responsibilities  for  assuring 
adequate  voluntary  donations.  Those  responsible  for 
conducting  recruitment  programs  must  recognize  the 
preeminent  role  of  the  voluntary  donor  and  must  develop 
and  utilize  various  approaches  appealing  to  appropriate 
sectors  of  society. 

(6)  To  encourage,  foster,  and  support  a variety  of 
educational  and  other  programs  for  health  professionals 
to  assure  the  most  appropriate  and  safe  use  of  blood 
and  blood  products. 

(7)  To  employ  the  full  regulatory  authorities  now' 
vested  in  the  Federal  Government  and  to  seek  such  addi- 
tional authority  as  may  be  necessary  and  appropriate  for 
the  purpose  of  assuring  uniform  adherence  to  the  highest 
attainable  standards  of  practice  in  blood  banking,  includ- 
ing plasmapheresis  and  plasma  fractionation. 

(8)  To  encourage,  foster,  and  support  applied  and 
fundamental  research  to  improve  application  of  existing 
information  and  simultaneously  extend  the  scientific  base 
with  respect  to  the  entire  spectrum  of  blood  banking  and 
blood  therapy  activities,  with  emphasis  on  better  charac- 
terization of  human  blood  and  blood  products,  identifica- 
tion and  control  of  the  diseases  which  may  be 
transmitted  by  blood  or  blood  products,  extension  of 
the  shelf  life  of  blood  and  blood  products,  more  ef- 
ficient utilization  of  these  precious  tissue  resources 
through  systems  analysis  and  other  management  ap- 
proaches, and  with  respect  to  other  relevant  matters  as 
they  may  be  identified. 

(9)  To  include  a benefit  under  National  Health  In- 
surance for  the  service  aspects  of  providing  and  trans- 
fusing blood  and  blood  products,  and  to  encourage  in- 


clusion of  a comparable  benefit  under  all  governmental 
and  non-governmental  health  care  insurance  programs 
in  order  to  assure  access  to  blood  and  blood  products 
by  everyone  in  need,  regardless  of  economic  status.  This 
policy  recognizes  a distinction  with  respect  to  service 
aspects  between  blood  and  blood  components  on  the  one 
hand,  and  plasma  derivatives  on  the  other.  For  blood 
and  blood  components,  the  term  service  aspects  includes 
all  services  involved  in  making  the  products  available  to 
the  patient,  from  the  recruitment  of  voluntary  donors, 
through  processing,  storage,  and  distribution,  to  cross- 
matching and  administration,  but  excludes  charge  for 
the  product  itself  (such  as  charges  associated  with  com- 
mercial acquisition  of  whole  blood)  which  are  unrelated 
to  services  rendered  the  patient.  For  plasma  derivatives, 
the  term  “service  aspects”  includes  cost  of  commercial 
plasma  acquisition  in  recognition  that  commercial  ac- 
quisition may  still  be  necessary. 

(10)  To  identify  the  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare,  or  his  designee,  as  re- 
sponsible for  the  implementation  of  the  policies  enunci- 
ated above.  These  policies  are  intended  to  achieve 
certain  goals  but  do  not  detail  methods  of  implementa- 
tion. In  developing  the  most  effective  and  suitable 
means  of  reaching  these  goals,  the  Secretary  will  involve, 
as  appropriate,  all  relevant  public  and  private  sectors 
and  Federal  Government  agencies  in  a cooperative  effort 
to  provide  the  best  attainable  blood  services.  Designa- 
tion of  the  Secretary  of  HEW  in  this  role  is  a reflection 
of  the  Department’s  extensive  resources  and  expertise 
related  to  blood;  it  is  not  to  abridge  the  independent 
authority  of  any  other  Federal  agency.  Although  the 
implementation  of  the  National  Blood  Policy  should 
build,  wherever  possible,  on  existing  strengths  in  the 
present  system  to  assure  continuity  of  essential  services, 
this  intent  is  not  to  be  interpreted  as  a mandate  to 
maintain  the  status  quo.  It  is  to  allow  gradual  evolution 
to  the  most  effective  organization  and  operation  of  the 
Blood  Service  Complex  without  interruption  of  services 
now  provided.  However,  if  the  private  sector  is  unable 
to  make  satisfactory  progress  toward  implementing  these 
policies,  a legislative  and/or  regulatory  approach  would 
have  to  be  considered. 

The  following  issues  are  to  be  examined  critically  in 
implementing  these  policies: 

1.  The  adequacy  of  any  proposed  implementation  ac- 
tion in  meeting  the  extraordinary  demands  for  blood 
that  may  arise  in  national  and  regional  emergencies; 

2.  The  appropriateness  of  the  replacement  fee  in  an 
all-voluntary  system; 

3.  System  approaches  to  the  integration  of  various 
functions  and  segments  of  the  blood  banking  industry; 

4.  Regionalization  of  blood  services  management; 

5.  Appropriate  inducements  and  authorities,  whether 
existing  or  to  be  sought,  necessary  to  exclude  commer- 
cial acquisition  of  whole  blood  or  blood  components; 

6.  Special  problems  of  accessibility  for  hemophiliacs 
and  others  with  continuing  or  extraordinary  needs  for 
blood  or  blood  products;  and 

7.  Other  issues  relevant  to  the  four  principal  goals. 

[FR  Doc.  74-5368  Filed  3-7-74:8:45  am] 
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A Changing  Time  and  A Changing  Attitude 

The  fact  that  we  all  pay  dues  and  the  majority  of  us  attend  meetings 
attests  to  our  belief  in  our  medical  organizations.  For  most  members 
medical  organizations  act  as  a source  of  scientific  information,  professional 
communication,  and  probably  a source  of  social  contact.  All  of  these  services 
are  valuable. 

Another  function  of  organized  medicine  often  overlooked  by  the  majority 
of  physicians  consists  of  speaking  and  acting  for  medicine  in  legislative 
and  socio-economic  matters.  Our  organizations  are  our  only  organized  and 
official  voice.  This  latter  function  is  assuming  an  increasingly  important 
role  in  the  life  of  the  physician,  as  the  government  and  the  consumer  insert 
themselves  into  the  practice  of  medicine. 

The  burden  of  work  in  most  medical  organizations  usually  falls  to  the 
elected  and  appointed  officials.  Many  times  these  officials  neglect  the 
political  and  socio-economic  areas.  Medicine  must  change  its  attitude  and 
re-direct  its  effort  because  of  the  many  socio-economic  changes  being 
legislated  and  proposed.  To  accomplish  this  change  each  and  every  physician 
must  in  some  way,  somehow,  set  aside  enough  time  to  keep  himself 
informed  on  legislative  and  socio-economic  matters  as  they  concern 
medicine.  He  must  be  informed  not  only  on  the  attitude  of  the  consumer 
and  the  government,  but  he  must  become  informed  on  internal  problems 
of  medicine,  such  as  quality  and  cost  of  care,  delivery  of  care,  not  only 
on  a national  basis  but  in  each  of  our  local  areas. 

Once  we  have  become  an  informed  body,  we  must  elect  officers  and 
appoint  delegates  and  committee  members  who  are  the  best  informed  in  our 
organization.  They  must  not  only  be  informed,  but  they  must  be  willing  to 
become  involved.  “Knowledge  unused  is  a fool’s  treasure.” 

Once  these  representatives  have  been  appointed  or  elected,  the  body  of 
medicine  composed  of  the  practicing  physicians  must  stand  foresquare 
behind  them,  supplying  them  with  informed  opinions  on  the  issues  at  hand, 
aiding  them  in  political  contacts  and  helping  their  representatives  in 
presenting  medical  solutions  to  medical  problems  and  to  appropriate  persons 
and  organizations. 

Last,  but  not  least,  the  body  of  organized  medicine  must  provide  its 
leaders  and  paid  representatives  with  financial  support  to  carry  on  activities 
in  the  socio-economic  and  legislative  fields. 

In  addition,  something  which  is  long  past  due — we  must  provide  our 
representatives  the  wherewithal  to  carry  our  story  to  our  critics  and  the 
public.  I believe  that  an  informed  body  of  physicians  represented  by 
knowledgeable  and  involved  officers  and  representatives  who  will  carry  our 
cause  to  the  legislative  body  of  the  country  and  our  story  to  the  American 
public,  can  provide  the  public  with  the  health  care  it  expects.  It  must  be 
controlled  by  physicians  who  understand  health  care  and  who  will  continue 
to  respect  the  patient  as  an  individual,  not  as  a number  or  body  sent  to 
him  by  the  government. 
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Reprise— TMA,  1973-74 

Each  year  at  the  annual  meeting  of  TMA  I am 
impressed  again  by  the  vast  amount  of  work  it 
takes  to  keep  your  Association  rolling,  and  by  the 
dedication  of  the  TMA  staff,  officers,  and  com- 
mittee chairmen — and  some  committee  members. 
The  meeting  itself  is  of  course  a tour  de  force, 
but  this  is  where  only  a very  small  part  of  the 
work  surfaces  each  year.  If  you  were  one  of  the 
400  or  so  who  attended,  you  saw  it.  If  you 
didn’t,  you  missed  not  only  the  fruits  of  their 
labor,  but  also  the  beauty  of  the  Smokies  in 
Spring.  You  were  twice  a loser. 

The  resolutions  passed  by  your  House  of  Dele- 
gates and  summaries  of  the  reports  of  your  of- 


ficers appear  elsewhere  in  this  issue  of  the 
Journal.  Read  them!  But  much  of  the  continu- 
ing business  of  your  Association  was  transacted 
on  many  a Sunday  morning  throughout  the  year 
by  your  committees  and  staff,  and  this  will  re- 
main buried  somewhere  in  the  files.  So  while 
I’ll  not  limit  my  remarks  here  to  committee  work, 
the  primary  purpose  of  this  particular  editorial  is 
to  give  some  recognition  to  it,  and  to  present 
what  in  one  man’s  opinion  are  at  least  some  of 
the  highlights  of  what  went  on  in  the  past  year, 
reaching  its  culmination  in  April  in  Gatlinburg. 

The  general  scientific  portion  of  the  program 
was  outstanding,  thanks  to  the  Committee  on 
Scientific  Affairs,  and  of  course  to  the  speakers 
themselves.  I’ll  not  pursue  this  further,  because 
it  will  appear  as  a symposium  in  a future  issue 
of  the  Journal.  But  I will  say  it  impressed  the 
team  from  AMA,  who  were  surveying  our  meet- 
ing for  accreditation.  We  were  given  their  assur- 
ance of  the  recommendation  that  our  scientific 
program  be  accredited  for  Category  I credit 
toward  the  AMA  Physician’s  Recognition  Award. 
This  applies  not  only  to  the  general  scientific 
program,  but  to  specialty  scientific  programs  as 
well.  Final  approval  rests  with  the  AMA  Council 
on  Education,  and  will  be  considered  at  the 
council’s  May  meeting.  If  we  hear  before  this 
goes  to  press,  you  will  be  notified  by  an  an- 
nouncement following  this  editorial.  There  is 
every  reason  to  believe  we  will  be  accredited, 
and  accreditation  is  retroactive. 

PSRO  came  in  for  its  full  share  of  attention, 
and  since  that  subject  received  the  full  treatment 
in  the  May  issue,  I shan’t  dwell  on  it  here,  except 
to  say  that  it  continues  to  be  a real  pot-boiler 
and  source  of  contention  among  our  colleagues. 
Regardless  of  how  you  feel  about  it,  you  owe  it 
to  your  patients  to  be  informed  about  it.  There 
is  a lot  of  loose,  inaccurate  information  around. 
You  need  to  go  to  the  law  itself,  which  (or  the 
appropriate  portions  of  which)  we  have  printed 
previously  in  the  Journal.  All  the  information 
you  need  about  it  is  in  the  Journal  within  the 
past  year.  I repeat,  like  it  or  not,  it  is  the  law. 
If  you  don’t  like  it,  (and  I’ll  say,  “Welcome  to 
the  Club!”)  try  to  get  it  repealed.  But  in  the 
likely  event  we  can’t,  work  to  make  it  work  to 
our  advantage  and  for  our  patients. 

One  of  the  bad  effects  of  all  the  flap  over 
PSRO  has  been  to  dilute  the  efforts  of  the  Con- 
tinuing Education  Committee,  which  has  had  to 
concern  itself  with  getting  our  membership  in- 
formed on  PSRO.  Long  before  Public  Law 
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92-603  was  on  the  books,  or  the  Bennett 
Amendment  to  HR  1 was  introduced,  the  Com- 
mittee was  hard  at  work  trying  to  help  medical 
staffs  develop  meaningful  education  programs 
based  on  need  as  determined  by  medical  audit, 
and  was  recommending  this  be  done  by  one  of 
the  computerized  modes,  such  as  CPHA’s  PAS/ 
MAP  program,  or  by  a suitable  manual  program, 
such  as  the  TAP  program  of  the  JCAH. 

Then  the  government  dropped  PL  92-603  on 
us,  and  all  of  a sudden,  the  cart  got  put  before 
the  horse.  While  a proper  education  program 
would  have  assured  proper  utilization  of  care,  the 
reverse  will  not  work,  and  in  fact  so  much  con- 
centration on  utilization  tends  to  dissipate  the 
education  effort.  It  also  tends  to  make  the  doctors 
fed  up  with  the  whole  business,  particularly  with 
all  the  in-fighting  over  who  is  best  equipped  to 
handle  the  data. 

In  spite  of  all  this,  your  committee  has  been 
moving  ahead.  Our  accreditation  program 
received  AMA  approval  for  4 years — the  third 
such  approved  program  in  the  country.  One  by 
one  our  medical  staffs  and  societies  are  having 
their  education  programs  accredited  for  Category 
I credit,  by  which  doctors  can  receive  credit  for 
their  education  efforts  in  the  context  of  their 
practice.  If  your  program  is  not  accredited,  why 
not  contact  TMA?  We  have  a full  time  director, 
whose  sole  job  it  is  to  help  you  become  and  re- 
main accredited  by  having  a really  good  education 
program.  It  will  help  you  as  much  as  anything 
else  in  helping  your  patients. 

The  Legislative  Committee  is  always  a hard 
working,  busy  committee,  and  in  addition  to 
impingement  by  pressing  national  problems,  it 
came  in  for  its  share  of  frustrations  this  year  from 
a particularly  refractory  legislature,  which  seemed 
more  than  most  to  be  bent  on  furthering  its  own 
political  ends.  Its  most  far-reaching  medical  deci- 
sion had  to  do  with  establishment  of  a medical 
school  in  conjunction  with  the  Veterans  Adminis- 
tration Hospital  in  Johnson  City,  which  was  the 
subject  of  an  editorial  last  month. 

Equally  frustrating  to  the  Legislative  Committee 
and  staff,  however,  is  the  apathetic  attitude  of 
physicians,  who  expect  them  single  handedly  to 
fight  all  our  legislative  battles.  No  doctors  showed 
up  to  protest  a very  damaging  amendment  pro- 
posed by  the  Optometrists,  who  mustered  50  of 
their  own  members  to  lobby  in  favor  of  it.  You 
can  guess  the  outcome — and  you  can  also  guess 
who  screamed  the  loudest — some  of  you  who 
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should  have  been  there  looking  after  your 
interests. 

Unless  you  are  more  aggressive  in  the  next  ses- 
sion of  the  legislature,  the  Chiropractors  will  do 
it  to  us  in  the  same  way.  Only  1 1 of  99  house 
members  saw  fit  to  support  TMA’s  amendment 
to  the  No-Fault  Auto  Insurance  legislation  which 
would  eliminate  chiropractic  coverage  as  a legiti- 
mate medical  expense.  The  reason  is  probably 
that  you  did  not  contact  your  legislators.  The 
bill  failed  to  see  final  action  in  the  Senate.  It 
will  be  back.  Where  will  you  be? 

This  editorial  is  becoming  overly  long,  and  if 
you  have  stuck  with  me  to  this  point,  I say  not, 
“Thanks,”  but,  “Congratulations!”  I have 
touched  on  only  some  of  the  knottier  problems 
in  some  of  the  thornier  areas;  it  does  not  mean 
nothing  else  done  was  important.  In  fact,  some 
of  the  most  important  areas  and  committees  have 
not  been  mentioned,  for  example,  the  hard  work- 
ing committees  on  Hospitals,  Rural  Health,  Inter- 
professional Relations,  Rehabilitation,  Emergency 
Medical  Services,  and  so  on.  There  are  areas  in 
the  reports  of  officers  and  in  the  Resolutions 
which  deserve  comment,  some  of  which  will  be 
the  subject  of  subsequent  editorials. 

I shall  close  with  this  last  comment.  I said 
in  the  opening  paragraph  how  impressed  I always 
am  by  the  amount  of  work  it  takes  to  make  the 
Association  go.  Having  said  that,  and  having 
given  some  indication  of  that  work,  I shall  say 
in  closing  that  I am  also  impressed,  or  perhaps  I 
should  say  distressed,  but  how  few  of  TMA's 
members  do  the  work  of  making  it  go.  Even 
considering  all  of  the  committee  members,  the 
percentage  is  small,  and  I am  on  enough  com- 
mittees to  know  that  even  some  of  those  members 
are  non-functional. 

Ask  yourself,  “Am  I really  pulling  my  weight 
in  TMA?  Am  I a part  of  the  solution  to  our 
problems,  or  am  I a part  of  the  problem?”  Be 
honest  with  yourself.  If  you  decide  you  could 
or  should  do  more,  let  some  of  your  representa- 
tives know.  There’s  too  much  work  for  those  now 
doing  it,  so  they’ll  be  happy  to  divide  it  up.  And 
in  case  you  think  you’re  too  busy — well,  the 
people  at  work  in  TMA  are  some  of  the  busiest 
people  I know  in  caring  for  their  patients.  They 
are  also  doing  your  work.  Why  not  get  into  the 
act? 

J.B.T. 

FDA  and— NOW,  Blood! 

In  compliance  with  a request  from  the  Board 
of  Trustees  of  TMA,  we  are  reprinting  in  this 
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issue  of  the  Journal  the  recently  enacted  (March, 
1974)  National  Blood  Policy  and  its  proposed 
implementation  plan,  with  the  recommendations 
of  your  Committee  on  Blood  Banks  and  Labora- 
tories, as  amended  by  the  Board. 

I should  like  to  make  just  three  comments  of 
my  own  on  this  and  blood  regulation  generally. 

First,  read  the  statement.  It’s  long,  but  it  is 
vital  to  your  practice. 

Second,  I must  emphasize  point  number  two 
in  the  committee’s  report,  to  the  effect  that,  at 
least  for  the  present,  replacement  of  blood  by 
friends  and  relatives  of  recipients  is  absolutely 
essential,  and  it  is  up  to  you  to  see  that  this  is 
done.  It  is  the  only  way  to  insure  a supply  of 
blood  removed  from  the  hazards  of  collection  for 
fee  from  skid  row  bums  and  drug  addicts.  This 
is  your  responsibility. 

A third  and  somewhat  tangential,  but  certainly 
not  least  important  point,  is  the  observation  that 
a National  Blood  Policy  and  federal  licensure 
and  inspection  of  blood  banks  will  not  auto- 
matically solve  all  of  our  problems,  in  spite  of 
recent  assurances  by  FDA,  who  has  now  decided 
that  blood  is  a drug , and  therefore  within  its 
purview,  instead  of  blood  transfusion  being  a 
service  in  which  the  implied  warranty  of  blood 
as  a product  is  not  presently  achievable  (as  de- 
fined by  law  in  many  states).  FDA  took  its  cue 
from  some  luridly  publicized  Chicago  cases  of 
hepatitis  resulting  from  transfusion  of  alcohol- 
soaked  virus-laden  blood,  without  pointing  out 
that  this  blood  came  from  regularly  inspected, 
federally  licensed  blood  banks.  The  result  has 
been  to  regulate  all  transfusion  services  who  draw 
and/or  process  blood,  regardless  of  size  and 
whether  or  not  they  engage  in  interstate  com- 
merce. All  must  register  and  be  inspected  by  the 
bureau. 

Someone  has  pointed  out  that  the  government 
does  not  produce  blood,  only  regulations.  Our 
patients  require  the  former,  and  we  must  live 
with  the  latter  for  the  sake  of  the  former. 

This  is  just  another  episode  in  our  running 
fight  with  FDA,  now  being  joined  by  other 
agencies,  over  the  increasingly  heavy  burden  of 
the  dead  hand  of  imperialism — oops! — I mean 
bureaucracy. 

J.B.T. 

TFMC 

In  his  report  to  the  House  of  Delegates,  ab- 
stracted elsewhere  in  this  issue,  our  president, 
Morse  Kochtitzky,  M.D.,  said 


‘'I  can  hardly  see  that  we  have  any  alterna- 
tive, other  than  to  ‘stay  on  top  of  the  PSRO 
issue.’  We  must  push  forward  to  control  our 
own  destiny.  Many  outside  organizations  are 
working  tirelessly  in  an  attempt  to  take  over 
peer  review.  . . . What  position  are  you  de- 
sirous of  being  in  for  the  future — peer  review 
or  bureaucratic  regimentation?  . . , 

“Government  has  passed  the  Professional 
Standards  Review  Organization  law  (P.L.  92- 
603)  which  it  authorizes  us  to  establish.  Under 
our  guidance,  it  may  be  possible  to  use  this 
law  to  our  advantage  and  to  that  of  our  patients 
by  improving  medical  care  by  pinpointing  areas 
of  educational  needs  both  for  the  physician  and 
his  patients.  I have  grave  doubts  that  it  will 
work  even  with  our  diligent  attempt.  I do 
know  that  the  Federal  Government  clearly  in- 
tends to  attempt  to  make  it  work  with  or  with- 
out us. 

“I  am  convinced  that  without  us  there  is  no 
doubt  that  PSRO  will  prove  to  be  the  destruc- 
tive instrument  of  one  of  the  finest  health 
delivery  systems  in  the  world — ours.  As  long 
as  the  government  allows  us  to  administer  our 
own  standards  and  does  not  impose  the 
standards  of  bureaucratic  Washington  or  Nash- 
ville upon  us,  we  should  attempt  to  make  it 
work.  If  this  prerogative  ever  be  taken  from 
us,  that  will  be  the  time  to  show  our  real 
strength  of  our  cohesiveness  and  purpose  of 
action,  namely,  the  best  medicine  for  the  most 
people  at  reasonable  cost  without  any  inter- 
ference between  the  physician  and  his  patients.” 
To  my  mind  this  is  an  accurate  evaluation  of 
our  situation.  PSRO  is  not  going  to  go  away 
without  having  been  tried.  In  order  to  imple- 
ment what  most  of  us  concede  to  be  a bad  law, 
TMA  something  over  a year  ago  established  the 
Tennessee  Foundation  for  Medical  Care,  with  the 
hope  that  it  would  function  as  the  PSRO  for 
Tennessee.  This  hope  has  been  partially  frus- 
trated by  HEW,  but  we  do  currently  have  the 
possibility  that  it  will  serve  as  the  PSRO  for  all 
of  the  state  except  for  the  westernmost  part  of 
the  state,  hopefully  only  Shelby  County — at  least, 
it  has  applied  for  that  designation. 

I have  serious  reservations  about  some  of  the 
activities  of  the  Foundation  to  date,  some  of 
which  have  been  previously  expressed  in  these 
columns.  Nevertheless,  the  TFMC  beats  any  of 
the  presently  available  alternatives  by  a country 
mile — they  being  the  Comprehensive  Health  Plan- 
ning Agencies,  Tennessee  Hospital  Association. 
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insurance  carriers,  and  federal  agencies.  It  is 
therefore  imperative  that  you  join  the  Foundation. 
In  order  to  be  allowed  as  a PSRO,  it  must  have 
a membership  comprising  a significant  percentage 
of  the  physicians  in  the  area.  Joining  will  not 
obligate  you  financially,  nor  will  it  obligate  you  to 
subscribe  to  the  Foundation’s  data  system. 

To  the  objection  I hear  most  often,  that  it  is 
just  another  bureaucracy,  that  physicians  can  be 
just  as  bureaucratic  as  anyone  else,  I can  only  say, 
perhaps.  But  at  least,  they’re  our  bureaucrats. 
And  if  we  can’t  come  up  with  a PSRO  within  2 
years,  the  Secretary  of  HEW  is  instructed  to 
designate  one,  and  membership  will  be  100  per- 
cent— by  fiat. 

Well,  how  about  it?  In  the  words  of  TMA’s 
president,  “The  choice  is  yours!  Let  it  not  be 
said  in  the  future  that  we  sank  our  own  ship!” 

J.B.T. 


BROCK.  JOSEPH  H.,  Memphis,  died  April  15.  1974. 
age  50.  Graduate  of  Vanderbilt  University  Medical 
School,  1947.  Member  of  Memphis-Shelby  County 
Medical  Society. 

BUCK,  KINSEY  M.,  Memphis,  died  April  21,  1974,  age 
83.  Graduate  of  University  of  Tennessee  Medical 
School,  1912.  Member  of  Memphis-Shelby  County 
Medical  Society. 

KIRBY-SMITH,  HENRY  T.,  Sewanee,  died  April  4, 
1974,  age  66.  Graduate  of  University  of  Pennsylvania, 
1931.  Member  of  Franklin  County  Medical  Society. 

LAYMAN,  ROBERT  P.,  Knoxville,  died  April  4,  1974, 
age  66.  Graduate  of  University  of  Tennessee  Medical 
School,  1932.  Member  of  Knoxville  Academy  of 
Medicine. 

RYBACOK,  TARAS  H.,  Signal  Mountain,  died  April  8, 
1974,  age  57.  Graduate  of  Temple  University  Medical 
School,  1941.  Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

WILLIAMS,  EDWIN  LEA,  Nashville,  died  April  15, 
1974,  age  56.  Graduate  of  Vanderbilt  School  of  Med- 
icine, 1942.  Member  of  Nashville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Robert  Eugene  Bowers,  M.D.,  Chattanooga 
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James  R.  Boyce,  M.D.,  Signal  Mountain 
David  A.  Chadwick,  M.D.,  Chattanooga 
W.  C.  A.  Sternbergh,  Jr.,  M.D.,  Chattanooga 
Marion  W.  Westermeyer,  M.D.,  Chattanooga 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Jerry  L.  Kennedy,  M.D.,  Tullahoma 

M.  Clark  Woodfin,  Jr.,  M.D.,  Tullahoma 

NASHVILLE  ACADEMY  OF  MEDICINE  AND 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

C.  Patrick  Beatty,  M.D.,  Nashville 

N.  K.  Bhagavan,  M.D.,  Nashville 
William  A.  Cook,  M.D.,  Nashville 
R.  Darryl  Fisher,  M.D.,  Nashville 
William  B.  Ralph,  Jr.,  M.D.,  Nashville 
Salil  Roy,  M.D.,  Nashville 

Clyde  W.  Smith,  M.D.,  Nashville 

Leon  Festus  Woodruff,  Jr.,  M.D.,  Nashville 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Stanley  W.  Anderson,  M.D.,  Dickson 
Phillip  W.  Hayes,  M.D.,  Dickson 
W.  W.  Taylor,  Jr.,  M.D.,  Dickson 
Eldred  H.  Wiser,  M.D.,  Dickson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Richard  C.  Larsen,  M.D..  Greeneville 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

R.  B.  Baird,  Jr.,  M.D.,  Rogersville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Leonard  A.  Brabson,  M.D.,  Knoxville 
Daniel  Dupourque’,  M.D.,  Knoxville 
Kenneth  A.  Harper,  M.D.,  Knoxville 
Bertram  R.  Henry,  M.D.,  Knoxville 
Charles  I.  Huddleston,  M.D.,  Knoxville 
Fred  A.  Hurst,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

J.  Robert  Adams,  M.D.,  Memphis 
Howard  L.  Beale,  M.D.,  Memphis 
John  R.  Blair,  M.D.,  Memphis 
Jane  W.  Brown,  M.D.,  Memphis 
Joe  L.  Brown,  II,  M.D.,  Memphis 
Edna  M.  Davis,  M.D.,  Memphis 
Thomas  A.  Davis,  M.D.,  Memphis 
R.  D.  Drewry,  Jr.,  M.D.,  Memphis 
Jerry  Engelberg,  M.D.,  Memphis 
Leonard  H.  Hines,  M.D.,  Memphis 
Joseph  S.  Hudson,  M.D.,  Memphis 
John  T.  Morris,  M.D.,  Memphis 
E.  D.  Newton,  M.D.,  Memphis 
Thomas  J.  White,  III,  M.D.,  Memphis 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Robert  L.  Cameron,  M.D.,  Union  City 
Daniel  P.  Green,  M.D.,  Memphis 
John  D.  Hunter,  Jr.,  M.D.,  Dyersburg 
John  C.  Jennings,  M.D.,  Ripley 
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PUTNAM  COUNTY  MEDICAL  SOCIETY 

Phillip  D.  Bertram.  M.D.,  Cookeville 
Stanley  W.  Erwin,  M.D.,  Cookeville 

SMITH  COUNTY  MEDICAL  SOCIETY 

Melvin  L.  Blevins.  M.D.,  Smithville 
John  K.  Twilla,  M.D.,  Smithville 

SUMNER  COUNTY  MEDICAL  SOCIETY 

David  E.  Darrah,  M.D.,  Gallatin 
Lu  Ponce,  M.D.,  Portland 


program/  and  neui/  of 
medical  /ocietie/ 


Marshall  County  Medical  Society 

The  Marshall  County  Medical  Society  met  April  22, 
1974  in  the  Conference  Room  of  Lewisburg  Community 
Hospital. 

The  scientific  program  consisted  of  a film  presented 
by  Abbott  Laboratories  on  “Hyperalimentation.” 

Memphis  & Shelby  County 
Medical  Society 

The  Society  met  on  May  7,  1974  at  the  Schreier 
Auditorium  of  the  Wassell  Randolph  Student  Alumni 
Center. 

The  program  consisted  of  a discussion  on  “Socio- 
Economics.”  Participating  were  Mr.  Dunlap  Cannon. 
Jr.,  who  discussed  "The  Importance  of  Wills,”  and  Mr. 
Curtis  L.  Scott,  who  spoke  on  "Investment  Planning  for 
Professionals.”  A Panel  Discussion  followed  consisting 
of:  Mr.  Cannon.  Mr.  Scott,  Dr.  William  T.  Satterfield. 
Sr.,  and  a representative  from  the  Woman's  Auxiliary. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Academy  met  on  May  14,  1974  at  the  Baptist 
Hospital  and  devoted  the  meeting  to  “National  Health 
Insurance.”  Mr.  Wayne  Bradley  of  the  Washington. 
D.C.  AMA  office,  Assistant  Director  of  Public  Affairs, 
viewed  the  current  proposals  before  Congress  including 
the  Kennedy-Mills  plan,  AHA's  Ameriplan,  AMA- 
sponsored  Medicredit  bill,  and  others.  Following  the 
presentation  a question-answer  session  was  held. 

The  Board  of  Directors  has  approved  plans  to  re- 
locate the  Academy  office.  On  May  1,  1974,  the  Board 
unanimously  agreed  to  purchase  a lot  at  205-23rd 
Avenue  North,  consisting  of  almost  12,000  square  feet 
on  which  is  located  a building  with  almost  4,500  square 
feet.  The  Academy  will  occupy  the  building  as  soon 
as  renovation  is  completed. 


national  new / 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

Triggered  by  the  surprise  introduction  of  a 


Kennedy-Mills  proposal  for  national  health  in- 
surance and  a major  effort  by  the  Nixon  Adminis- 
tration to  get  its  own  bill  through  this  year,  the 
Congress  has  again  started  a hot  and  heavy  de- 
bate on  the  complex  issues  involved. 

Appearing  before  the  House  Ways  and  Means 
Committee,  Russell  B.  Roth,  M.D.,  president  of 
the  American  Medical  Association,  warned  that 
most  of  the  congressional  push  for  national  health 
insurance  (NHI)  is  based  on  the  false  premise 
that  there  is  a health  care  crisis. 

“The  fact  is,”  Dr.  Roth  told  the  Committee, 
“more  people  are  receiving  more  and  better  med- 
ical care  from  more  and  better  trained  physicians 
in  more  and  better  equipped  facilities  than  ever 
before  in  history.  These  are  not  elements  of 
crisis.  The  fact  also  is  that  the  public,  as  its 
opinion  has  been  judged  in  various  polls,  does 
not  perceive  medical  service  to  be  a major  prob- 
lem area. 

“No  doubt  the  Committee  recalls  a recent 
Louis  Harris  poll,  commissioned  by  a Senate  sub- 
committee, which  indicated  that  whereas  64  per 
cent  of  the  sample  identified  inflation  as  our 
nation’s  most  serious  problem,  health  care  rated 
15th,  or  next  to  last  on  the  list,  with  only  3 
per  cent  of  the  respondents  putting  emphasis  on 
this.  Inasmuch  as  any  of  the  proposals  for  exten- 
sions of  federal  subsidies  for  medical  service  are 
inevitably  inflationary  to  some  degree,  one  won- 
ders about  the  advisability  of  further  aggravating 
this  most  serious  problem  in  order  to  attack  a 
problem  of  much  lesser  magnitude. 

“Poll  after  poll  confirms  that  people  are  gen- 
erally satisfied  with  the  type  of  health  care  they 
personally  receive.  This  satisfaction  relies  on 
wide  experience,  for  some  2.5  million  people  a 
day  see  a physician.  A 1971  University  of 
Chicago  study,  based  on  a nationwide  sample, 
found  84  per  cent  of  the  people  satisfied,  only 
10  per  cent  dissatisfied.  Just  last  month  a survey 
commissioned  by  the  Washington  Post  uncovered 
a virtually  identical  pattern  in  this  area.  Accord- 
ing to  Mr.  Jay  Mathews’  story,  six  of  every 
seven  local  residents  are  at  least  “pretty  satisfied” 
with  their  medical  care.  Only  one  person  in  ten 
expressed  any  measure  of  discontent.  It  would 
be  an  interesting  exercise  to  see  if  you  could  find 
another  issue  or  subject  these  days  upon  which 
Americans  would  voice  85  or  90  per  cent  agree- 
ment. 

“Reflected  in  the  results  of  the  polls  is  a 
record  of  at  least  ten  years  of  substantial  prog- 
ress. During  this  period  the  number  of  Ameri- 
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can  medical  schools  and  the  number  of  physicians 
available  to  the  American  public  have  been  in- 
creasing. Physician  numbers  will  continue  to  in- 
crease at  a pace  which  exceeds  the  general 
population  growth  rate.” 

Speaking  strongly  in  support  of  the  AMA 
sponsored  Medicredit  bill  for  NHI,  Dr.  Roth 
urged  the  Committee  to  follow  the  guiding  prin- 
ciples developed  by  the  AMA  in  its  proposed 
legislation. 

“We  are  convinced,"  Dr.  Roth  said,  “that 
financial  barriers  to  medical  services  are  as  real 
for  middle  income  persons  as  for  the  poor — that 
there  is  great  virtue  in  attention  to  ability  to  pay 
deductible  and  coinsurance  amounts — and  that 
our  graded  tax-credit  approach  is  a superior  fea- 
ture in  adjusting  subsidies  to  needs.” 

Lashing  out  at  the  Kennedy-Mills  NHI  pro- 
posal, Dr.  Roth  said,  “It  is  one  thing  to  mandate 
the  purchase  of  private  insurance  by  employers. 
It  is  something  quite  different  to  institute  in- 
creased payroll  taxes,  destroy  the  future  of  private 
insurance  and  shift  a well-regarded  private  func- 
tion into  a federal  agency,” 

The  financing  envisioned  in  the  Kennedy-Mills 
proposal  gives  us  several  problems: 

“It  creates  a massive  4 per  cent  increase  in  the 
Social  Security  tax.  Wage  earners  will  not  be 
deluded  by  the  fact  that  3 per  cent  is  to  be  paid 
by  employers  and  1 per  cent  by  employees.  The 
Public  is  sophisticated  enough  to  know  that  there 
is  no  free  ride  in  this  respect  and  the  source  of 
the  funds  to  pay  for  such  federal  programs  is 
from  their  compensation. 

“We  would  point  out  further  that  under  Social 
Security  taxes,  he  who  earns  $20,000  a year  pays 
the  same  as  a person  who  earns  90  or  100  thou- 
sand. In  our  view,  it  would  be  more  equitable  for 
those  who  make  more  to  pay  more.  We  would 
prefer  the  sort  of  consistent  sliding  scale  approach 
that  is  embodied  in  the  Medicredit  bill.  Finally, 
we  would  seriously  question  the  proposition  that 
by  eliminating  the  profit  factor  Social  Security 
handling  of  health  insurance  finances  will  bring 
economies  and  efficiencies. 

“The  track  record  of  government — our  own 
and  others  as  well — provides  scant  historical  evi- 
dence that  its  capacity  to  manage  surpasses  pri- 
vate management  in  terms  of  either  efficiency  or 
economy. 

“Administrative  control  derives  in  large  part 
from  financing  mechanisms,  and,  since  we  advise 
strongly  against  control  of  a new  program  by  the 
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Social  Security  Administration,  we  would  avoid 
Social  Security  financing. 

“There  can  be  no  justification  for  the  establish- 
ment of  a vast  and  expensive  new  corps  of  clerks 
and  bureaucrats  dedicated  to  the  task  of  com- 
plicating what  should  be  a relatively  simple  pro- 
gram for  placing  in  the  hands  of  the  eligible 
beneficiary  a policy  of  insurance  or  a contract  for 
service  tailored  to  his  needs.” 

The  day  before  the  AMA  testimony  before  the 
Ways  and  Means  Committee,  Health,  Education, 
and  Welfare  Secretary  Caspar  Weinberger  told 
committee  members  that  the  Administration  is 
dead  serious  about  pushing  for  enactment  of  a 
NHI  program  this  year. 

Secretary  Weinberger  came  down  hard  on  the 
Kennedy-Mills  proposal  that  would  move  toward 
the  federalization  of  the  nation’s  health  care. 

Discussing  the  “fundamental  differences”  be- 
tween the  so-called  compromise  plan  sponsored 
by  Kennedy  and  Mills,  and  the  Administration’s 
Comprehensive  Health  Insurance  Plan  (CHIP), 
Weinberger  declared: 

“I  would  be  less  than  candid  if  I did  not  stress 
how  strongly  we  are  committed  to  the  basic  prin- 
ciples of  the  CHIP  proposal.” 

The  Secretary  told  the  crowded  hearing  room 
that  “the  national  climate  has  never  been  more 
favorable  for  the  development  of  a sound  con- 
census on  a national  program  of  health  insurance 
...  I am  here  to  urge — just  as  strongly  as  I 
possibly  can,  personally  and  on  behalf  of  the 
Administration — that  this  clear  chance  at  solid 
accomplishment  not  pass  without  the  nation’s 
action. 

“We  firmly  reject  the  views  of  those  few  who 
counsel  that  no  action  be  taken  until  some  vague 
future  time  when  they  believe  that  their  own  plan 
can  be  enacted.  Such  a time  will  never  arrive.” 

A major  reason  for  prompt  action,  Weinberger 
said,  is  the  prospect  that  “the  American  people 
appear  to  be  in  for  a very  rough  period  indeed 
as  far  as  health  care  costs  are  concerned.”  Con- 
gress’ failure  to  approve  continued  wage-price 
controls  on  health  could  lead  to  a $4  billion  to  $5 
billion  increase  in  health  care  costs  next  fiscal 
year  and  $9  billion  the  following  year,  he  cau- 
tioned. 

If  this  happens,  all  current  cost  estimates  for 
various  NHI  proposals  “would  be  far  too  low.” 
He  said  “the  Nation  desperately  needs  measures 
to  avoid  such  a pocketbook  disaster.” 

In  devising  the  CHIP  plan,  based  on  mandated 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


employer  health  insurance  plans  for  employees, 
Weinberger  said  the  Administration  believed  “it 
is  imperative  to  improve,  rather  than  demolish, 
the  present  system.” 

Though  the  cabinet  secretary  took  swipes  at 
all  the  major  NHI  competitors  to  CHIP,  he  not 
surprisingly  reserved  most  of  his  fire  for  the  Mills- 
Kennedy  compromise.  This  bill  calls  for  a Social 
Security  NHI  financed  by  a four  per  cent  tax 
and  administered  by  Social  Security  as  a virtually 
independent  agency. 

Mills-Kennedy,  according  to  Weinberger, 
“would  take  a major  step  down  the  road  toward 
complete  federal  financing  and  control  of  all 
health  care  in  the  United  States. 

“If  that  policy  approach  were  to  prevail,  I feel 
there  would  be  no  turning  back.” 

The  financing  of  health  care  is  too  important 
to  the  people  “to  turn  over  to  a federal  bureau- 
cracy,” he  asserted.  Noting  the  complexities  of 
the  health  system  and  the  relative  lack  of  knowl- 
edge of  its  workings,  he  said  “in  these  circum- 
stances the  dangers  of  turning  financial  control  of 
this  vital  industry  over  to  an  enormous  new  fed- 
eral bureaucracy  are  considerable.” 

Quashing  speculation  that  the  Administration 
might  try  to  reach  an  accommodation  on  the 
Mills-Kennedy  approach,  Weinberger  hammered 
away  at  it,  making  it  plain  that  he  regarded  the 
Mills-Kennedy  plan  as  the  big  danger.  He  said 
it  would  stifle  private  initiative  “under  piles  of 
paperwork  and  federal  regulations.” 

“We  believe  that  the  federal  role  in  health 
financing  must  be  clearly  limited,  as  it  is  in 
CHIP.  National  health  insurance  should  not  be 
the  nationalization  of  the  health  system.” 

The  Administration  officer  said  Mills-Kennedy 
would  impose  $40  billion  of  new  federal  taxes  “on 
top  of  a tax  burden  that  many  Americans  already 
believe  is  excessive.”  Furthermore,  Weinberger 
said,  “payroll  taxes  are  a much  greater  burden 
on  the  poor  than  is  general  revenue  financing.” 

He  said  the  Kennedy-Mills  plan  would  virtually 
eliminate  privately  administered  health  insurance 
and  substitute  a fully  federally  financed  and  ad- 
ministered system.  “Our  present  system  should 
be  improved  upon  rather  than  dismantled  in  favor 
of  a costly,  inflexible  federal  system.” 

“The  budgetary  impact  on  the  federal  govern- 
ment,” Weinberger  maintained,  “is  simply  unac- 
ceptable.” 

5^  ❖ ❖ 

The  government’s  procedures  to  assure  that 
Professional  Standards  Review  Organizations 


(PSRO’s)  represent  physicians  in  their  local  areas 
have  been  announced. 

The  PSRO  law  requires  that  the  HEW  depart- 
ment before  entering  into  an  agreement  with  an 
organization  to  be  the  PSRO  for  an  area,  must 
notify  the  physicians  of  that  area  of  the  intent. 
The  physicians  then  have  the  opportunity  to  ob- 
ject to  a specific  organization  being  named  as  the 
PSRO.  The  method  to  be  used  in  notifying  the 
nation’s  physicians  of  the  proposed  PSRO's  and 
the  subsequent  steps  to  be  taken  in  assuring  that 
the  organizations  are  acceptable  to  the  physicians 
are  detailed  in  the  Federal  Register  of  April  16. 

“In  keeping  with  the  PSRO  legislation,  we  have 
developed  procedures  to  assure  that  the  organiza- 
tions established  as  PSRO's  throughout  the 
country  are  truly  representative  of  the  physicians 
in  each  of  the  PSRO  areas,”  HEW  Secretary 
Caspar  Weinberger  said.  “It  is  the  local  phy- 
sicians who  will  plan,  operate  and  control  the 
PSRO  in  each  area,  and,  therefore,  the  organiza- 
tion designated  as  the  PSRO  must  be  their 
organization,”  he  said. 

When  the  Secretary  has  determined  that  a local 
physician  organization  is  qualified  to  perform  the 
PSRO  functions  required  by  law.  he  will  notify 
the  area’s  physicians  and  other  health  profes- 
sionals by  announcements  in  the  local  press  and 
mailed  notices  to  physician  and  hospital  organiza- 
tions active  in  the  area.  The  notice  will  also  be 
published  nationally  in  the  Federal  Register. 

The  notice  will  announce  the  Secretary’s  intent 
to  enter  into  a financial  agreement  with  a specific 
organization,  describe  the  organization,  and  indi- 
cate that  active,  practicing  physicians  in  the  area 
have  30  days  in  which  to  protest  the  proposed 
selection.  If  less  than  ten  per  cent  of  the  local 
area’s  doctors  object  to  the  proposed  organization, 
the  law  provides  that  the  Secretary  can  designate 
and  fund  the  PSRO  that  he  has  chosen.  However, 
if  more  than  ten  per  cent  do  object,  the  Secretary7 
will  conduct  polls  of  the  physicians  in  the  area. 
HEW  will  mail  a ballot  to  each  doctor  who 
practices  in  the  area  on  which  he  can  indicate 
whether  the  organization  provisionally  selected 
by  the  Secretary  does  or  does  not  represent  him. 

A 30-day  period  will  be  allowed  for  the  ballots 
to  be  returned.  If  more  than  50  per  cent  of  the 
respondents  to  the  poll  indicate  that  the  organiza- 
tion does  not  represent  them,  the  Secretary  will 
no  longer  consider  that  organization  for  PSRO 
designation.  If  less  than  half  object,  the  Secretary, 
by  law,  can  conclude  his  agreement  with  the  local 
PSRO.  * * * 
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The  government  has  labeled  as  “factually  in- 
accurate and  misleading”  a kit  on  Professional 
Standards  Review  Organizations  (PSRO’s)  pre- 
pared by  the  American  Medical  Association. 

In  a critique  of  the  kit,  the  Health,  Education 
and  Welfare  Department  said  many  of  the  PSRO 
review  functions  actually  are  embodied  in  the 
Social  Security  Act’s  Medicare  and  Medicaid 
provisions  that  were  approved  long  before  PSRO. 

The  HEW  paper  contends  that  the  purpose  of 
PSRO  “was  to  give  practicing  physicians  priority 
in  undertaking  the  review  of  care  provided  rather 
than  have  the  review  performed  by  those  outside 
the  medical  profession.” 

Contents  of  the  kit,  entitled  “PSRO — 
DELETERIOUS  EFFECTS,”  have  been  criti- 
cized by  HEW  and  Senator  Wallace  Bennett  (R., 
Utah),  chief  Congressional  sponsor  of  the  PSRO 
provision.  The  kit  was  prepared  and  distributed 
by  the  AMA  at  the  behest  of  the  AMA’s  House 
of  Delegates  to  alert  the  medical  profession  to  the 

dangers  of  such  a review  system. 

❖ ❖ ❖ 

Theodore  Cooper,  M.D.,  has  been  appointed 
deputy  to  Assistant  HEW  Secretary  for  Health, 
Charles  Edwards,  M.D.  Dr.  Cooper  is  director  of 
the  National  Heart  and  Lung  Institute.  Henry 
Simmons,  M.D.,  who  has  been  serving  as  Dr. 
Edwards’  right  hand  man,  will  continue  to  hold 
a deputy  position  but  will  concentrate  henceforth 
most  of  his  efforts  at  directing  the  Professional 
Standards  Review  Organization  (PSRO)  pro- 
gram. Dr.  Cooper  is  regarded  as  one  of  the 
government’s  most  able  health  officers.  One  of 
the  first  heart  transplant  researchers,  he  is  a 
renowned  expert  on  the  heart. 


medical  neui/ 
in  tenne//ee 


Upper  Cumberland  Medical  Society 
Meeting  Set  for  June  19-20 

The  80th  Annual  Meeting  of  the  Upper  Cum- 
berland Medical  Society  will  be  held  at  the 
Donoho  Hotel  in  Red  Boiling  Springs,  June  19- 
20,  1974. 

This  society,  the  oldest  continuously  meeting 
Medical  Society  in  Tennessee,  will  again  present 
an  outstanding  program  of  scientific  presentations 
featuring,  among  other  things,  a symposium  on 
Recent  Advances  in  the  Treatment  of  Hyperten- 
sion. The  program  begins  at  9:00  a.m.,  on  Wed- 
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nesday,  June  19,  1974  and  runs  throughout  the 
day  and  Thursday  until  noon.  It  has  been  cus- 
tomary to  have  a “President’s  Party”  on  Wednes- 
day evening  to  which  all  members  are  invited. 

Many  members  bring  wives  and  children  as 
this  is  a very  informal  and  relaxed  atmosphere 
in  which  even  small  children  find  themselves 
very  much  at  home.  The  scientific  program  will 
be  of  interest  to  specialists  and  generalists  alike 
and  attendance  is  open  to  all  licensed  physicians 
in  the  United  States. 

Cumberland  Foundation  to  Build 
Womens’  Alcoholic  Treatment  Center 

The  Cumberland  Foundation,  a charitable  in- 
stitution which  has  spearheaded  treatment  of 
alcoholism  at  its  Cumberland  Heights  facility  for 
men,  announced  today  a $350,000  fund-raising 
drive  to  construct  a companion  center  for  females 
suffering  the  chronic  illness. 

“Cumberland  Heights  is  proud  to  have  a record 
of  providing  permanent  benefit  to  some  80  per- 
cent of  the  2,200  guest  admissions  who  have 
participated  in  the  program  since  1966,  but  sadly 
we  have  only  gone  part  way  in  attacking  the 
tragedy  of  alcoholism,”  said  J.  Paschall  Davis, 
president  of  the  Cumberland  Foundation. 

“Although  experts  believed  for  years  that  the 
incidence  of  alcoholism  among  women  was  about 
one-fourth  that  of  men,  the  best  estimates  today 
show  that  women  comprise  almost  half  of  the 
nation’s  nine  million  alcoholics,”  Davis  said,  ex- 
plaining that  the  increased  number  of  women 
who  drink  has  been  a part  of  a sharp  national 
increase  in  drinking  by  members  of  both  sexes. 

“The  special  nature  of  alcoholism  among  many 
women  is  that  it  often  grows  hidden  behind  the 
doors  of  their  homes.  This  illness  usually  begins 
as  a result  of  loneliness  in  an  empty  home  while 
husbands  are  away  at  work  and  while  children  are 
either  at  school  or  beginning  their  own  lives,”  he 
said. 

“Cumberland  Heights  already  has  a long-term 
commitment  to  meet  this  challenge  and  assist  the 
afflicted,  but  what  we  do  not  have  is  the  $350,000 
needed  to  construct  a new  building  for  women  at 
the  Cumberland  Heights  farm  and  fund  the  pro- 
gram during  its  first  year  of  operation,”  Davis 
said. 

Plans  for  the  new  facility,  to  be  constructed  on 
part  of  Cumberland  Heights’  177  acres  of  rolling 
farm  land  overlooking  the  Cumberland  River 
northwest  of  Nashville,  call  for  an  all  steel  build- 
ing with  sculptured  steel  exterior  panels  painted 
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white  with  mansard  brown  trim.  The  9,000  square 
foot  building  will  house  sixteen  women  in  eight 
double  rooms.  There  will  also  be  a visitor’s  room, 
counselor’s  office,  recreation  room,  and  library 
in  the  new  building. 

A major  feature  of  the  new  facility  will  be  the 
detoxification  unit,  with  a male  and  female  ward, 
each  capable  of  treating  four  patients.  Comple- 
tion of  the  new  facility  will  be  90  days  after 
ground  breaking. 

Established  by  a wide  group  of  public-spirited 
laymen  and  physicians  as  a nonprofit,  self- 
sustaining  institution,  Cumberland  Heights  em- 
ploys many  of  the  day-by-day  principles  of  Al- 
coholics Anonymous  so  its  guests  learn  how  to 
cope  with  their  problems  together  to  build  a 
future  life  of  happiness  and  sobriety. 

The  existing  Cumberland  Heights  facility  in- 
cludes two  residential  cottages  and  a central 
services  building  where  meals  are  served  “family 
style”  in  a large  dining  room.  The  present 
$600.00  fee  for  three  weeks  includes  all  costs 
of  room,  food,  physical  examinations,  medical 
care,  detoxification  treatment  and  other  neces- 
sities. 

While  Tennesseans  have  comprised  the  largest 
single  group  of  men  treated  at  Cumberland 
Heights,  the  guests — all  of  whom  come  to  the 
facility  on  a strictly  voluntary  basis — represent 
40  states,  4 provinces  of  Canada,  and  several 
foreign  countries. 


pcf/oiKfel  new/ 


DR.  CHARLES  ALLEN,  Johnson  City,  has  been 
named  “Outstanding  Citizen  of  the  Year”  by  the  John- 
son City  Civitan  Club. 

DR.  WILLIAM  P.  BAILEY.  Johnson  City,  has  been 
presented  the  Tennessee  Lung  Association's  “Volunteer 
of  the  Year”  award. 


DR.  JOHN  H.  BOWEN,  M.D.,  Louisville,  has  been 
named  Fellow  in  the  American  College  of  Radiology. 

DR  WALTER  E.  DERRYBERRY,  Cookeville,  has 
been  installed  as  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists. 

DR.  RICHARD  L.  DeSAUSSURE.  Memphis,  has 
been  elected  president-elect  of  the  American  Associa- 
tion of  Neurological  Surgeons. 

DR.  STEPHEN  KRAUSS,  Knoxville,  has  received 
certification  in  the  field  of  oncology  from  the  American 
Board  of  Internal  Medicine. 

DR.  LAWRENCE  MOFFATT,  Johnson  City,  has  sub- 
mitted his  resignation  as  director  of  the  Tri-County 
Health  District  and  has  assumed  full-time  director  of 
the  Washington  County  Health  Department. 

DR.  JAMES  J.  NICKSON,  Memphis,  has  been  ap- 
pointed the  first  director  of  the  Memphis  Cancer  Re- 
search and  Clinical  Center. 

DR.  DILLARD  M.  SHOLES,  JR.,  Johnson  City,  has 
been  re-elected  to  the  board  of  directors  of  the  Blue 
Cross-Blue  Shield  of  Tennessee. 

DR.  HARRISON  J.  SHULL,  Nashville,  has  been  elected 
Vice  President  of  the  American  College  of  Physicians. 

DR.  M.  FRANK  TURNEY,  Knoxville,  has  been  in- 
stalled as  President  of  the  Southern  Neurosurgical 
Society. 

DR.  CLAUDE  M.  WILLIAMS,  Cookeville,  has  been 
appointed  to  the  State  Health  Planning  Council  by 
Governor  Winfield  Dunn. 


announcement/ 


CALENDAR  OF  MEETINGS 

STATE 

June  18-21  Emergency  Care  and  Transportation  of 
the  Sick  and  Injured,  U.T.  College  of 
Medicine,  Memphis 

June  19-20  Upper  Cumberland  Medical  Society,  80th 
Annual  Meeting,  Donoho  Hotel,  Red 
Boiling  Springs 


^ ^ 

Common  Language  Urged  for  Medical  Procedures 

CPT-3  means  Current  Procedural  Terminology — 3rd  Edition.  It  is  described  as  “a  common 
language  that  accurately  describes  the  kinds  and  levels  of  services  provided  and  that  can 
serve  as  a basis  for  coverage  and  fee  determination.” 

CPT-3  was  developed  in  book  form  by  the  American  Medical  Association  as  a coded 
reporting  system  suitable  for  computer  handling.  It  has  been  widely  adopted  across  the 
nation.  The  AMA  system  assigns  a code  number  to  each  of  the  thousands  of  different 
medical  procedures  that  may  be  performed  in  treating  illness.  Each  number  signifies  a specific 
aspect  of  treatment.  These  numbers  can  be  easily  fed  into  computers  for  record  keeping. 
What  does  CPT-3  mean  to  the  individual  patient?  It  means  better  medical  care.  It's  a 
check  list  for  doctors  to  insure  that  they  have  done  everything  needed  to  insure  rapid 
recovery.  It  makes  it  much  easier  to  monitor  costs  of  health  care.  It  speeds  and  simplifies 
review  procedures,  whereby  a medical  committee  can  check  up  on  the  handling  of  a case. 
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Because  you 
practice 

medicine  in  the 
\blunteer  State 
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ifou  carry  one  of  the  heaviest 
jatient  loads  in  the  country, 
since  this  may  include 
i number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax" 


Helps  reduce 

anxiety-related  G.I.  symptoms 

A patient  may  blame  his  attacks  of  gastritis  or 
duodenitis  on  “something  he  ate”  but  contribut- 
ing factors  may  be  his  job, 
marital  problems,  financial 
worries  or  some  other  unmen- 
tioned source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

Whether  it  is  “something 
he  ate”  or  “something  eating  him,”  adjunctive 
Librax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
help  relieve  excessive  anxiety,  and  the  dependable 
anticholinergic  action  of  Quarzan®  (clidinium  Br), 
that  can  help  reduce  gastrointestinal  hypermotility 
and  hypersecretion. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
trophy and  benign  bladder  neck  obstruction:  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
tion or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  ( e.g excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 

and  duodenitis 

-w-  •<*  adjunctive 

Librax*^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Ad  verse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Eloffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

20th  Annual  OB-GYN  Seminar 

INSTITUTE  FOR  SEX  RESEARCH 
1974  SUMMER  PROGRAM  IN 
HUMAN  SEXUALITY 
June  16-27,  1974 

Lecture  course,  forums  on  sociosexual  issues,  sex 
counseling  symposium,  attitude-reassessment  program. 
Registration  fee:  $285.00.  Registration  ends  May  17. 
Write:  Institute  for  Sex  Research — Summer  Program 
416  Morrison  Hall 
Indiana  University 
Bloomington.  IN  47401 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 


Anesthesiology  Bradley  E.  Smith.  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 


Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology  . . Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Symposium  on  the  Recent  Advances 
In  the  Practical  Management 
Of  Allergic  Diseases 

A 3-day  symposium  will  be  held  for  the  general 
medical  community  at  a resort  hotel  this  summer  or 
early  fall,  with  outstanding  specialists  in  the  field  of 
allergy  as  featured  speakers.  A golf  and  tennis  tourna- 
ment will  be  held  in  conjunction  with  this  symposium. 
Please  contact: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 
Asheville,  NC  28801 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
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for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

* * * 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21 -month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health:  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CDT;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CDT. 

For  telephone  numbers,  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

20th  Annual  OB-GYN  Seminar 

The  20th  Annual  OB-GYN  Seminar  will  be  held 
again  this  year  in  Asheville,  North  Carolina  at  the 
Grove  Park  Inn,  July  21  through  July  26. 

A wide  variety  of  subjects  in  obstetrics  and  gyne- 


cology will  be  presented  and  program  participation  will 
include  the  medical  schools  of  North  Carolina,  Duke, 
Bowman  Gray  and  the  Medical  College  of  Virginia,  in 
addition  to  outstanding  speakers  from  other  areas. 

For  registration  information,  please  contact  the  Secre- 
tary, Dr.  George  T.  Schneider,  1514  Jefferson  Highway, 
New  Orleans,  Louisiana  (Jefferson)  70121. 


Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee’s  practicing  phy- 
sicians and  research  scientists,  Vanderbilt’s  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203,  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored”  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center’s  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 


Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1974  will 
be  held  October  26  through  November  1,  1974,  in  the 
Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital.  The  Department  of  Otolaryngology  of  the 
Abraham  Lincoln  School  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  offers  a condensed  basic 
and  clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Emanual  M.  Skolnik,  M.D.,  with 
Burton  J.  Soboroff,  M.D.,  as  co-chairman.  This  pro- 
gram is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998,  Chicago,  IL  60680. 


Workshop  on  the  Surgery 
Of  Chronic  Ear  Disease 

The  Department  of  Otolaryngology  of  the  University 
of  Illinois,  Abraham  Lincoln  School  of  Medicine,  an- 
nounces a Workshop  on  the  Surgery  of  Chronic  Ear 
Disease  to  be  held  October  2 through  4,  1974. 

The  workshop  will  deal  with  canal  preservation  in 
surgery  for  cholesteatoma.  The  technic  of  canal  pres- 
ervation will  be  taught  by  closed  circuit  surgical  color 
television  and  temporal  bone  dissection.  Seminars  will 
be  held  to  discuss  the  difficulties  and  complications  of 
these  technics. 

Interested  registrants  may  write  directly  to  the  De- 
partment of  Otolaryngology,  University  of  Illinois  Hos- 
pital Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  Illinois  60612. 
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AND  OTHER  DRUG  DEPENDENCY  CONDITIONS 


A unique  original  program  of  recovery  with  a different  approach. 


For  information  or  to  admit  patients  contact: 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


WILLINGWAY  HOSPITAL 
311  Jones  Mill  Road 
P.O.  Box  508,  Statesboro,  Georgia  30458 
(912)  764-623S 


Dorothy  R.  Mooney 
Administrator 


MEMBER  GEORGIA  HOSPITAL  ASSOCIATION 


Maternal  and  Child  Health  Program 

The  Maternal  and  Child  Health  Program  of  the 
University  of  California  School  of  Public  Health  at 
Berkeley  announces  postgradaute  courses  of  instruc- 
tion for  pediatricians,  obstetricians,  and  other  phy- 
sicians interested  in  receiving  training  in  the  field  of 
Maternal  and  Child  Health.  These  programs  all  lead 
to  the  degree  of  Master  of  Public  Health.  Tax-exempt 
Fellowships  are  available,  consisting  of  support  for 
the  trainee  and  his  dependents,  tuition  and  fees. 

Program  areas  at  the  present  time  include  nine- 
month  programs  in  Maternal  and  Child  Health.  Day 
Care  and  the  Preschool  Child,  Health  of  School-Age 
Children  and  Youth,  and  Maternal  Health  and  Family 
Planning.  Twenty-one  month  programs  in  Care  of 
Handicapped  Children,  Comprehensive  Health  Care 
and  Perinatology  are  also  available. 

Applications  are  now  being  accepted  for  the  group 
entering  September,  1975.  For  information,  write  to 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health. 
University  of  California,  Berkeley,  California  94720. 


Schedule  for  Upcoming  CME  Programs 

June  3-  GOOD  TENNIS  IS  GOOD  MEDICINE, 

June  16  with  Robert  Nirschl.  M.D.,  Chief  Ortho- 
pedic Surgery,  Northern  Virginia  Doc- 
tors Hospital;  Attending  Orthopedic 
Surgeon,  Arlington  Hospital;  Chairman, 
Committee  on  Medical  Aspects  of  Sports 
of  the  Medical  Society  of  Virginia; 
Clinical  Instructor  in  Orthopedic  Surgery, 
Georgetown  University  School  of  Med- 
icine, Washington.  D.C. 

EMERGENCY  TRANSVENOUS  CAR- 
DIAC PACING,  with  Doris  J.  W. 
Escher,  M.D.,  Attending  Physician,  De- 
partment of  Medicine,  Cardiology  Divi- 
sion: Physician-in-Charge.  Cardiac  Cathe- 
terization Unit,  Montefiore  Hospital  and 
Medical  Center.  Bronx,  New  York. 

SCANNING  THE  BRAIN  IN  CROSS 
SECTION,  with  Paul  Frederick  New. 
M.D.,  Chief  of  Neuroradiology.  Massa- 
chusetts General  Hospital;  and  Assistant 
Professor  of  Radiology.  Harvard  Med- 
ical School,  Massachusetts. 


June  17-  LICE,  MITES,  AND  MAN.  with  Silas 

July  14  O'Quinn.  M.D.,  Dermatologist  and  Dean 

of  Medicine;  and  Harold  Trapido.  M.D., 
Professor  of  Tropical  Medicine  and 
Medical  Parasitology:  both  of  Louisiana 
State  University  Medical  Center,  New 
Orleans. 

ULTRASONIC  IMAGING:  ECHOES 

WITH  ANSWERS,  with  Barry  Goldberg. 
M.D.,  Assistant  Professor  of  Radiology, 
Temple  University  Health  Sciences  Cen- 
ter; and  Head.  Section  of  Diagnostic 
Ultrasound.  Episcopal  Hospital,  Phila- 
delphia. 


LONG-TERM  PACEMAKER  THER- 
APY, with  Doris  J.  W.  Escher,  M.D., 
Attending  Physician.  Department  of 
Medicine,  Cardiology  Division  and 
Physician-In-Charge,  Cardiac  Catheter- 
ization Unit;  and  Seymour  Furman, 
M.D.,  Associate  Attending  Surgeon  De- 
partment of  Cardiothoracic  Surgery; 
both  of  Montefiore  Hospital  and  Medical 
Center,  New  York. 

For  more  information  about  NCME  write  The 
Network  for  Continuing  Medical  Education.  15 
Columbus  Circle.  New  York.  New  York  10023. 


PAS  and  MAP  Tutorial  Sessions* 

These  two-day  sessions  teach  representatives  from 
member  hospitals  how  to  do  medical  audit  studies 
using  their  own  PAS  system  reports.  PSRO  health 
care  legislation  and  the  way  CPHA  resources  can  help 
both  hospitals  and  PSROs  are  presented. 

10- 11  July  1974 

7-  8 August  1974 

11- 12  September  1974 

2-  3 October  1974 

6-  7 November  1974 

11-12  December  1974 


PAS  and  MAP  Institutes* 

PAS  and  MAP  Institutes  are  held  for  nonmember 
hospitals  and  health  care  organizations  to  present  a 
comprehensive  review  of  the  various  CPHA  programs. 
The  Institutes  emphasize  applications  to  the  PSRO 
portion  of  PL  92-603. 

5 September  1974 
5 December  1974 


PAS  and  MAP  Regional  Workshops* 

Regional  workshops,  open  to  both  member  and 
nonmember  hospitals  and  health  care  organizations, 
teach  how  to  do  medical  audit  studies,  using  sample 
PAS  and  MAP  reports.  CPHA  resources  to  help 
hospitals  and  PSROs  are  discussed. 


16  July  1974 

18  July  1974 
27  August  1974 
29  August  1974 
26  September  1974- 
8 October  1974 

11  October  1974 

12  November  1974- 
14  November  1974- 

17  December  1974- 


-Saint  John,  New  Brunswick, 
Canada 

-Albany,  New  York 
-Edmonton,  Alberta.  Canada 
-Denver,  Colorado 
-Washington.  D.C. 

-Vancouver,  British  Columbia, 
Canada 

-Honolulu,  Hawaii 
-Charlotte,  North  Carolina 
-New  Orleans,  Louisiana 
-Oklahoma  City,  Oklahoma 
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Course  In  Techniques  for  the  Health 
Record  Analyst 

The  health  record  analyst’s  role  as  an  expert  in  how 
to  evaluate  the  quality  of  patient  care  is  explored  in 
detail  in  these  intensified  sessions.  They  are  open  to 
member  and  nonmember  hospitals  and  health  care 
organizations.  The  PAS  system  reports  are  used  to 
teach  the  techniques  of  health  record  analysis. 

29  July — 2 August  1974 
12-16  August  1974 

16-20  September  1974 
7-11  October  1974 
11-15  November  1974 
16-20  December  1974 

Coding  and  Abstracting  Institutes 

Open  to  all  medical  record  personnel  using  H-ICDA, 
these  one-day  sessions  are  designed  to  review  the 
basic  principles  of  H-ICDA  coding.  Methods  of  PAS 
abstracting  are  also  discussed. 

16- 18  July  1974  — Edmonton.  Alberta,  Canada 

13-15  August  1974  — Seattle,  Washington 

17- 19  September  1974 — Boston,  Massachusetts 

8-10  October  1974  — Chicago,  Illinois 

19-21  November  1974 — Los  Angeles,  California 
3-  5 December  1974 — St.  Louis,  Missouri 

“Progress  Against  Cancer”:  Film 
From  National  Institutes  of  Health 

“ Progress  Against  Cancer ” is  a 57-minute  color  film 
that  illustrates  how  modern  research  has  solved  many 
of  the  disease's  mysteries  thus  greatly  improving  the 
victim’s  chances  to  survive.  John  Wayne,  Dionne 
Warwicke,  Ann  Baxter,  Mario  Thomas  and  Gregory 
Peck  head  up  the  large  cast  of  individuals  in  the  film. 
Sponsored  by  the  National  Institutes  of  Health,  the 
film  is  available  for  free-loan  from  Association-Sterling 
Lilms,  866  Third  Avenue,  New  York  10022. 

Major  medical  centers  throughout  the  nation  serve 
as  the  setting  for  interviews  with  doctors,  researchers, 
patients  and  families  deeply  involved  in  and  affected 
by  cancer.  The  film  will  provide  a greater  understand- 
ing of  the  emotional  impact,  cause  and  prevention, 
diagnosis  and  treatment,  and  past,  present  and  future 
research. 

Viewers  will  be  given  an  address  to  write  for  addi- 
tional information  on  the  disease. 


* Academic  Credit 

Lully  approved  by  AMA  Council  on  Continuing 
Medical  Education.  Attendance  applies  toward  AMA 
Physician’s  Recognition  Award  (Category  1). 
Acceptable  for  elective  hours  from  American  Academy 
of  Family  Physicians 

All  sessions  are  held  at  CPHA  in  Ann  Arbor,  unless 
otherwise  specified. 
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Lor  information,  write  Commission  on  Professional 
and  Hospital  Activities,  1968  Green  Road,  Ann  Arbor, 
Michigan  48105. 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

NATIONAL  CONFERENCE  ON  ADVANCES 
IN  CANCER  MANAGEMENT 

PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel — New  York  City 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

NATIONAL  CONFERENCE  ON  ADVANCES 
IN  CANCER  MANAGEMENT 

PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 

AMERICAN  CANCER  SOCIETY’S 
NATIONAL  CONFERENCE  ON 
GYNECOLOGIC  CANCER 

September  18-20,  1975 
Marriott  Hotel — Philadelphia,  Pennsylvania 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

EIGHTH  NATIONAL  CANCER  CONFERENCE 

September  20-22,  1976 
Regency  Hyatt  Hotel — Atlanta,  Georgia 

These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician's  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

Course  in  Laryngology 
And  Bronchoesophagology 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine,  University  of  Illinois  and 
the  Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital,  will  conduct  a continuing  education  course 
in  Laryngology  and  Bronchoesophagology  November 

18-23,  1974.  The  course  is  limited  to  twenty  phy- 
sicians and  will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D.  It  will  be  held  largely  at  the  Eye 
and  Ear  Infirmary,  1855  West  Taylor  Street,  Chicago, 
and  will  include  visits  to  a number  of  other  Chicago 
hospitals.  Instruction  will  be  provided  by  means  of 
animal  demonstrations  and  practice  in  bronchoscopy 
and  esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  physicians  will  please  write  directly  to 
the  Department  of  Otolaryngology,  Eye  and  Ear  In- 
firmary, 1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 
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Surgical  Management  of  Hyperthyroidism: 
Current  Indications  And  Results 


Thyroidectomy  was  the  only  mode  of  therapy 
for  hyperthyroidism  from  1 895  when  introduced 
by  Kocher  until  the  introduction  of  radioactive 
iodine  in  1942.  Subsequent  discovery  of  the 
antithyroid  effects  of  thiouracil  derivatives  pro- 
vided a third  method  of  therapy.  Although  the 
efficacy  of  each  modality  is  accepted,  controversy 
exists  regarding  the  selection  of  therapy. 

Antithyroid  drugs  may  effect  an  euthyroid  state 
after  several  weeks  of  therapy.  However,  symp- 
toms usually  return  when  the  drugs  are  discon- 
tinued. Skin  reactions  and  blood  dyscrasias  are 
not  uncommon.  Radioactive  iodine  (131I)  will 
abolish  the  hyperthyroid  state.  However,  this 
may  require  weeks  or  months.  Although  fear  of 
late  carcinogenesis  from  131I  remains  unfounded, 
radioactive  iodine  is  seldom  recommended  for 
children  or  women  in  the  childbearing  age  group. 
It  cannot  be  used  during  pregnancy.  The  inci- 
dence of  hypothyroidism  is  high  after  treatment 
with  131I,  approaching  80  percent  at  15  years  in 
one  recent  study.1 

Subtotal  thyroidectomy  dependably  and  quickly 
achieves  the  goal  of  euthyroidism,  but  at  the  cost 
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of  hospitalization  and  the  risks  and  discomfort 
of  an  operative  procedure.  The  impressive  list 
of  possible  operative  complications  has  been 
well  publicized  by  advocates  of  nonoperative 
therapy.  However,  the  complications  of  ther- 
apeutic failure  and  hypothyroidism  are  less  fre- 
quent after  thyroidectomy  than  other  forms  of 
therapy.2  Preoperative  preparation  with  anti- 
thyroid drugs  to  achieve  an  euthyroid  state  and 
the  addition  of  Lugol’s  iodine  solution  have  elim- 
inated the  complication  of  thyroid  storm.  Re- 
finements in  operative  technic  have  reduced  the 
incidence  of  recurrent  laryngeal  nerve  injury  to 
less  than  0.5  percent.3'4’5  Increasing  operative 
experience  with  parathyroid  glands  and  greater 
facility  in  their  identification  may  be  responsible 
for  the  decreasing  incidence  of  hypoparathyroid- 
ism.6 The  present  mortality  rate  in  patients  op- 
erated upon  by  an  experienced  surgeon  is  less 
than  0.2  percent  and  no  deaths  have  occurred 
in  several  large  series.5'7'8 

Factors  influencing  choice  of  therapy  for  hyper- 
thyroidism include  the  patient’s  age,  sex,  gland 
size,  severity  of  disease  and  response  to  anti- 
thyroid drugs.  The  patient’s  dependability  in 
taking  medications  and  his  availability  for  long- 
term follow-up  should  be  considered.  The  avail- 
ability of  treatment  modalities  will  be  a consid- 
eration for  some  practitioners.  The  following 
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discussion  categorizes  patients  who  are  suitable 
for  surgical  management. 

INDICATIONS  FOR  SURGICAL 
MANAGEMENT 

Antithyroid  drugs  have  found  their  place  in 
preoperative  preparation  of  the  hyperthyroid 
patient  and  in  effecting  early  control  in  the  patient 
for  whom  131I  is  chosen.  As  the  incidence  of 
recurrent  symptoms  after  even  long-term  treat- 
ment is  greater  than  50  percent,  these  drugs  are 
not  considered  a definitive  mode  of  treatment 
except  in  selected  children.  The  physician’s  choice 
of  treatment  is  between  subtotal  thyroidectomy 
and  131I. 

The  following  groups  of  patients  are  considered 
candidates  for  surgical  management:  1)  Adults 

under  40  years  of  age  with  diffuse  thyroid  en- 
largement. 131I  may  be  substituted  in  some  of 
these  patients  who  cannot  be  rendered  euthyroid 
in  a reasonable  period  of  time.  Operative  man- 
agement is  particularly  applicable  in  women  of 
this  age  group;  2)  Adults  of  any  age  with  nodular 
goiters  and  hyperthyroidism  in  whom  coexistent 
neoplasm  cannot  be  ruled  out;  3)  The  pregnant 
patient.  Here  rapid  return  to  the  euthyroid  state 
is  necessary  to  avoid  transient  hyperthyroidism 
of  the  newborn  131I  cannot  be  given  and  anti- 
thyroid drugs  potentially  induce  hypothyroidism 
in  the  fetus  (cretinism).  Subtotal  thyroidectomy 
is  recommended  if  an  euthyriod  state  can  be 
achieved  in  the  second  or  early  third  trimester 
using  modest  doses  of  antithyroid  drugs;  4)  The 
child  with  recurrent  symptoms  after  antithyroid 
drugs;  5)  The  patient  with  associated  disease, 
cardiac  or  other,  in  whom  certain,  rapid  control 
is  desirable9 

Because  of  the  increased  technical  difficulties 
that  could  result  in  recurrent  laryngeal  nerve  in- 
jury and/or  hypoparathyroidism,  operation  is 
contraindicated  in  patients  who  have  had  previous 
thyroid  surgical  procedures.  131I  is  recommended 
for  adults  and  prolonged  antithyroid  drug  man- 
agement for  children  of  this  group. 

PREOPERATIVE  AND  OPERATIVE 
MANAGEMENT 

Preoperative  preparation  with  antithyroid  drugs 
is  indicated  to  achieve  an  euthyroid  state.  Opera- 
tion upon  a toxic  patient  is  rarely  justified.  Al- 
though partial  thyroidectomy  may  safely  be 
performed  on  the  mildly  toxic  patient  after  a 
short  course  of  iodine  alone,  the  usual  patient 
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will  require  a three  to  six  week  course  of  anti- 
thyroid drugs.  Subjective  symptomatic  improve- 
ment, pulse  rate,  weight  gain  and  decrease  in 
gland  size  are  reference  points.  When  the  patient 
is  clinically  euthyroid,  Lugol’s  solution  is  added 
and  operation  scheduled  for  7 to  10  days  later. 
Preoperatively  a baseline  serum  calcium  and 
phosphorus  should  be  determined.  Because  10 
percent  of  normal  individuals  have  a positive 
Chvostek’s  sign,  this  should  be  looked  for.  Vocal 
cord  position  and  function  are  documented  by 
indirect  laryngoscopy. 

The  operative  procedure  is  performed  under 
general  endotracheal  anesthesia.  A low,  trans- 
verse collar  incision  is  made  and  skin  flaps  ele- 
vated. The  strap  muscles  are  retracted  laterally, 
or  divided,  to  provide  adequate  exposure.  The 
entire  thyroid  gland  is  then  examined.  After  the 
middle  thyroid  vein  is  divided,  the  thyroid  lobe 
is  retracted  medially  to  expose  the  inferior  thyroid 
artery.  This  artery  is  identified  as  a landmark 
for  localization  of  the  recurrent  laryngeal  nerve 
but  should  not  be  divided  as  this  may  increase 
the  incidence  of  hypoparathyroidism.  The  re- 
current nerve  is  identified  in  the  tracheo- 
esophageal groove  under  the  artery  and  traced 
until  it  enters  the  cricothyroid  membrane.  The 
suspensory  ligament  of  the  thyroid  is  incised  and 
the  upper  pole  freed  from  the  trachea  by  blunt 
dissection.  The  superior  laryngeal  nerve  should 
be  identified  and  protected  as  the  upper  pole 
vessels  are  doubly  clamped,  divided  and  ligated. 

Care  is  taken  not  to  disturb  the  parathyroid 
glands,  usually  visible  high  posteriorly  on  the 
upper  pole  and  at  the  bifurcation  of  the  inferior 
thyroid  artery.  The  lobe  is  excised  leaving  2 to 
4 grams  of  tissue  on  the  lateral  trachea  wall  just 
medial  to  the  inferior  thyroid  artery.  The  same 
procedure  is  accomplished  on  the  opposite  side. 
After  meticulous  hemostasis  is  accomplished,  suc- 
tion catheters  are  placed,  the  strap  muscles  reap- 
proximated if  divided,  and  the  skin  closed. 
Suction  catheter  drainage  obviates  the  tradi- 
tional bulky  neck  dressing.  The  patient  may  have 
a liquid  diet  the  evening  of  the  procedure.  Suction 
catheters  are  usually  removed  and  serum  calcium 
and  phosphorus  checked  on  the  first  postopera- 
tive day.  One  half  of  the  skin  sutures  are  re- 
moved on  the  second  day,  and  the  patient  dis- 
charged on  the  third  postoperative  day  following 
removal  of  the  remaining  skin  sutures.  The  re- 
cuperation period  extends  an  additional  10  to 
14  days. 

The  patient  should  be  examined  and  thyroid 
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function  tests  evaluated  at  periodic  intervals.  The 
development  of  hypothyroidism  is  very  unlikely 
after  three  years  following  the  subtotal  thyroid- 
ectomy. 

RESULTS  OF  SURGICAL  TREATMENT 

All  patients  with  hyperthyroidism  treated  by 
subtotal  thyroidectomy  at  the  Vanderbilt  Univer- 
sity Hospital,  Nashville  Metropolitan  General 
Hospital,  and  St.  Thomas  Hospital  between  1960 
and  1970  have  recently  been  evaluated.5  Follow- 
up studies  averaging  6.7  years  are  available  on 
75  percent  of  the  254  patients.  Preoperative 
preparation  included  antithyroid  drugs  and  iodine 
in  65  percent  but  iodine  alone  was  used  in  19 
percent  and  9 percent  were  operated  upon  with 
no  preoperative  preparation. 

TABLE  1 

POSTOPERATIVE  COMPLICATIONS  FOLLOWING 

THYROIDECTOMY  FOR  HYPERTHYROIDISM 
IN  254  PATIENTS 


Mortality 

0 % 

Thyroid  Storm 

0 % 

Minor  Wound  Infections 

3 % 

Temporary  Tracheostomy 

0.4% 

Recurrent  Nerve  Injury 

0.4% 

Hypoparathyroidism 

1 .9% 

Immediate  complications  are  tabulated  in  Table 
1.  There  were  no  operative  deaths.  Also  there 
were  no  deaths  in  a previous  study  of  thyroid- 
ectomy for  hyperthyroidism  from  these  hospitals. 
The  combined  series  span  a 30  year  period. 
Thyroid  storm  did  not  occur  in  this  study.  Com- 
plications included  seven  minor  wound  problems, 
and  in  one  patient  a temporary  tracheostomy  was 
performed  because  of  hematoma.  Although  some 
temporary  voice  change  was  reported  by  14 
patients,  only  one  patient  had  evidence  of  recur- 
rent laryngeal  nerve  injury  and  this  patient  was 
asymptomatic  after  six  months.  Sixteen  patients 
received  calcium  supplement  while  in  the  hospital 
but  only  seven  patients  were  discharged  on  oral 
calcium.  On  follow-up  evaluation  only  three 
patients  were  found  to  require  daily  calcium  and 
two  other  patients  took  occasional  calcium  sup- 
plement. The  incidence  of  hypoparathyroidism 
was  1.9  percent. 

Recurrent  hyperthyroidism  occurred  in  eight 
patients  (4.2  percent).  These  patients  were 
treated  with  131I.  The  incidence  of  postoperative 
hypothyroidism  could  not  be  accurately  de- 
termined from  this  study  because  many  patients 
were  given  thyroid  supplement  postoperatively 


on  a routine  basis.  Other  patients  had  been 
given  thyroid  supplement  because  of  various  minor 
complaints  without  documentation  of  hypothyroid- 
ism. The  incidence  of  postoperative  hypothyroid- 
ism after  operation  in  other  studies  has  ranged 
from  25  to  43  percent. 6J0 

SUMMARY 

This  retrospective  study  supports  continued  use 
of  subtotal  thyroidectomy  for  hyperthyroidism. 
Operation  is  accomplished  with  an  increasingly 
low  rate  of  complications  because  of  improved 
preoperative  preparation,  anesthesia,  and  opera- 
tive technic.  The  surgeon  no  longer  needs  to 
operate  upon  the  thyrotoxic  patient  with  the  risk 
of  storm  and  death.  He  need  no  longer  operate 
upon  the  greatly  enlarged,  vascular  friable  gland 
which  predisposed  to  recurrent  laryngeal  nerve 
injury,  hematoma,  and  inadvertent  parathyroid 
excision.  When  operation  is  chosen  today,  the 
referring  physician  may  reasonably  assume  that 
his  well-prepared  euthyroid  patient  can  expect 
a short  hospital  stay,  minimal  discomfort,  rapid 
cure  of  his  disease,  and  a cosmetic  improvement 
with  minimal  chance  of  complications. 
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The  Treatment  of  Hyperthyroidism 

With  Radioactive  Iodine 


Hyperthyroidism  is  no  longer  defined  purely 
by  the  classical  descriptive  relationships  that  we 
recognize  as  Graves’  disease  or  as  Plummer’s 
disease.  Now,  a listing  of  etiologies  of  hyper- 
thyroidism would  include  Graves’  disease,  toxic 
multinodular  goiter,  toxic  uninodular  goiter,  T3 
toxicosis,1  subacute  thyroiditis,2  Jodbasedow’s  dis- 
ease,3 factitia,4  choriocarcinoma,5  hydatidiform 
mole,6  struma  ovarii,  TSH  producing  pituitary 
tumor,7  increased  TRH  secretion  by  the  hypo- 
thalmus,8  and  thyroid  cancer  with  functioning 
metastases.  Although  the  lion’s  share  of  newly 
diagnosed  cases  of  hyperthyroidism  present  as 
classical  Graves’  disease,  these  other  etiologies  of 
hyperthyroidism  must  be  kept  in  mind.  The  best 
treatment  of  Graves’  disease  is  that  which  offers 
relief  in  a reasonable  length  of  time  with  a high 
remission  rate  and  low  exacerbation  rate,  offers 
the  least  economic  loss  to  the  patient  or  third 
party  payer,  and  carries  the  least  hazard  of  any 
therapeutic  modality.  Radioactive  iodine  ap- 
pears to  be  that  treatment.9,10 

Prior  to  1964,  Graves’  disease  was  commonly 
treated  with  7 to  12  millicuries  of  131I.  The 
remission  rate  approached  95  percent,  but  the 
complication  of  long  term  hypothyroidism  was 
recognized  with  almost  40  percent  of  the  patients 
becoming  hypothyroid  in  the  first  year,  and  sub- 
sequent hypothyroidism  accumulating  at  a rate 
of  approximately  3 percent  per  year  with  no 
leveling  off.11  Subsequently,  several  groups  used 
two  to  four  millicuries  of  131I  for  a therapeutic 
dose.9,12  This  resulted  in  only  7 percent  of  the 
patients  becoming  hypothyroid  in  the  first  year, 
and  a subsequent  cumulative  rate  of  hypothyroid- 
ism of  between  two  and  three  percent  per  year. 
This  would  lead  to  49  percent  of  the  patient  be- 
coming hypothyroid  by  the  time  17  years  had 
elapsed.  This  is  essentially  identical  to  the  rate 
noted  after  surgery  for  hyperthyroidism.  Unfortu- 
nately, the  remission  rate  also  dropped  so  that  it 
took  longer  to  achieve  a euthyroid  state. 

At  one  extreme  workers  treat  with  two  to  three 
millicuries  of  131I  plus  stable  iodine,  while  at  the 

From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital.  Nashville,  Tenn.  37203. 
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other  extreme,  several  workers  treat  with  9 milli- 
curies of  131I,  making  almost  all  the  patients 
hypothyroid  and  immediately  starting  thyroid  re- 
placement therapy.10 

Most  physicians  in  nuclear  medicine  treat  with 
a dose  of  between  3 and  9 millicuries  of  131I 
(usually  five  to  six  millicuries),  accepting  this  as 
the  best  compromise  between  these  two  ther- 
apeutic approaches.  (Table  1)  While  larger  doses 
are  administered  if  the  gland  is  big,  generally, 
efforts  to  titrate  dose  against  estimated  gland  size 
and  activity  are  temporized  because  of  the  inher- 
ent vagaries  of  such  estimates.  A response  pat- 
tern to  this  therapy  demonstrates  that  most 
patients  are  controlled  within  two  months  and  if 
re-treatment  is  necessary,  it  usually  is  done  within 
two  to  three  months  after  the  time  of  initial 
therapy.  Although  this  mode  of  therapy  with  this 
response  pattern  approaches  a 92  percent  remis- 
sion rate  and  an  8 percent  exacerbation  rate,  the 
residual  problems  which  are  disease  related,  such 
as  orbital  changes,  the  integumentary  changes  and 
the  skeletal  changes  usually  respond  in  a pattern 
that  is  almost  independent  of  the  remission  of  the 
hypermetabolic  state.10 

The  acute  complications  of  131I  therapy  of 
Graves’  disease  are  quite  rare.  Thyroiditis  occa- 
sionally develops  within  the  first  two  to  five  days 
and  is  transient  and  minimal.  In  Graves'  disease 
a transient  release  of  stored  hormones  which 
could  induce  exacerbation  of  congestive  heart 
failure  or  arrythmia  is  almost  never  seen.13  This 
complication  arises  principally  in  the  treatment  of 
toxic  multinodular  goiter.14  Delayed  complications 
include  hypothyroidism  (which  has  already  been 
discussed),  hypoparathyroidism,  and  develop- 
ment of  nodules.  At  the  present  time  three  cases 
have  been  reported  of  hypoparathyroidism  devel- 
oping after  131I  therapy  for  hyperthyroidism.10 
Since  over  50,000  cases  have  been  treated,  this 
complication  of  hypoparathyroidism  is  so  infre- 
quent as  to  probably  be  considered  an  inde- 
pendently occurring  disease  entity  rather  than  a 
disease  secondary  to  the  therapy. 

Although  the  first  reports  of  the  use  of  radio- 
active iodine  for  treatment  of  hyperthyroidism 
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were  published  in  1946,  its  use  was  limited  prin- 
cipally to  the  older  person  because  of  fears  of 
cancer  or  leukemia  being  induced  by  the  radio- 
activity.15 These  fears  have  proved  to  be  illusory. 
A survey  in  1967, 16  showed  that  in  22,000  patients 
treated  with  131I  and  14,000  patients  treated  with 
drugs  or  surgery,  the  incidence  of  leukemia  did 
not  differ  between  the  two  groups.  A second 
report  delivered  at  the  meeting  of  the  American 
Medical  Association  in  1969, 17  stated  that  the 
preliminary  analyses  of  almost  50,000  cases  in- 
dicates that  the  incidence  of  thyroid  cancer  is  not 
different  in  those  treated  by  thyroidectomy  and 
those  treated  with  radioactive  iodine. 

In  part  because  of  these  reports  allaying  the 
fears  of  cancer  and  leukemia  and  in  part  because 
of  some  failures  with  both  surgery  and  antithyroid 
drugs  for  the  treatment  of  hyperthyroidism,  there 
has  been  a general  lowering  of  the  age  limits  for 
the  treatment  of  hyperthyroidism  with  radioactive 
iodine.  Now,  there  are  many  large  centers  in  the 
United  States  where  children  with  hyperthyroid- 
ism are  preferentially  treated  with  radioactive 
iodine.18  The  possible  genetic  damage  that  could 
theoretically  accrue  as  a result  of  radioactive 
therapy  has  been  calculated  to  be  miniscule.19'20 
The  conclusion  of  the  atomic  bomb  casualty  com- 
mission21 that  there  were  no  demonstrable  in- 
creases in  congenital  anomalies,  stillbirths,  or  in- 
fant mortality  in  persons  born  of  parents  exposed 
to  very  great  radiation  dosage  (much  greater  than 
that  present  from  doses  of  131I  given  in  the  treat- 
ment of  hyperthyroidism)  also  suggest  that  the 
genetic  problems  may  be  miniscule. 

Since  children  were  generally  not  treated  with 
131I  for  hyperthyroidism  prior  to  the  last  10  years, 
another  20  years  may  elapse  before  the  question 
of  long  term  danger,  either  in  terms  of  carcinoma 
or  genetic  damage,  can  be  answered  on  the  basis 
of  experience  rather  than  on  the  basis  of  uncon- 
firmed predictions.  Despite  the  1969  AMA 
report  referred  to  previously,  the  fact  that  14 
documented  cases  of  thyroid  cancer  after  131I 
therapy  have  reached  the  literature  still  requires 
some  caution.  Perhaps  treatment  with  enough 
radioiodine  to  produce  a rapid  one  dose  cure 
would  be  preferable  to  a low  dose  of  13  4I  which 
could  cause  radiation  damage  without  sterilization 
of  follicular  cells.22 

While  radioactive  iodine  is  clearly  the  therapy 
of  choice  for  Graves’  disease  (even  in  younger 
patients)  the  use  of  radioactive  iodine  for  therapy 
of  the  toxic  multinodular  or  uninodular  goiter 


presents  an  entirely  different  problem.23  Although 
these  two  entities  can  be  treated  with  radioactive 
iodine  provided  there  is  some  suppression  of  the 
tissue  that  is  not  autonomous,24'25  transient  release 
of  thyroid  hormone  may  induce  symptoms  of 
thyroid  storm  in  the  very  large  multinodular  toxic 
goiter  treated  with  radioiodine  therapy.14  These 
toxic  nodules  generally  require  much  larger  doses 
of  radioiodine  than  is  commonly  used  for  classical 
Graves’  disease  and  may  either  require  fractional 
administration  of  radioisotopes  or  concomitant 
use  of  antithyroid  drugs  and  iodides.25'13  In  gen- 
eral, surgery  remains  the  treatment  of  choice  for 
large  toxic  multinodular  goiters,  after  proper 
preparation  by  medical  means  including  radioac- 
tive iodine. 

Radioactive  iodine  therapy  for  hyperthyroid- 
ism is  contraindicated  in  pregnancy  and  generally 
is  not  used  in  children  below  five  years  of  age. 

Finally,  a word  should  be  said  about  the  com- 
parative cost  of  therapy  of  hyperthyroidism.  A 
recent  estimate  published  in  the  Mayo  Clinic  pro- 
ceedings for  the  cost  of  surgical  therapy  of 
hyperthyroidism  included  one  week  in  the  hospi- 
tal and  a total  of  two  weeks  out  of  work,  result- 
ing in  a total  cost  to  the  patient  or  third  party 
payer  of  an  estimated  $1700.00,  which  is  between 
four  and  ten  times  as  costly  as  radioactive  iodine 
therapy  of  the  thyroid  gland  in  Graves’  disease.10 

TABLE  1 

131IODINE  THERAPY  OF  GRAVES'  DISEASE 


Dose 

% Remission 

% Hypothyroid 

(1  dose) 

After  1 Year 

7-12  me 

95-98% 

40% 

4-6  me 

90-95% 

20% 

2-4  me 

70-80% 

7% 

Rate  of  hypothyroidism  after  the  first  year  is  about 

2%/year  cumulative. 

Orbital  and  skin  changes:  response  is  almost  inde- 

pendent of  remission. 

REFERENCES 

1.  Sterling.  K,  Refetoff,  S,  Selenkow,  HA:  T3  Thy- 
rotoxicosis: Thyrotoxicosis  Due  to  Elevated  Serum 

Triiodothyronine  Levels.  JAMA,  213:571,  1970. 

2.  Sheet,  RF:  The  Sequential  Occurrence  of  Acute 

Thyroiditis  and  Thyrotoxicosis.  JAMA,  157:139,  1955. 

3.  Vagenakis,  A,  et  al:  Iodine-Induced  Thyrotoxicosis 
in  Boston.  New  Eng  J Med,  287:523,  1972. 

4.  Rose,  E,  Sanders,  TP,  Webb,  WL,  Hines.  RC: 
Occult  Factitial  Thyrotoxicosis.  Annals  of  Int  Med, 
71:309.  1969. 


JULY,  1974 


569 


5.  Winand,  R,  Bates,  R,  Becker,  CE,  et  al:  Unusual 
Thyroid  Stimulating  Activity  in  the  Plasma  of  a Man 
with  Choriocarcinoma.  J Clin  Endocr,  29:1369,  1965. 

6.  Hershman,  JM,  Higgins,  HP:  Hydatidiform  Mole- 
A Course  of  Clinical  Hyperthyroidism.  New  Eng  J Med, 
284:573,  1971. 

7.  Hamilton,  CR,  Jr,  Adams,  LC,  Maloof,  F:  Hyper- 
thyroidism Due  to  Thyrotropin  Producing  Pituitary 
Chromophobe  Adenoma.  New  Eng  J Med,  283:1077, 
1970. 

8.  Emerson,  CH,  Utiger,  RD:  Hyperthyroidism  and 
Excessive  Thyrotropin  Secretions.  New  Eng  J Med, 
287:328,  1972. 

9.  Chapman,  EM:  The  Choice  of  Treatment  for 

Hyperthyroidism.  Missouri  Medicine,  68:21,  1971. 

10.  Goldsmith,  RE:  Radioiodine  Therapy  for  Hyper- 
thyroidism. Mayo  Clin  Proceedings,  47:953,  1972. 

11.  Nofal,  MM,  Beierwaltes,  WH,  Patno,  ME:  Treat- 
ment of  Hyperthyroidism  with  1-131,  A 16-Year  Experi- 
ence. JAMA,  197:608,  1966. 

12.  Glennon,  JA,  Gordon,  ES,  Sarvin,  CT:  Hypo- 

thyroidism After  Low-Dose  1-131  Treatment  of  Hyper- 
thyroidism. Ann  Int  Med,  76:721,  1972. 

13.  DeGroot,  LJ:  Thyroid  and  the  Heart.  Mayo 

Clinic  Proceedings,  47:864,  1972. 

14.  Maloof,  F,  Chapman,  EM:  Responses  to  Radio- 
iodine Therapy  in  Hyperthyroidism  with  Special  Refer- 
ence to  Cardiac  Problems.  J Clin  Endocrin  Metab, 
11:1296,  1951. 

15.  Duffy,  BJ,  Jr,  Fitzgerald,  PJ:  Thyroid  Cancer  in 

Childhood  and  Adolescence:  A Report  On  28  Cases. 

Cancer,  14:734,  1961. 


Discussion 

GEORGE  W.  HOLCOMB,  M.D. 

In  managing  children  with  thyrotoxicosis,  I 
believe  the  treatment  should  be  individualized 
depending  upon  the  severity  of  the  disease  and 
family  situation,  rather  than  rigid  adherence  to 
either  medical  or  surgical  management.  The  po- 
tential hazards  of  radio-iodine  therapy  are  the 
induction  of  thyroid  cancer,  leukemia,  genetic 
damage  and  permanent  hypothyroidism  in  a large 
percentage  of  cases. 

For  the  younger  child  with  mild,  early  symp- 
toms, medical  therapy  with  anti-thyroid  drugs  is 
probably  indicated.  However,  as  reported  from 
the  Mayo  Clinic,1  Massachusetts  General  Hospi- 
tal,2 and  University  of  Michigan,3  the  treatment  of 
juvenile  hyperthyroidism  with  anti-thyroid  drugs 
has  not  proved  as  effective  as  has  been  reported 
in  adults.  If  the  goiter  is  large  or  the  disease 
severe  or  the  family  uncooperative  and  the  chance 
of  a prolonged  follow-up  poor,  the  decision  is 
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best  made  for  thyroidectomy  following  a period 
of  preoperative  preparation  with  anti-thyroid 
drugs.  The  youngest  patient  I have  treated  in  this 
manner  was  four  years  of  age.  She  was  very 
toxic,  with  an  initial  PBI  of  16.  For  the  past  10 
years  growth  and  development  have  been  normal. 

Therefore,  I think  the  indications  for  thyroid- 
ectomy are  greater  when  dealing  with  the  child- 
hood group  than  with  adults  since  the  latter  group 
may  be  treated  more  safely  with  radio-iodine 
therapy. 
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T3  toxicosis  is  a relatively  unusual  form  of 
hyperthyroidism,  characterized  by  an  excess  of 
triiodothyronine  (T3).  It  has  been  known  for 
many  years  that  the  thyroid  gland  synthesizes  and 
secretes  into  the  blood  two  active  hormones, 
thyroxin  T4  and  triiodothyronine  T3.  In  normal 
subjects  the  concentration  of  T4  is  roughly  20  to 
60  times  greater  than  that  of  T3.  Since  the  con- 
centration of  T4  is  so  much  higher  than  that  of 
T3,  until  recently  most  measurements  of  circulat- 
ing thyroid  hormones  were  based  on  T4.  Esti- 
mates of  circulating  total  T4  have  improved 
progressively.  The  familiar  PBI  (protein-bound- 
iodine)  could  be  altered  by  exogenous  iodides  in 
serum.  This  artefact  was  decreased,  but  not  eli- 
minated, by  the  advent  of  the  CT4  (column 
thyroxin) . 

More  recently,  the  technique  of  measure- 
ment by  competitive-protein-binding  T4  has 
virtually  eliminated  the  artefacts  caused  by 
exogenous  iodide  contamination.  However,  since 
only  about  1/1000  of  the  total  circulating  thyroxin 
exists  unbound  in  the  plasma,  and  the  majority  is 
bound  to  plasma  proteins,  alterations  of  thyroxin- 
binding-proteins influence  the  PBI,  CT4  and  T4 
tests.  The  most  common  alteration,  an  increase  in 
thyroxin-binding-globulin  (TBG)  induced  by  es- 
trogens in  oral  contraceptive  compounds,  results 
in  elevation  of  the  PBI,  CT4  and  T4  tests,  though 
unbound,  free  thyroxin  remains  normal.  Clinical 
estimates  of  free  thyroxin  levels  are  achieved  by 
ordering  a “free  thyroxin  index”  or  “T7”  determi- 
nation, which  is  the  mathematical  product  derived 
from  multiplying  the  total  T4  level  by  the  T3 
resin  uptake,  an  inverse  index  of  thyroxin-binding 
effect.1  Thus,  in  an  euthyroid  patient  treated  with 
estrogen,  the  total  T4  would  be  elevated,  the  T3 
resin  uptake  would  be  reduced,  but  the  “free 
thyroxin  index”  would  be  normal. 

T3  can  be  measured  in  serum  radioimmunoas- 
say.2,3 In  most  cases  of  hyperthyroidism,  both 
T4  and  T3  levels  are  elevated  above  the  normal 
ranges.  However,  in  certain  unusual  cases  of 
thyrotoxicosis,  the  serum  T4  levels  are  within 
normal  ranges,  but  only  the  T3  values  are  ele- 
vated.4,5,6 Brief  case  histories  illustrating  this 
syndrome  are  the  subjects  of  this  report.  Case 
#1  is  a definite  example  of  T3  toxicosis,  while 
the  diagnosis  in  Case  should  be  termed 

probable. 


Case  # 1 : 

B.M.,  a 40-year-old  Caucasian  woman,  a nurse,  had 
clinical  hyperthyroidism  of  three  years’  duration.  She 
had  been  treated  with  antithyroid  drugs  with  good  re- 
sponse twice,  but  after  each  course  of  therapy  she  had 
relapsed  and  again  developed  clinical  thyrotoxicosis. 

Examination  revealed  tachycardia,  lid  lag.  sweating 
and  tremor.  The  thyroid  gland  was  approximately  twice 
normal  size.  The  24  hour  radioiodine  uptake  was  50%. 
Surprisingly,  laboratory  data  showed  normal  values  for 
total  and  free  thyroxin  (T4).  The  column  thyroxin 
(CT4)  value  was  5.8  mcgm/100  ml  (normal:  3.0-6.5); 
measurement  of  total  thyroxin  (T4)  by  competitive 
protein-binding  (Murphy-Pattee  technique)  was  likewise 
normal.  The  “free  thyroxin  index"  (FT4  index)  was 
2.3  ng/100  ml  (normal:  0.9-2. 6).  The  serum  triiodo- 
thyronine was  elevated,  147  ng/100  ml  (normal:  50-125 
by  method  employed  at  that  time). 

Since  the  patient  had  typical  clinical  hyperthyroidism 
with  diffuse  goiter  and  elevated  radioiodine  uptake,  it 
was  felt  that  the  thyrotoxicosis  was  due  to  an  excess  of 
triiodothyronine  only.  She  was  treated  with  radioactive 
iodine,  became  euthyroid  and  did  not  relapse. 

Case  #2: 

K.F.,  a 17-year-old  woman,  had  easy  fatigability,  25- 
pound  weight  loss  despite  a good  appetite,  episodic 
nervousness,  and  palpitation.  She  had  been  aware  of  a 
goiter  for  several  years.  She  had  been  taking  oral  con- 
traceptives for  two  years. 

Examination  revealed  a thin  woman  with  no  tremor, 
lid  lag,  sweating  or  tachycardia.  The  thyroid  gland  was 
approximately  three  times  normal  size,  and  a bruit  was 
present  over  it.  Two  discrete  nodules  were  palpated  in 
the  thyroid.  The  larger,  in  the  left  lobe,  measured  al- 
most 5.0  cm  in  diameter;  the  smaller  nodule,  in  the 
right  lobe,  was  about  2.0  cm. 

Measurements  of  the  total  thyroxin  by  either  the 
CT4  or  competitive  protein-binding  technique  wrere  not 
performed,  since  the  elevation  in  thyroxin-binding- 
globulin  induced  by  the  oral  contraceptives  would  have 
probably  resulted  in  elevated  values,  and  therefore  no 
clinically  useful  data.  The  “free  thyroxin  index”  (FT4 
index)  was  1.4  ng/100  ml  (normal:  0.9-2. 6).  The  serum 
T3  was  elevated.  261  ng/100  ml  (normal:  60-190  by 
method  employed  at  that  time).  Since  estrogen-induced 
increase  in  TBG  might  also  result  in  elevated  T3  levels, 
other  indices  of  abnormal  thyroid  function  were  sought. 
The  24-hour  radioiodine  uptake  was  34%,  and  the 
thyroid  scan  (Figure  1)  showed  two  hyperfunctioning 
nodules,  corresponding  to  the  palpable  nodules.  After 
the  patient  received  oral  triiodothyronine  (100  mcg/day 
for  7 days  for  Cytomel  suppression  test),  repeat  24-hour 
radioiodine  uptake  was  17.5%,  but  the  same  two  hyper- 
functioning nodules  were  unchanged  in  appearance,  in- 
dicating that  they  were  operating  autonomously  (Fig.  2). 

It  was  felt  that  this  patient  probably  had  toxic  nodular 
goiter  with  the  autonomous  thyroid  nodules  secreting 
an  excess  of  T3  only.  After  week-long  suppression  with 
Cytomel  (75  meg  day)  to  suppress  the  remaining 
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Fig.  1 : Thyroid  scan  demonstrating  two  hyperfunction- 
ing nodules  in  Case  #2. 


Fig.  2:  Thyroid  scan  after  Cytomel  suppression  test  in 


Case  #2.  demonstrating  that  nodules  are  auton- 
omous. 

thyroid  tissue,  she  was  treated  with  8 millicuries  radio- 
active iodine  131I  in  an  effort  to  ablate  the  two  auton- 
omous nodules.  Re-evaluation  4 months  later  revealed 

572 


no  significant  change  in  the  size  of  the  thyroid  nodules. 
The  FT4  index  was  1.8  mg/100  ml  (normal:  0.9-2. 6). 
The  serum  T3  level  was  now  normal,  145  ng/100  ml 
(normal:  60-190).  The  24-hour  radioiodine  uptake  was 
20%,  and  after  the  7-day  Cytomel  suppression  test  fell 
to  7%.  Thyroid  scan  showed  that  most  of  the  activity 
was  still  located  in  the  nodules,  indicating  that  they 
were  still  autonomous,  but  hypersecretion  of  T3  was  no 
longer  present.  The  diagnosis  of  “probable”  T3-toxicosis 
was  made  here  because  the  elevated  serum  T3  value 
might  have  been  at  least  partly  due  to  estrogen-induced 
increase  in  thyroxin-binding  proteins  in  serum.  The 
effect  of  TBG  on  in  vivo  binding  of  T3  and  on  the 
T3  radioimmunoassay  is  controversial,  but  it  is  probably 
less  than  the  effect  on  T4.3 

The  diagnosis  of  T3-toxicosis  should  be  sus- 
pected in  a patient  exhibiting  clinical  signs  and 
symptoms  of  hyperthyroidism,  accompanied  by 
enlargement  of  the  thyroid  gland,  with  normal 
measurements  of  total  T4  and/or  FTI.  The  radio- 
iodine uptake  is  elevated  and  shows  resistance  to 
suppression,  indicating  some  degree  of  autonomy 
of  thyroid  function.  Measurements  of  TBG 
should  be  normal  (or  elevated  if  patient  has 
been  taking  estrogen  treatment),  since  decreased 
levels  of  TBG  could  result  in  low  or  normal 
levels  of  total  T4,  while  free  unbound  thyroxin 
was  elevated.  In  both  these  cases,  estimates  of 
free  thyroxin  by  “free  thyroxin  index”  were  nor- 
mal. When  patients  fulfilling  these  criteria  are 
identified,  measurements  of  serum  T3  by  radio- 
immunoassay are  indicated. 

Clinical  features  of  T3-toxicosis  are  no  differ- 
ent from  the  more  common  forms  of  hyperthy- 
roidism in  which  T4  is  also  elevated.  T3-toxicosis 
has  been  documented  in  patients  with  diffuse  toxic 
goiter  (Graves’  disease),  toxic  nodular  goiter,  and 
multinodular  goiters.  The  treatment  is  the  same 
as  treatment  of  typical  hyperthyroidism.  The 
main  clinical  importance  of  T3-toxicosis  lies  in 
the  difficulty  of  establishing  the  diagnosis  by 
readily  available  laboratory  procedures.  The 
cause  of  T3-toxicosis  is  not  known.  However, 
elevated  T3/T4  ratios  may  also  be  encountered 
in  instances  of  low  iodine  intake,  limited  thyroid 
reserve  (e.g.  post-sub-total  thyroidectomy,  post- 
radioiodine treatment,  and  Hashimoto’s  thyroid- 
itis), during  or  after  a course  of  antithyroid  drug 
treatment  for  hyperthyroidism,  and  in  some  cases 
of  hypothyroidism.3  Therefore,  it  is  possible  that 
preferential  secretion  of  T3  might  result  when 
intrathyroidal  hormone  synthesis  is  functioning  as 
though  it  were  trying  to  conserve  a limited  supply 
of  iodine. 

continued  on  page  581 
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Medical  Staff  Relationships 

BETTY  JANE  ANDERSON,  J.D.,  Chicago,  Illinois 


During  the  past  few  years,  the  number  of  dis- 
putes between  hospital  governing  boards  and 
organized  medical  staffs  has  been  increasing  at 
an  alarming  rate.  The  basic  issue  in  these  dis- 
putes is  relatively  simple:  are  hospitals  or 

physicians  primarily  responsible  for  the  care  and 
treatment  of  patients?  Will  the  patient  of  tomor- 
row look  to  a particular  physician  to  guide  his 
treatment  from  sickness  back  to  health  or  will  he 
look  to  a hospital? 

The  hue,  cry  and  concern  about  the  corporate 
practice  of  medicine  is  not  a new  battle  cry. 
Resolutions  of  the  American  Medical  Association 
House  of  Delegates  have  deplored  the  corporate 
practice  of  medicine  in  the  United  States  prac- 
tically since  the  founding  of  the  AMA.  The 
present  ramifications  of  corporate  practice  of 
medicine,  however,  are  different  and  more  sophis- 
ticated than  ever  before. 

In  the  past,  laymen  seeking  personal  financial 
gain  endeavored  to  hire  physicians,  exploit  them 
and  sell  their  services  at  a profit.  Some  propri- 
etary hospitals  operated  for  profit  similarly  hired 
physicians  on  a salary  basis,  sold  their  services 
and  profited  while  perhaps  providing  poor  ser- 
vices because  only  incompetent  or  inept  phy- 
sicians were  tempted  by  the  salary  offers.  Today, 
the  threat  of  corporate  practice  involves  many 
of  the  finest  hospitals  and  teaching  institutions  in 
the  United  States;  well-funded  community  hos- 
pitals and  teaching  hospitals  allied  to  prestigious 
universities  and  medical  schools.  Consequently, 
the  threat  of  the  corporate  practice  of  medicine 
to  the  interests  of  the  patient  and  the  physician 
is  more  real  and  more  insidious  than  ever  before. 

When  a university  affiliated  teaching  hospital 
becomes  more  interested  in  treating  individuals 
as  teaching  material  than  in  treating  them  as 
patients,  when  research  is  given  higher  priority 
than  success  in  treating  individual  patients, 
when  staff  physicians  are  subjected  to  constant 
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pressure  to  publish  journal  articles  and  obtain 
research  grants,  individualized  patient  care  yields 
and  the  corporate  spector — the  image  of  the  cor- 
porate giant  versus  the  individual  physician — be- 
comes a matter  of  deep  concern  for  practicing 
physicians.  Teaching  and  research  have  their 
proper  place,  but  the  physician-patient  relation- 
ship should  be  dominant.  The  corporate  practice 
of  medicine,  or  perhaps  more  correctly,  the  trend 
of  hospitals  to  engage  in  the  corporate  treatment 
of  patients  is  now  spreading  to  non-teaching  hos- 
pitals and  is  reported  with  increasing  frequency 
in  hospitals  operated  by  religious  organizations. 

PATIENT  CARE 

If  the  medical  care  of  patients  is  to  remain  the 
primary  responsibility  of  physicians  and  not  im- 
personal corporations,  then  it  is  mandatory  that 
the  organized  medical  staff  of  a hospital  truly 
function  as  the  name  implies  with  emphasis  on 
the  word  “organized.”  The  hospital  medical  staff 
is  and  should  be  more  than  a group  of  individual 
physicians  who  have  some  sort  of  relationship  to 
the  hospital  and  its  governing  board  by  virtue  of 
the  hospital  privileges  accorded  them  individ- 
ually. 

The  individual  medical  staff  physician  has  an 
obligation  to  the  organized  medical  staff;  the  ob- 
ligation to  participate  productively  and  respon- 
sibly. Likewise,  the  organized  medical  staff  has  a 
basic  obligation  to  discipline  its  members  so  that 
together  they  may  fulfill  through  self-government 
and  self-direction  the  medical  management  of  the 
hospital.  If  the  medical  staff  defaults  in  this  ob- 
ligation, the  governing  board  can  be  expected  to 
react.  When  laymen  alone  attempt  to  make  de- 
cisions which  should  only  be  made  upon  the 
recommendation  of  physicians,  patient  care  can 
be  expected  to  suffer  and  the  concept  of  profes- 
sionalism to  deteriorate. 

To  provide  for  the  best  interests  of  patients  and 
the  physicians  who  serve  patients,  the  governance 
of  the  hospital  should  function  as  a partnership 
between  the  governing  board  carrying  out  its 
responsibility  for  the  business  management  op- 
eration and  administration  on  the  one  hand  and 
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the  organized  medical  staff  carrying  out  its  re- 
sponsibility for  the  medical  management  of  the 
hospital  on  the  other  hand. 

The  governing  board  of  the  hospital  is  entitled 
to  an  organized  medical  staff  that  governs  the 
medical  affairs  of  the  hospital  efficiently,  eco- 
nomically, and  in  the  best  interests  of  the  pa- 
tients, the  physicians  and  the  institution.  The 
medical  staff  should  be  well  organized  and  ex- 
ercise its  self-governing  prerogatives  diligently 
and  responsibly. 

PHYSICIANS  ON  BOARDS 

The  governing  board  of  a hospital  is  a lay 
board.  It  is  a lay  board  even  though  some  of  its 
members  may  be  physicians.  Whether  the  gov- 
erning board  of  the  hospital  is  composed  entirely 
of  laymen  or  includes  some  or  all  physicians, 
neither  the  hospital  nor  the  governing  board  as 
such  is  licensed  to  practice  medicine.  Only  phy- 
sicians are  authorized  legally  to  practice  medicine. 
This  brings  us  to  the  question  of  whether  it  is 
desirable,  important  or  necessary  for  the  govern- 
ing board  of  a hospital  to  have  physicians  as 
members.  There  have  been  instances  where  gov- 
erning boards  have  engaged  in  the  practice  of 
making  medical  decisions  reflecting  the  views  of 
physician  board  members. 

A physician  on  the  hospital  governing  board  is 
there  to  act  in  a management  capacity  and  not  to 
make  medical  decisions.  Some  medical  organiza- 
tions, including  the  AMA,  have  advocated  having 
at  least  one  physician  on  the  hospital  governing 
board.  This  can  work  well  if  the  purpose  is  to 
have  a conduit  for  communication  between  the 
governing  board  and  the  medical  staff.  It  can 
work  well  if  the  physicians  so  included  are  not 
engaged  in  making  decisions  that  should  emanate 
from  the  organized  medical  staff  itself. 

The  physician  member  of  a hospital  governing 
board  who  does  not  serve  as  a conduit  of  com- 
munication and  who  does  not  sit  as  a representa- 
tive of  the  medical  staff  often  is  responsible  for 
engendering  disputes  between  the  governing 
board  and  the  medical  staff.  This  can  occur  if  the 
governing  board  relies  more  on  the  physician 
member  for  medical  input  than  on  the  organized 
medical  staff.  What  is  important  is  not  whether 
a physician  is  on  the  governing  board  but  whether 
two-way  communication  between  the  governing 
board  and  the  medical  staff  is  currently  and 
intelligently  maintained. 

Ideally,  a hospital’s  primary  objective — that  of 
providing  high  quality  patient  care  services  for 
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the  community — can  be  achieved  best  if  there  is 
a close  working  relationship  and  effective  cooper- 
ation between  the  two  groups  who  share  the  re- 
sponsibility for  hospital  operation:  (1)  the  board 
of  directors  or  trustees  responsible  for  the  busi- 
ness management,  housekeeping  and  prudent  use 
of  the  institution’s  resources  to  attain  quality 
patient  care;  and  (2)  an  organized  staff  of 
physicians  practicing  within  the  hospital  and  re- 
sponsible for  the  methodology  and  implementa- 
tion of  the  system  under  which  the  resources  of 
the  medical  community  are  used  to  provide  the 
best  attainable  quality  of  medical  care  and 
services. 

In  some  hospitals,  the  governing  board  appar- 
ently suffers  from  the  misconception  that  it  is  re- 
sponsible for  making  medical  decisions  and  exer- 
cising medical  discretion  in  assuring  high  quality 
patient  care.  The  governing  board  is  a lay  instru- 
mentality of  hospital  management.  The  board  is 
responsible  to  the  community,  to  charitable 
donors,  to  governmental  agencies  that  provide 
funds,  but  first  and  foremost  to  patients.  The 
board  is  responsible  for  seeing  to  it  that  funds  are 
spent  wisely  to  bring  together  the  best  available 
facilities  and  services  that  budgetary  considera- 
tions can  provide  for  quality  patient  care. 

The  governing  board’s  responsibility  includes 
permitting  only  qualified,  competent  practitioners 
to  use  the  hospital  facilities.  With  respect  to  phy- 
sicians, a lay  board  frequently  can  make  negative 
judgments  as  to  ethical,  moral  and  medical  com- 
petence to  practice.  For  example,  laymen  are 
capable  of  determining  that  physicians  with  crim- 
inal records  or  those  excluded  from  other  hospi- 
tals because  of  medical  malpractice  or  lack  of 
reasonable  cooperation  with  the  nursing  staff  and 
the  hospital  administrator  should  not  be  permit- 
ted to  practice  in  the  hospital.  With  respect  to 
medical  evaluations,  the  fact-finding  of  medical 
competence  or  incompetence  must  be  left  to  the 
physician’s  peers  who  have  observed  his  perfor- 
mance and  evaluated  his  ethical  and  professional 
credentials. 

RESPONSIBILITY 

It  has  often  been  said  that  the  governing  board 
of  the  hospital  is  legally  and  morally  responsible 
for  the  quality  of  patient  care  within  the  institu- 
tion. Unfortunately,  these  words  have  been  mis- 
interpreted— sometimes  innocently  and  some- 
times deliberately — with  respect  to  physicians’ 
services.  In  the  case  of  salaried  physicians,  re- 
sponsibility may  mean  that  the  hospital  is  liable 
in  damages  for  their  malpractice.  Even  with  sal- 
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aried  physicians,  however,  the  courts  are  divided 
as  to  whether  the  hospital  is  or  is  not  liable  for 
their  professional  services. 

In  some  of  the  states  where  hospitals  have 
been  held  legally  responsible  for  the  negligence  of 
salaried  physicians,  the  courts  have  treated  physi- 
cians serving  as  independent  contractors  when 
providing  medical  services  in  the  hospital  as  if 
they  were  employees  in  cases  where  the  hospital 
furnishes  the  services  of  the  physician  and  the 
patient  has  no  voice  in  his  selection.  Included  in 
the  category  of  physicians  who  are  independent 
contractors  for  purposes  of  providing  professional 
services  in  the  hospital  but  employees  for  pur- 
poses of  patient  liability  are  anesthesiologists, 
pathologists,  radiologists  and  physicians  serving 
in  the  emergency  department. 

There  is  not  one  single  reported  case  in  which 
a hospital  has  been  held  legally  responsible  for 
the  malpractice  of  an  attending  competent  physi- 
cian engaged  in  independent  practice  and 
selected  by  the  patient. 

DARLING  CASE 

Some  hospital  consultants,  hospital  adminis- 
trators and  their  attorneys  have  spread  an  errone- 
ous interpretation  of  the  Darling  case  with  such 
frequency  that  there  seems  to  be  a generally  held 
opinion  that  the  misinterpretation  accurately  re- 
flects the  law  of  the  land.  Nothing  could  be  fur- 
ther from  the  truth.  In  the  nine  years  since  the 
Darling  case  was  first  tried,  it  has  either  been 
entirely  rejected  by  other  courts  or  narrowly  con- 
strued. 

Darling  is  an  Illinois  case  and  even  in  Illinois 
the  case  has  been  given  a narrow  construction. 
Some  of  those  hospital  administrators,  governing 
boards  and  their  attorneys  who  cite  Darling  as  a 
precedent  would  have  physicians  believe  that  the 
hospital  is  jointly  responsible  for  any  act  of  mal- 
practice they  may  commit  in  the  delivery  of  med- 
ical services  within  the  hospital.  With  this  as  a 
base,  they  say  that  if  the  hospital  is  responsible 
for  the  attending  physician’s  mistakes,  it  has  the 
right  to  supervise  and  direct  his  services.  This  is 
not  what  the  Darling  case  holds. 

Before  a hospital  can  be  held  liable  for  the 
mistakes  or  negligence  of  an  independent,  attend- 
ing physician,  there  must  be  some  showing  of 
negligence  on  the  part  of  the  hospital.  The  hos- 
pital must  be  proven  negligent  in  its  own  right. 
Hospital  negligence  can  be  found,  for  example, 
if  a physician  of  known  incompetence  is  permit- 


ted to  continue  practicing  in  the  hospital  or  is 
granted  privileges. 

In  the  Darling  case,  the  facts  are  basically 
simple.  The  services  of  the  physician  as  described 
in  the  case  clearly  show  negligence.  Although  the 
physician  involved  was  not  an  employee  of  the 
hospital  and  was  engaged  in  the  independent 
practice  of  medicine,  nevertheless,  the  services 
from  which  the  negligence  arose  took  place  when 
he  was  on  emergency  call. 

Darling,  who  received  negligent  care  in  the 
setting  and  followup  treatment  of  a broken  leg. 
did  not  select  the  physician.  The  physician  was 
on  emergency  call  and  provided  by  the  hospital. 
Insofar  as  the  medical  care  delivered,  a physician 
selected  and  provided  by  the  hospital  has  status 
similar  to  one  who  is  on  a salary  basis. 

In  essence,  the  court  held  the  hospital  responsi- 
ble for  the  physician’s  negligent  treatment;  first, 
because  his  services  were  provided  by  the  hos- 
pital, and  secondly,  because  the  facts  of  the  case 
show  and  the  court  found  that  the  nursing  care 
was  negligent.  The  nurses  failed  to  call  attention 
to  what  was  obviously  a gangrenous  condition  as 
evidenced  by  the  continuing  excruciating  pain  of 
the  patient  and  the  foul  and  putrid  odor  that 
filled  the  room. 

The  reported  cases  in  the  various  states  fol- 
lowing Darling  either  have  rejected  the  case  as  a 
precedent  or  have  followed  it  as  precedent  for 
hospital  liability  for  employee  negligence. 

The  developing  trend  on  the  part  of  some  hos- 
pital governing  boards  to  attempt  to  exercise  di- 
rection and  supervision  over  staff  physicians  in 
reliance  on  the  Darling  case  is  widespread 
enough  to  be  of  grave  concern.  In  some  of  these 
hospitals,  such  control  is  exercised  by  the  gov- 
erning board’s  appointing  salaried  department 
heads,  salaried  chiefs  of  staff  and  a medical  staff 
executive  committee  of  salaried  physicians.  The 
members  of  the  attending  staff  then  become  sub- 
ject to  the  direction  of  the  salaried  physicians. 
Under  these  circumstances,  the  medical  staff  is 
not  self-governing  and  has  no  separate  existence 
as  a deliberate  medical  body. 

DIVIDED  LOYALTIES 

When  the  chain  of  command  and  control  stems 
from  a lay  governing  board,  there  are  influences 
which  conflict  with  the  physician’s  undivided  loy- 
alty to  his  patient.  Salaried  physicians  in  a line 
of  command  to  the  governing  board  have  divided 
loyalties  between  the  interests  of  the  institution 
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and  those  of  the  patient  which  ideally  should  not 
be  in  conflict. 

In  some  institutions,  the  situation  has  become 
so  grave  as  to  create  a line  of  authority  that  goes 
from  the  attending  staff  to  a salaried  medical 
heirarchy  which  in  turn  is  responsible  to  a hos- 
pital administrator — often  styled  as  president  of 
the  hospital  and  frequently  not  only  the  chief 
hospital  executive  but  the  dominant  voice  on  the 
hospital  governing  board.  In  institutions  where 
the  hospital  administrator  occupies  the  role  of 
hospital  president  and  chairman  of  the  hospital 
governing  board,  the  only  line  of  communication 
between  the  governing  board  and  the  medical 
staff  is  through  him.  This  is  lay  domination  at  its 
zenith  and  a trend  that  should  be  aborted  as 
early  as  possible. 

It  is  too  late  in  time  and  not  practical  to  turn 
back  the  clock  and  engage  in  a campaign  against 
the  salaried  employment  of  physicians  in  hos- 
pitals. Quality  care  requires  that  the  employment 
of  salaried  physicians  in  hospitals  should  be  sub- 
ject to  the  condition  that  the  salaried  physicians 
must  obtain  and  continue  their  hospital  privi- 
leges in  the  same  manner  as  other  attending  phy- 
sicians; that  is,  upon  the  recommendations  of  the 
organized  medical  staff  following  evaluation  of 
their  credentials.  In  the  absence  of  any  clear 
showing  that  the  organized  medical  staff  has 
abused  its  functions,  its  recommendations  should 
be  accepted  by  the  governing  board. 

Physicians  function  best  when  they  are  self- 
governing,  when  they  accept  the  supervision  and 
direction  of  their  peers’  evaluations  and  are  se- 
lected through  democratic  processes.  Attending 
physicians  who  are  salaried  and  depend  only 
upon  a lay  governing  board  for  their  authority 
do  not  normally  receive  the  respect  of  other 
physicians.  Their  position  is  given  to  them  by 
laymen  and  not  earned  through  medical  achieve- 
ment and  recognition. 

Unfortunately,  medical  democracy  can  only  be 
achieved  where  the  governing  board  is  enlight- 
ened and  follows  the  procedures  recommended 
by  the  Joint  Commission  on  Accreditation  of 
Hospitals.  The  courts  are  not  available  under 
existing  laws  and  judicial  precedents  to  guaran- 
tee a medical  staff  self-governance  and  self- 
determination  in  medical  affairs.  No  court  has 
held  a not-for-profit  hospital  to  be  engaged  in 
the  illegal  practice  of  medicine  although  in  a few 
jurisdictions,  such  as  Iowa,  there  are  statutes  that 
prohibit  the  corporate  practice  of  medicine  by 
hospitals. 
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ASSURING  RIGHTS 

How  can  physicians  protect  their  professional 
rights  and  assure  self-governance  in  medical  mat- 
ters in  the  hospital  setting?  It  does  not  seem 
likely  that  any  court  would  rule  that  salaried 
physicians  within  the  hospital  must  be  cleared  by 
the  medical  staff  and  continue  as  members  of  the 
medical  staff.  How  can  individual  attending  phy- 
sicians protect  themselves  from  dominance  by 
full-time  salaried  chiefs  of  staffs?  How  can  medi- 
cal staffs  assure  themselves  a direct  line  of  com- 
munication to  the  governing  board?  What  weap- 
ons are  available  to  a medical  staff  in  dealing 
with  a recalcitrant  or  misguided  governing 
board? 

Although  physicians  engaged  in  the  indepen- 
dent practice  of  medicine  are  largely  entrepre- 
neurs with  respect  to  their  financial  arrangements 
with  patients,  nevertheless  such  physicians  have 
a great  deal  in  common  with  salaried  physicians 
when  they  treat  patients  in  a hospital. 

It  is  abundantly  clear  that  the  hospital  privi- 
leges given  to  a particular  physician  should  be 
quite  explicit  with  respect  to  what  he  can  and 
cannot  do  in  the  treatment  of  patients  within 
the  hospital.  As  a practical  matter,  the  profes- 
sional man  performing  services  for  a patient  in  a 
hospital  is  governed  by  rules  that  differ  little 
from  those  of  a salaried  physician  treating  pa- 
tients, for  example,  in  a university  affiliated  hos- 
pital where  all  physicians  might  be  on  a salary 
basis. 

The  attending  physician  is  given  to  understand 
what  he  can  and  cannot  do  in  the  treatment  of 
patients.  There  are  rules  he  must  observe  as  to 
when  he  must  obtain  consultation.  To  a large 
extent  he  must  follow  a medical  methodology 
and  order  tests  as  required  by  the  hospital  rules. 
Like  employees  in  an  employer-employee  rela- 
tionship, his  work  is  or  should  be  under  the  con- 
stant surveillance  and  scrutiny  of  his  peers  in 
the  framework  of  the  organized  medical  staff. 

In  common  with  the  employee,  the  so-called 
independent,  attending  physician  is  required  to 
attend  medical  staff  meetings;  he  is  assigned  com- 
mittee chores;  and  he  may  be  assigned  involun- 
tarily to  take  his  turn  on  call  in  the  emergency 
department.  As  is  required  by  those  who  have 
an  employee  relationship  with  the  hospital,  the 
attending  physician’s  hospital  privileges  require 
him  to  observe  the  administrative  rules  and  pro- 
cedures of  the  hospital  which  the  governing 
board  or  the  hospital  administrator  may  establish 
for  the  orderly  operation  of  the  hospital. 
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The  physician  who  loses  his  hospital  privileges 
for  cause  has  a great  deal  in  common  with  the 
salaried  physician  who  is  fired  for  cause.  It  is  a 
truism  that  the  physician’s  hospital  privileges 
make  him  just  as  economically  dependent  on  the 
hospital  as  an  employee  is  on  his  employer. 

COMMON  CHARACTERISTICS 

If  it  is  true  that  attending  and  salaried  physi- 
cians have  numerous  characteristics  common  to 
their  occupational  performances,  it  is  likewise 
true,  even  though  some  physicians  may  prefer 
not  to  engage  in  such  comparisons,  that  the  hos- 
pital and  its  governing  board  have  a relationship 
to  the  attending  physician  quite  comparable  in 
nature  and  responsibility  to  the  governing 
board’s  relationship  to  employees  in  the  hospital. 

The  governing  board  is  obligated  to  be  selective 
in  granting  hospital  privileges  to  qualified  physi- 
cians. In  executing  this  funciton.  it  should  rely 
on  the  evaluation  of  professional  attainments 
made  by  the  organized  medical  staff.  Without  be- 
laboring the  point,  it  is  quite  obvious  that  the  hos- 
pital, either  directly  through  the  administrative 
processes  of  the  governing  board  or  through  the 
operation  of  the  organized  medical  staff  function- 
ing on  behalf  of  the  hospital,  exercises  a great 
deal  of  control  over  the  attending  physician;  con- 
trol that  matches  the  control  employers  exercise 
over  employees. 

Furthermore,  just  as  there  is  close  economic 
mutual  dependence  between  employers  and  em- 
ployees, there  is  perhaps  an  even  closer  mutual 
dependence  between  the  hospital  and  the  attend- 
ing physician  who  is  responsible  for  bringing  pa- 
tients to  the  hospital. 

Identifying  the  common  characteristics  of  at- 
tending. independent  physicians  and  employees 
has  great  legal  significance.  Employees  have 
strong,  legally  protected,  economic  weapons 
which  they  are  entitled  to  use  in  ‘“labor  disputes” 
with  their  employers  over  terms  and  conditions 
of  their  employment.  The  Clayton  and  Norris- 
LaGuardia  Acts  specifically  exempt  “labor  dis- 
putes" from  the  application  of  the  Sherman  Anti- 
trust Act. 

The  term  “labor  dispute"  is  not  limited  ex- 
clusively to  those  persons  who  are  wage  earners. 
In  the  case  in  which  the  AMA  was  held  to  be  in 
violation  of  the  Sherman  Antitrust  Act,  the 
United  States  Court  of  Appeals  by  way  of  an 
aside  pointed  out  that  there  were  circumstances 
under  which  physicians  who  were  entrepreneurs 
could  qualify  for  the  same  protection  afforded 


wage  earners  engaged  in  labor  disputes.  In  other 
words,  where  the  issue  involves  the  terms  and 
conditions  under  which  labor  is  expended, 
whether  by  wage  earners  or  independent  con- 
tractors, the  exclusion  from  the  antitrust  laws 
should  be  applicable. 

In  general,  the  federal  antitrust  laws  prohibit 
unreasonable  restraints  against  interstate  com- 
merce. Hospitals  have  been  held  to  be  engaged 
in  interstate  commerce  and  therefore  subject  to 
the  antitrust  laws  and  entitled  to  the  protection 
of  the  exceptions  to  those  laws. 

In  a dispute  between  a hospital  governing 
board  and  the  organized  medical  staff,  what  are 
the  limitations  upon  what  the  medical  staff  can 
do  to  enforce  its  demands  concerning  the  terms 
and  conditions  under  which  attending  physicians 
serve  patients  in  the  hospital?  What  can  the  med- 
ical staff  do  to  protect  itself  against  a governing 
board  that  wants  to  make  physicians  the  servants 
of  the  hospital  rather  than  the  patient?  What  can 
the  medical  staff  do  to  protect  medical  profes- 
sionalism from  conversion  to  the  institutionalized 
practice  of  the  healing  arts?  What  can  be  done 
to  prevent  the  hospital-patient  relationship  from 
becoming  dominant  over  the  physician-patient 
relationship? 

REASONABLE  MEASURES 

The  antitrust  laws  prohibit  unreasonable  re- 
straints. Reasonable  restraints  are  not  prohibited. 
At  a minimum,  the  organized  medical  staff  can 
use  reasonable  measures  to  improve  the  terms 
and  conditions  under  which  its  members  exercise 
hospital  privileges  and  undertake  counter- 
measures to  the  actions  of  the  governing  board. 
Reasonable  in  such  cases  would  be  determined 
in  light  of  the  action  taken  by  the  governing 
board. 

Although  the  issue  has  not  been  litigated,  in 
particular  situations  it  appears  that  the  organized 
medical  staff  should  be  entitled  to  the  kind  of 
economic  and  other  weapons  that  trade  unions, 
which  are  exempt  from  the  antitrust  laws  when 
engaged  in  labor  disputes,  use  in  dealing  with 
employers. 

At  stake  in  all  of  this  is  the  physicians  profes- 
sionalism— the  right  to  give  top  priority  to  the 
individual  physician-patient  relationship.  Institu- 
tional objectives  such  as  the  provision  of  patient 
care  that  meets  high  statistical  standards,  some- 
times is  achieved  only  at  the  expense  of  the 
individual  patient. 

There  is  an  important  role  for  the  medical  so- 
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ciety  in  all  of  this.  If  the  medical  staff  is  to  func- 
tion as  a collective  unit  on  behalf  of  its  members, 
it  must  have  the  assistance  and  guidance  of  those 
who  are  professionals  in  the  process  of  arbitra- 
don,  mediation  and  collective  negotiation.  No 
matter  how  highly  trained  as  practitioners,  phy- 
sicians are  novices  and  not  professionals  in  the 
art  of  negotiation  and  mediation. 

Hospitals  have  governing  boards  of  business- 
men, trained  administrators  and  highly  qualified 
attorneys,  sometimes  even  professional  labor  law- 
yers, who  guide  the  hospital’s  dealings  with  the 
medical  staff.  Often  this  professional  team  of  ad- 
ministrators and  lawyers  is  not  visible,  but  their 
guidance  is  always  present. 

In  physician-hospital  disputes,  the  medical 
staff  must  have  a comparable  team  of  experts  if 
medical  practice  is  not  to  be  institutionalized. 
This  should  be  the  role  of  organized  medicine 
with  the  county  medical  society  at  the  firing  line 
providing  direction  and  guidance  to  equalize  the 
bargaining  position  of  the  medical  staff. 

Just  as  the  union  provides  a business  agent 
and  legal  experts  to  represent  employees  in  diffi- 
cult dealings  with  their  employers,  the  same  kind 
of  help  should  emanate  from  county  and  state 
medical  societies  with  AMA  participation. 

It  is  no  longer  sinful  or  despicable  for  medical 
societies  to  be  called  physician  unions.  The  Na- 
tional Education  Association,  for  example,  an  old- 
line  professional  association  of  teachers,  learned 
this  the  hard  way  after  the  AFL-CIO  got  into  the 
picture.  Now  the  NEA  openly  and  aggressively 


functions  as  a union.  If  organized  medicine  is  un- 
willing or  unable  to  accept  the  challenge,  then 
most  assuredly  the  physician  union  movement 
will  flourish  and  fill  the  vacuum.  Unfortunately, 
they  cannot  do  the  jobs  as  well  as  organized 
medicine. 

LEGITIMATE  GRIEVANCES 

Physician-hospital  disputes  are  not  necessarily 
one-sided  affairs.  There  may  be  instances  where 
there  are  legitimate  grievances  on  one  side  or  the 
other  or  mutual  grievances  of  a legitimate  nature. 
A few  instances  have  come  to  the  attention  of  the 
AMA  where  the  organized  medical  staff  has  been 
lax  in  instituting  recommended  reforms  or  in 
keeping  bylaws  current.  The  result  has  been  that 
harsh  consultants  were  called  in  by  the  hospital 
swinging  the  pendulum  too  far  in  the  opposite 
direction. 

A medical  society  that  has  objective,  qualified 
professionals  to  help  it  can  render  the  best  service 
by  objectively  pointing  out  where  and  how  re- 
medial measures  should  be  voluntarily  under- 
taken. Responsible  unions  do  this  also  when 
members  fall  out  of  line  and  the  employer  calls 
upon  the  union  to  help  correct  the  situation. 

Medical  societies  can  help  by  preparing  ma- 
terials such  as  kits  of  educational  materials.  A 
do-it-yourself  handbook  is  insufficient,  however, 
to  deal  with  a governing  board  that  is  repre- 
sented by  high  priced  lawyers  and  professionally 
trained  administrators. 
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"Rich,  ornate  prose  is  hard  to  digest,  generally  unwholesome,  and  sometimes  nauseating.” 
— William  Strunk,  The  Elements  of  Style,  edited  by  E.  B.  White. 

“ A specter  haunts  our  culture — it  is  that  people  will  eventually  be  unable  to  say  ‘They  fell 
in  love  and  married,’  ” let  alone  understand  the  language  of  Romeo  and  Juliet,  but  will  as  a 
matter  of  course  say,  'Their  libidinal  impulses  being  reciprocal,  they  activated  their  individ- 
ualerotic  drives  and  integrated  them  within  the  same  frame  of  reference.’  ” — Lionel  Trilling, 
quoted  by  William  B.  Bean. 

Jargon — “Confused  unintelligible  language" — “characteristic  idiom  of  specialists  or  workers” 
— “pretentious  or  unnecessarily  obscure  and  esoteric  terminology” — “a  language  vague  in 
meaning.” — Webster. 

“Medicalese” — “ consists  of  the  use  of  words  in  imprecise  meanings,  many  of  them  special 
meanings;  of  misapplied  attitudes;  of  the  intrusion  of  ephermeral,  professional  colloquialisms 
into  print,  and  of  structural  distortions  or  circumlocutions  unconsciously  used.” 

— Richard  M.  Hewitt 

Gobbledegook — A term  attributed  to  former  Texas  Congressman  Maury  Maverick,  who 
applied  it  to  “Federal  prose,”  reminiscent  of  the  pompous  strutting  of  a turkey  gobbler, 
“Wordy  and  generally  unintelligible  jargon;  inflated,  involved,  and  obscure  verbiage.” 

— Webster 

— Reprinted  from  the 
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HISTORY 

This  48-year-old  male  was  admitted  for  evaluation  of 
progressive  exertional  chest  pain  compatible  with  angina 
pectoris.  Routine  physical  examination,  chest  x-ray  and 
laboratory  screening  were  within  normal  limits.  His 
admission  electrocardiogram  was  within  normal  limits. 
A second  resting  electrocardiogram  was  obtained  when 
he  complained  of  palpitations,  and  is  illustrated  as 
Fig.  1. 


Frequent  premature  ventricular  contractions  are 
noted.  Prominent  terminal  negativity  in  Vi  and 
borderline  widening  of  P waves  suggest  but  do 
not  diagnose  left  atrial  enlargement.  T wave 
amplitude  is  diminished  in  leads  reflecting  the 
inferior-lateral  myocardium.  The  most  interesting 
observation,  however,  is  the  marked  change  in 
T wave  morphology  following  normal  QRS’s 
which  are  preceded  by  premature  ventricular  con- 
tractions. This  is  most  evident  in  the  rhythm 
strip,  which  is  a standard  lead  II,  and  can  be 
compared  with  lead  II  in  the  12  lead  tracing 


Fig.  1 


above.  Note  the  marked  inversion  of  T waves 

From  the  Department  of  Cardiology,  St.  Thomas  following  QRS  numbers  3,  5 and  7.  The  T wave 
Hospital,  Nashville,  Tenn.  cont.  on  page  581 
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Medical  Audit  as  a Tool  for 
Determining  Continuing  Education  Needs 


The  objective  of  formal  education  is  to  provide 
the  student  with  the  fund  of  knowledge  that  is 
needed  in  the  profession  of  his  choice  and  to 
teach  him  how  to  use  that  knowledge.  The  cur- 
ricula for  formal  programs  have  been  established 
based  on  what  experience  has  shown  that  fund 
of  knowledge  must  be.  They  are  based  on  the 
premise  that  the  student  starting  on  his  educa- 
tional path  is  the  equivalent  of  a blank  notebook 
into  which  many  words  of  wisdom  must  be  in- 
scribed. 

The  problem  of  determining  the  educational 
objectives  in  continuing  education  is  a different 
one.  Here  the  recipient  of  the  education  already 
has  a basic  fund  of  knowledge  and  the  problem 
is  to  determine:  1)  if  some  of  that  knowledge 

may  have  leaked  away  leaving  gaps  that  must 
be  filled  again,  and  2)  where  must  new  knowledge 
be  added  that  is  useful  to  the  student.  Since  the 
goal  of  continuing  medical  education  is  to  main- 
tain the  skills  of  the  practitioner  at  a level  at 
which  he  can  responsibly  care  for  his  patients, 
the  needs  of  those  patients  must  determine  what 
the  skills  of  the  physician  are  to  be. 

It  follows  that  the  determination  of  what  needs 
to  be  taught  must  come  from  an  examination  of 
the  records  of  patients  to  determine  if  problems 
exist  in  the  care  that  they  received  and  if  so 
was  it  due  to  a deficiency  in  the  knowledge  or 
skills  of  the  practicing  physician  that  could  be 
corrected  by  educational  means. 

This  is  the  logical  method  for  choosing  the 
instructional  objectives  for  any  program  of  con- 
tinuing medical  education.  The  classes  or  courses 
to  be  taught,  the  subjects  of  lectures,  the  types 
of  demonstrations,  the  kinds  of  cases  to  be  re- 
viewed, and  the  literature  to  be  read  are  selected 
on  the  basis  of  the  kinds  of  patients  being  treated. 

The  busy  practitioner  can  choose  what  con- 


Presented  at  the  70th  Annual  AMA  Congress  on 
Medical  Education,  Chicago,  1 February  1974. 

* Medical  Audit  Consultant,  Commission  on  Profes- 
sional and  Hospital  Activities,  Ann  Arbor,  Michigan. 
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Not  By  Laws  Alone 

MARTIN  L.  WALDMAN,  M.D.,  FACS* * 

tinuing  education  will  be  of  most  value  in  his 
own  practice.  In  the  hospital  setting  education 
can  be  directed  at  improving  the  care  of  patients 
that  are  seen  there,  rather  than  having  some 
visiting  professor  discuss  two  cases  of  pancreatitis 
that  developed  ingrown  toenails. 

The  medical  audit  is  a tool  for  determining, 
among  other  things,  where  continuing  medical 
education  is  needed.  Let  me  describe  how  it 
works. 

The  process  starts  by  choosing  a topic  to  be 
studied,  often  one  in  which  there  is  a fair  amount 
of  action  in  the  hospital,  or  one  in  which  it  is 
possible  that  problems  exist.  Another  possibility 
is  for  the  educator  to  suggest  a topic  where  a 
new  technique  for  therapy  or  new  kinds  of  in- 
vestigations have  become  recommended  in  the 
current  literature. 

Once  a topic  is  chosen,  standards  are  adopted 
by  an  “expert”  committee  of  physicians  based  on 
their  experience  and  knowledge  and  supplemented 
by  a review  of  standard  texts  and  current  litera- 
ture. The  standards  describe  the  pattern  of  care 
that  should  be  given  to  that  group  of  patients  if 
care  is  at  a level  of  excellence.  Standards  would 
be  adopted  that  describe  the  outcomes  that  are 
expected  and  the  process  of  care  being  carried 
out.  (This  function  of  establishing  standards  is  in 
itself  an  educational  experience  for  physicians  on 
the  committee.) 

To  examine  the  pattern  of  care  being  given  to 
groups  of  patients,  we  need  “pattern  standards.” 
A pattern  standard  is  a statistic  that  describes  just 
how  often  an  objective  feature  of  medical  care 
is  expected  to  be  present  or  avoided  if  the  care 
is  at  a level  of  excellence.  By  using  pattern 
standards  we  avoid  establishing  a “cookbook”  for 
medicine  that  is  the  result  of  setting  up  check 
lists  of  things  that  must  be  done  for  each  and 
every  patient.  The  use  of  pattern  standards  allows 
the  committee  to  take  into  account  those  factors 
not  under  control  of  medical  care  and  also  to 
take  into  account  variations  in  management  and 
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outcome  that  result  from  the  differences  in  in- 
dividual patients  response  to  illness,  injury,  or 
treatment. 

The  next  step  is  to  retrieve  the  information 
on  the  actual  medical  care  that  was  delivered  to 
the  patients  and  compare  it  to  the  pattern 
standards.  This  requires  pattern  descriptions  of 
care  of  the  type  provided  by  the  Professional 
Activity  Study  (PAS)  and  the  Medical  Audit 
Program  (MAP)  of  the  Commission  on  Profes- 
sional and  Hospital  Activities  (CPHA).  The 
description  of  care  should  be  prepared  by  a health 
record  analyst,  a person  trained  in  the  retrieval 
and  display  of  data. 

The  comparison  of  performance  to  standards 
will  reveal  whether  or  not  deviations  exist.  Mind 
you,  I said  a deviation  and  not  a deficiency,  for 
a deviation  may  be  insignificant,  may  indicate 
superior  care  or  may  be  explained  by  allowable 
exceptions.  It  may  indeed  be  a deficiency  but 
that  cannot  be  assumed  until  an  analysis  has  been 
carried  out. 

If  it  is  noted  to  be  a deficiency,  then  a decision 
must  be  made  as  to  whether  or  not  that  deficiency 
represents  a problem  in  performance  of  the  med- 
ical delivery  system  or  truly  represents  a gap  in 
the  skills  and  knowledge  of  the  physicians  on  the 
medical  staff  of  the  hospital.  It  is  only  in  the 
latter  case  that  formal  educational  programs  are 
of  any  value.  A determination  of  the  type  of 

a.  «ju 
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EKG  of  Month 

cont.  from  page  579 

following  QRS  number  8 is  returning  to  the  up- 
right morphology  noted  in  the  12  lead  tracing. 
This  so  called  “post  extra-systolic  T wave  change” 
is  unexplained,  but  is  generally  assumed  to  reflect 
underlying  organic  heart  disease.  Exercise  elec- 
trocardiography and  selective  coronary  arteri- 
ography correlated  the  observation  in  this  patient 
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problem that  exists  and  the  level  at  which  it 
exists  (a  hospital-wide,  department-wide,  or  just 
a couple  of  individuals)  will  lead  to  a logical  de- 
termination of  what  kind  of  educational  program 
will  be  needed  to  correct  these  defects  and  who 
it  should  be  aimed. 

A medical  audit  committee  will  then  be  able 
to  recommend  to  the  educator  and  the  hospital 
staff  just  where  continuing  education  is  needed 
in  terms  of  the  kinds  of  patients  that  are  being 
cared  for. 

An  evaluation  of  the  effectiveness  of  the  edu- 
cation can  be  obtained  by  performing  follow-up 
medical  audit  studies  to  determine  if  the  desired 
change  in  behavior  actually  occurred. 

A specific  step-by-step  procedure  and  a form 
for  carrying  out  medical  auditing  is  described  in 
my  article  entitled  “The  Medical  Audit  Study — 
A Tool  for  Quality  Control”  which  appeared  in 
Hospital  Progress  in  February  1973.  Reprints  are 
available  by  writing  to  CPHA  in  Ann  Arbor, 
Michigan. 

In  summary,  the  performance  of  medical  audit 
studies  is  an  educational  opportunity  for  the 
committee,  a tool  for  determining  just  where 
educational  needs  exist  within  the  context  of 
practice  in  the  hospital,  and  a means  of  evaluat- 
ing the  effectiveness  of  educational  efforts. 

1968  Green  Road 
Ann  Arbor,  Mich.  48105 


with  advanced  obstructive  coronary  artery  dis- 
ease in  the  inferior  lateral  myocardial  distribution. 

Final  ECG  diagnosis:  “Post  extrasystolic  T 

wave  changes.” 

Final  anatomic  diagnosis:  Obstructive  coronary 
artery  disease. 
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A 2l-year-old  male  was  admitted  to  the  hospital  for 
evaluation  of  a six  week  history  of  hypertension.  The 
initial  presenting  symptom  was  a left  frontal  headache. 
There  was  a 4 to  5 month  history  of  lower  epigastic 
and  left  lower  quadrant  abdominal  cramping  pain, 
nausea  and  vomiting.  The  patient  denied  muscle  and 
joint  pains,  dysuria,  hematuria,  renal  calculi,  palpitations, 
heart  disease,  renal  disease,  dyspnea,  chest  pain,  or 
hemoptysis. 

On  admission  the  blood  pressure  was  170/125  mm 
Hg.  Funduscopic  examination  was  normal  six  weeks 
prior  to  admission,  but  moderate  arteriolar  narrowing 
with  AV  nicking,  a few  small  flame-shaped  hemorrhages 
and  cotton  wool  exudates  in  the  left  eye  were  present 
on  admission.  A grade  II/VI  systolic  ejection  murmur 
was  heard  at  the  left  sternal  border.  The  remainder  of 
the  physical  examination  was  negative.  Family  history 
was  negative  and  the  past  history  revealed  only  asthma 
in  childhood. 

Pertinent  laboratory  data  included  9%  eosinophils  and 
40%  lymphocytes  in  the  peripheral  blood,  BUN  21 
mg/ 100  ml,  creatinine  2.2  mg/100  ml.  total  protein 
8.6  gm/100  ml,  SGOT  90  units/ml  (subsequently  rising 
to  130  units/ml),  borderline  elevated  LDH  and  alkaline 
phosphatase,  Australian  antigen  positive  x 2,  mildly 
elevated  gamma  globulins  on  serum  protein  electro- 
phoresis, and  normal  plasma  renin.  The  urinalysis  was 
normal.  IVP  and  upper  GI  series  were  normal.  Abdomi- 
nal aortogram  and  selective  renal  arteriograms  were  per- 
formed. Figure  1 shows  arterial  phase  of  the  abdominal 
aortogram.  Figure  2 is  a magnified  view  of  the  selective 
left  renal  arteriogram,  showing  the  lower  pole  in  detail. 

Radiological  Findings: 

The  main  renal  arteries  and  the  segmental  renal 


Fig.  1 


From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Hospital,  Nashville,  Tenn.  37232. 
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Fig.  2 

arteries  are  normal.  Multiple  aneurysms,  different  in 
size  and  shape,  are  seen  throughout  the  renal  paren- 
chyma involving  the  medium  and  small  arteries  and 
arterioles.  These  arteries  are  attenuated  in  caliber  and 
decreased  in  number.  The  renal  cortex  is  grossly  ir- 
regular and  scarred,  indicating  vascular  thromboses  and 
parenchymal  fibrosis.  Visceral  vascular  branches  of  the 
liver,  spleen,  and  intestines  are  normal. 


The  patient's  hypertension  proved  extremely  difficult 
to  manage.  Multiple  combination  of  drugs  were  tried, 
including  Aldomet,  Propranolol,  Hydralazine,  Guanethi- 
dine,  and  Hydrochlorothiazide.  At  the  time  of  his  dis- 
charge his  blood  pressure  still  varied  from  130-150/100- 
120  mm  Hg. 

Because  of  positive  Australia  antigen/  typical  radio- 
graphic  findings,  and  lack  of  symptomatic  areas  for  skin 
or  muscle  biopsy,  no  further  diagnostic  procedure  was 
pursued. 

Discussion: 

Polyarteritis  nodosa  is  a form  of  necrotizing 
angiitis  and  probably  has  varied  etiological  fac- 
tors. The  patients  are  usually  males  in  the  third 
or  fourth  decade  and  are  often  hypertensive.  An 
association  between  polyarteritis  and  Australia 
antigen  in  the  serum  has  been  well  documented.4 

Pathological  changes  in  polyarteritis  nodosa  are 
characterized  by  multiple  foci  of  fibrinoid  necrosis 
in  the  media,  subsequently  extending  into  the 
other  layers  with  destruction  of  the  elastic  lamina 
and  aneurysm  formation.3  Acute  cellular  infiltra- 
tion is  followed  by  chronic  inflammatory  cells  and 
later  organization  and  thrombosis.  Arteritis  and 
glomerulitis  may  occur  separately  or  together. 

Multiple  renal  interlobar  and  arcurate  artery 
aneurysms  plus  parenchymal  scarring  from  throm- 
bosis and  infarction  are  virtually  pathognomonic 
of  polyarteritis  nodosa,2  although  other  forms  of 
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Radiological  Diagnosis: 
Polyarteritis  nodosa. 

Clinical  Course: 


necrotizing  angiitis  may  have  identical  angio- 
graphic findings.9  Fleming  and  Stern3  in  1965 
first  reported  in  vivo  demonstration  of  multiple 
intraparenchymal  renal  aneurysms  in  polyarteritis 
nodosa.  Since  then,  there  have  been  several  other 
reports.1’7*9 

The  differential  diagnosis  of  renal  aneurysms  in- 
cludes: 1.  Congenital.  2.  Arteriosclerosis.  3.  Fibro- 

muscular  disease.  4.  Mycotic  aneurysms.  5.  Trauma. 

6.  Neoplasms.  7.  Polyarteritis  nodosa  and  other  types 
of  necrotizing  angiitis.  8.  Tuberous  sclerosis  and  neuro- 
fibromatosis. 

Congenital  aneurysms  are  frequently  multiple 
and  characteristically  involve  bifurcations  of  ex- 
traparenchymal  renal  vessels.  Aneurysms  in 
arteriosclerosis  occur  in  the  main  renal  arteries. 
Mycotic  aneurysms  can  be  parenchymal  and 
mimic  aneurysms  seen  in  polyarteritis  nodosa.2 
Clinical  and  bacteriological  findings  may  help  to 
establish  this  diagnosis.  Aneurysms  following 
trauma  are  usually  few  in  number  and  a diag- 
nosis can  be  established  by  clinical  history. 
Angiographic  diagnosis  of  aneurysms  occurring 
in  renal  neoplasms  is  not  difficult.  Aneurysms  in 
tuberous  sclerosis  and  neurofibromatosis  usually 
involve  the  main  renal  arteries  or  their  main 
branches.5 

The  kidneys  are  the  most  frequently  involved 
organs  in  polyarteritis  nodosa  with  pathologic 
findings  occurring  in  approximately  85  percent 
of  cases.  The  liver  (66  percent),  gastrointestinal 
tract  (51  percent),  skeletal  muscles  (30  percent), 
peripheral  nerves  (27  percent),  and  skin  (20 
percent)8  are  less  frequently  involved. 

Angiography,  especially  renal  arteriography, 
may  constitute  the  most  accurate  and  reliable 
diagnostic  procedure  in  clinically  suspected  poly- 
arteritis nodosa.2  The  incidence  of  renal 
aneurysms  in  autopsy  material  in  polyarteritis 
nodosa  varies  from  3 to  28  percent.3  The  inci- 
dence of  angiographically  demonstrable  aneu- 
rysms is  unknown  and  may  be  as  high  as  75 
percent.9  This  discrepancy  may  be  at  least  par- 
tially explained  by  total  disappearance  of 


aneurysms  with  improved  vascular  appearance  in 
the  course  of  the  disease  in  some  cases  of  poly- 
arteritis nodosa.9  Polyarteritis  nodosa  with  numer- 
ous and  extensive  aneurysms  involving  branches 
of  the  renal,  hepatic,  splenic,  mesenteric,  lumbar, 
intercostal,  inferior  phrenic,  and  hypogastric 
arteries  has  also  been  reported.6 

Spontaneous  retroperitoneal  hemorrhage  from 
ruptured  renal  aneurysms  is  a recognized  com- 
plication.2’7 Renal  biopsy  is  to  be  avoided  if 
intrarenal  aneurysms  have  been  shown  angio- 
graphically. Renal  angiography  has  an  established 
role  in  the  diagnosis  of  polyarteritis  nodosa  and 
should  be  utilized  more  frequently.1’2’3’6 

Ying  T.  Lee,  M.D. 

Clyde  W.  Smith,  M.D. 


REFERENCES 

1.  Bron.  KM,  Strott.  CA,  and  Shapiro,  AP:  The 
diagnostic  value  of  angiographic  observations  in  poly- 
arteritis nodosa.  Arch  lnt  Med,  116:450-454,  1965. 

2.  Capps,  JH,  and  Klein,  RM:  Polyarteritis  nodosa 

as  a cause  of  perirenal  and  retroperitoneal  hemorrhage. 
Radiology,  94:143-146,  1970. 

3.  Fleming,  RJ.  and  Stern,  LZ:  Multiple  intrapa- 

renchymal renal  aneurysms  in  polyarteritis  nodosa. 
Radiology,  84:100-103,  1965. 

4.  Gocke,  DJ.  et  al:  Association  between  polyarteritis 
and  Australia  antigen.  Lancet,  2:1149-1153,  1970. 

5.  Green,  GJ:  The  radiology  of  tuberous  sclerosis. 

Clin  Radiology,  19:135-147,  1968. 

6.  Herschman.  A,  Blum,  R.  and  Lee,  YC:  Angio- 
graphic findings  in  polyarteritis  nodosa:  Report  of  a 

case.  Radiology,  94:147-148,  1970. 

7.  McClure,  PH.  and  Westcott,  JL:  Periarteritis 

nodosa  with  perirenal  hemorrhage:  A case  report  with 
angiographic  findings.  J Urology,  102:126-129,  1969. 

8.  Nuzum,  JW,  Jr,  and  Nuzum,  JW:  Polyarteritis 

nodosa:  statistical  review  of  175  cases  from  the  litera- 
ture and  report  of  a “typical”  case.  Arch  hit  Med, 
94:942-955,  1954. 

9.  Robins,  JM,  and  Bookstein,  JJ:  Regressing 

aneurysms  in  periarteritis  nodosa.  Radiology,  104:39- 
42,  1972. 


JULY,  1974 


583 


Licorice  Intoxication 

For  those  interested  in  hypertensive  disease, 
licorice  intoxication  is  one  of  the  most  intriguing 
curable  forms  of  blood  pressure  elevation.  Its 
diagnosis,  suggested  by  the  history  and  its  treat- 
ment (discontinuing  the  source  of  licorice),  make 
it  a rewarding  form  of  hypertension  with  which 
to  deal. 

Historical  Background 

Licorice  extract,  derived  from  the  root  of  a 
plant,  Glycyrrhiza  glabra,  has  long  been  used  as 
a flavoring  agent  for  medications,  foodstuffs  and 
beverages.  Its  use  in  folk  medicine  for  the  treat- 
ment of  indigestion  led  to  the  use  of  licorice  in 
many  patent  medicines  during  the  19th  and  early 
20th  century.  In  1946  the  usefulness  of  licorice 
extract  in  the  treatment  of  peptic  ulcer  disease 
was  reported,  but  it  is  of  note  that  edema  and 
congestive  heart  failure  occurred  in  20  percent 
of  patients  treated  in  this  fashion.  In  1950 
Molhuysen  reported  a similarity  between  the  salt 
retaining  action  of  deoxycorticosterone  (DOC), 
a potent  mineralocorticoid  produced  by  the  ad- 
renal cortex,  and  licorice,  and  suggested  that  the 
active  principle  of  licorice  extract  was  glycyrrhizic 
acid.  For  a few  years  thereafter,  licorice  extract 
was  used  in  the  treatment  of  Addison’s  disease. 
During  the  early  1950’s  several  medications 
flavored  with  licorice  extract  to  disguise  their  un- 
pleasant taste  were  found  to  be  responsible  for 
the  development  of  hypokalemic  alkalosis,  hyper- 
tension, edema  and  occasionally  fatal  arrhythmia. 

In  1956  Louis  and  Conn  were  able  to  isolate 
pure  ammonium  glycyrrhizinate  from  licorice  and 
demonstrated  that  this  compound  was  responsible 
for  the  sodium  retention,  potassium  loss  and 
edema  of  licorice  intoxication. 

Pathophysiology  of  Licorice  Intoxication 

In  a fashion  similar  to  aldosterone,  glycyrrhiz- 
inate acts  directly  on  the  kidney  tubule  causing 
sodium  retention  and  potassium  loss.  Sodium  re- 
tention results  in  an  expansion  of  the  effective  in- 
travascular volume  leading  to  the  development  of 
hypertension.  In  addition,  the  increased  intra- 


From  the  Hypertension  Center,  Vanderbilt  University 
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vascular  volume  results  in  decreased  production 
of  renin  by  the  kidney,  leading  to  decreased  pro- 
duction of  aldosterone  by  the  adrenal  gland.  It 
might,  therefore,  be  expected  that  a mineralocor- 
ticoid antagonist,  such  as  spironolactone,  would 
block  the  sodium  retention  and  potassium  wasting 
of  glycyrrhizinate  excess.  Salassa,  et  al,  have 
demonstrated  such  an  effect  in  an  individual  in- 
gesting large  amounts  of  licorice. 

Clinical  Spectrum  of  Licorice  Intoxication 

The  presentation  of  patients  with  licorice 
excess  mimics  so  closely  the  findings  in  patients 
with  primary  aldosteronism  that  this  syndrome 
has  been  called  pseudoaldosteronism.  The  clinical 
and  chemical  findings  are  related  to  the  physi- 
ologic effects  of  glycyrrhizinate.  As  sodium  re- 
tention occurs  patients  develop  edema  and  hyper- 
tension, ranging  from  mild  asymptomatic  disease 
to  severe  accelerated  hypertension  with  retinop- 
athy and  proteinuria.  Potassium  depletion  oc- 
curs and  may  be  severe,  particularly  if  the  patient 
has  received  thiazide  diuretics  for  treatment  of 
edema  or  hypertension.  This  potassium  depletion 
is  thought  to  be  responsible  for  the  muscle  weak- 
ness which  sometimes  progresses  to  flaccid 
paralysis  or  quadriplegia,  and  the  cardiac  arrhy- 
thymias  associated  with  licorice  intoxication. 

Diagnosis 

The  diagnosis  is  established  by  obtaining  the 
history  of  licorice  ingestion.  It  may  be  confirmed 
by  the  presence  of  hypokalemia,  suppressed  PRA 
and  low  urinary  aldosterone  excretion. 

Treatment 

The  treatment  of  licorice  intoxication  involves 
discontinuing  the  ingestion  of  licorice  and  treat- 
ing the  specific  complications.  Initially  the  hyper- 
tension may  require  therapy  with  antihypertensive 
agents  and  the  congestive  heart  failure  the  use  of 
digitalis,  which  must  be  used  cautiously  in  view 
of  the  hypokalemia.  Often  large  amounts  of  in- 
travenous and  oral  potassium  chloride  are  re- 
quired to  correct  the  potassium  deficiency,  which 
may  be  profound.  Patients  may  require  careful 
monitoring  for  cardiac  arrhythmias,  which  may 
be  severe  and  unresponsive  to  antiarrhymic  agents, 
until  the  serum  potassium  is  raised.  The  tempo- 
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rary  use  of  spironolactone  is  helpful  in  inducing 
sodium  loss  and  potassium  retention. 

The  blood  pressure  elevation  of  licorice  excess 
usually  returns  to  normal  within  a month  after 
licorice  ingestion  ceases. 

Extent  of  the  Problem 

Although  licorice  extract  is  used  as  a flavoring 
for  many  medicines,  foods  and  beverages,  it  is 
generally  thought  harmless  in  amounts  ordinarily 
consumed.  Toxic  manifestations  have  occurred 
generally  in  patients  consuming  large  amounts  of 
the  substance  over  a long  period  of  time.  In 
the  United  States  licorice  candy  bars  are 
often  the  culprit.  In  Europe  a licorice  flavored 
alcoholic  beverage  Boisson  de  Coco  has  been 
incriminated  as  causing  licorice  intoxication,  and 
in  England  Biogastrone®  (Carbenoxalone)  a 
medication  derived  from  glycyrrhizic  acid  and 
used  for  the  treatment  of  gastric  ulcer  disease  has 
been  blamed  for  hypertension  and  hypokalemia 
in  some  patients. 

Since  glycyrrhizinate  is  100  times  as  sweet  as 
sugar,  it  has  found  use  as  a sugar  substitute  in 
dietetic  foods.  No  clinical  toxicity  has  been  dem- 
onstrated at  the  concentration  used. 

Summary 

Licorice  intoxication  is  a rare  cause  of  hyper- 
tension, diagnosed  by  a history  of  ingestion  of 


licorice  containing  foods  in  the  setting  of  hyper- 
tension, hypokalemia,  suppressed  PRA  and  low 
urinary  aldosterone  excretion.  It  is  treated  by 
discontinuing  the  source  of  licorice.  Spironolac- 
tone may  be  used  adjunctively  to  enhance  potas- 
sium replacement.  Licorice  extract  in  small 
concentrations  is  a common  food  additive. 

John  W.  Hollifield,  M.D. 
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10  Thieves  Who  Steal  Time 

We  are  what  we  do  with  our  time,  psychologists  say.  The  management  of  time,  says 
W.  E.  Bright,  Union  Oil  Co.  of  California,  is  actually  self-management.  He  identifies  ten 
“thieves,”  common  in  management,  whose  specialty  is  the  purloining  of  time:  1)  The 

compulsive  communicator.  His  personal  need  to  express  himself  is  so  overwhelming  that  he 
has  no  time  for  feedback  or  questions  or  even  to  ascertain  whether  he  has  been  understood. 
2)  Barn  swallow.  He  swoops  in  and  out  so  fast  that  few  people  know  he  has  been  present. 
He  sometimes  wonders,  too.  3)  Phonomaniac.  He  lives  on  the  phone,  squeezing  whatever 
has  to  be  done  into  those  brief  periods  between  calls.  4)  Puzzled  private.  He  sees  all  jobs 
as  having  equal  importance,  so  it’s  almost  impossible  for  him  to  establish  priorities.  5) 
Unhappy  hedonist.  When  faced  with  two  jobs,  one  pleasant  and  one  unpleasant  this  guy 
just  can’t  help  opting  for  the  fun  job.  6)  Harried  high  jumper.  Everything  he  does  reminds 
him  of  another  job  that  needs  doing.  The  result:  He  juggles  so  many  tasks  that  few  are 
completed.  7).  Fireman.  Most  managers  have  to  “put  out  fires,”  but  keep  your  eye  on  the 
guy  who  gets  a pyromaniac’s  gleam  in  his  eye.  8)  Busy  bee.  He’s  so  compulsive  about  keep- 
ing busy  that  he  never  has  time  to  plan  or  think  things  through.  9)  Defective  detective.  He 
pleads,  “We  haven’t  got  enough  facts  to  make  a decision.”  His  problem:  Fear  of  making  a 
decision.  ( Industry  Week,  10/9/72) 

— Reprinted  from  the  Maryland  State  Medical  Journal,  May,  1974 
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Serum  Digoxin  and  Digitoxin 
Determinations 

Determinations  of  serum  levels  of  digoxin  and 
digitoxin  are  widely  used  in  clinical  medicine 
today,  and  can  only  grow  in  importance  as  sophis- 
ticated cardiac  diagnostic  and  therapeutic  tech- 
niques continue  their  rapid  development.  In 
general,  indications  for  the  performance  of  these 
tests  are: 

1.  Cases  of  suspected  toxicity — such  manifes- 
tations are  almost  entirely  those  of  cardiac 
arrhythmias,  particularly  of  the  A-V  junc- 
tional type;  non-cardiac  manifestations  (e.g. 
nausea,  anorexia,  mental  disturbances)  are 
less  easily  evaluated  and  have  not  generally 
been  considered  as  significant. 

2.  Cases  with  high  risk  of  toxicity,  as  with 
impaired  renal  function  (more  important  for 
digoxin  than  for  digitoxin),  ischemic  heart 
disease,  electrolyte  disturbances  (decreased 
serum  potassium  and/or  magnesium,  ele- 
vated serum  calcium),  systemic  anoxia  (e.g. 
chronic  pulmonary  disease),  hypothyroidism 
(decreased  metabolism  of  the  drugs). 

3.  Suspected  excessive  ingestion  of  one  of  the 
digitalis  glycosides. 

4.  Suspected  impairment  of  absorption  of  the 
drug  (especially  important  for  digoxin),  as 
with  malabsorption  states  or  intestinal 
hypermotility. 

Figures  as  to  the  incidence  of  digitalis  toxicity 
hospitalized  patients  range  from  8-20  percent  of 
those  receiving  one  of  the  glycosides,  with  a 
mortality  rate  of  up  to  50  percent  due  either 
directly  or  indirectly  to  the  toxicity.  Thus  the 
availability  of  a test  for  the  monitoring  of  serum 
drug  levels  may,  in  some  cases,  be  a life-saving 
tool  for  the  clinician. 

Digitoxin  is  readily  absorbed  from  the  gastro- 
intestinal tract,  is  strongly  bound  to  plasma  pro- 
teins, and  is  largely  metabolized  by  the  liver  with 
renal  excretion  of  the  breakdown  products. 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital. Memphis,  Tenn. 
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Digoxin,  on  the  other  hand,  is  incompletely  ab- 
sorbed, is  less  strongly  bound  to  plasma  pro- 
teins, and  is  largely  excreted  unchanged  in  the 
urine.  Consequently,  blood  levels  of  digoxin  may 
be  expected  to  be  influenced  to  a much  greater 
extent  by  gastrointestinal  and  renal  disorders, 
particularly  the  latter,  than  are  those  of  digitoxin. 
Some  drugs  that  affect  the  hepatic  metabolism 
of  digitoxin  may  cause  significant  changes  in  the 
blood  levels  of  that  agent.  Age  has  been  found 
to  be  a significant  factor  in  digitalis  toxicity  only 
in  its  relationship  to  ischemic  heart  disease  and 
impaired  renal  function. 

Blood  level  determinations  are  generally  per- 
formed on  serum.  The  standard  laboratory 
method  employed  is  that  of  radioimmunoassay, 
using  the  isotopically  labelled  glycoside  and 
antiserum  specific  for  that  glycoside.  The  major 
technical  interference  encountered  in  the  test  is 
that  of  serum  “contamination”  due  to  the  presence 
of  radioisotopes  administered  for  other  diagnostic 
tests.  A second  source  of  false  test  results  arises 
when  a specimen  from  a patient  receiving,  for 
example,  digitoxin,  is  submitted  for  “digoxin 
level."  The  “specific”  antibody  in  the  test  system 
will  cross-react  with  the  other  glycoside  present 
in  the  patient’s  serum  to  the  extent  of  5 to  10 
percent.  Thus,  in  the  above  instance,  the  “digoxin 
level”  might  appear  to  be  significantly  high.  Con- 
versely, the  “digitoxin  level”  of  a patient  receiving 
therapeutic  doses  of  digoxin  would  be  very  low 
or  undetectable.  Therefore,  specimens  submitted 
for  analysis  must  be  properly  identified  as  to  the 
test  desired,  to  avoid  this  potentially  dangerous 
situation.  ( The  confusion  may  be  alleviated  by 
using  the  term  “lanoxin”  for  “ digoxin ” — Ed.) 

Ideally,  to  afford  time  for  blood-tissue  equili- 
bration. blood  specimens  should  be  obtained  at 
least  5 to  6 hours  after  the  time  of  administra- 
tion of  the  last  dose,  or  even  longer  in  the  case 
of  digitoxin.  Although  there  is  a considerable 
degree  of  overlap  between  non-toxic  and  toxic 
ranges,  in  the  case  of  digoxin  it  has  been  found 
that  90  percent  of  non-toxic  patients  will  have 
serum  levels  of  2 ng/ml  or  less,  and  that  roughly 
the  same  percentage  of  toxic  patients  will  have 
levels  above  2 ng/ml.  For  digitoxin  the  differ- 
ential value  is  less  well  defined,  but  levels  over 
25  ng/ml  should  suggest  the  possibility  of  toxicity. 

Dean  G.  Taylor,  M.D. 
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The  Spleen  Scan 

Although  hematologic  function  of  the  spleen 
may  be  evaluated  by  scanning  the  spleen  with 
radiopharmaceuticals  such  as  chromated  red  cells 
or  platelets,  iron,  mecurihydroxypropane,  or 
seleniomethonine,  because  of  the  ease  of  prepara- 
tion and  high  photon  flux  with  useable  short  lived 
isotopes,  radiocolloids  are  the  most  commonly 
used  spleen  scanning  agents.  When  radiocolloids 
are  used  to  scan  the  spleen,  one  wishes  to  deter- 
mine whether  a left  upper  quadrant  mass  is 
spleen,  its  size,  whether  it  is  displaced  from  its 
normal  anatomic  position,  its  size  relative  to  that 
of  the  liver,  and  its  affinity  for  colloid  relative 
to  that  of  liver  and  bone  marrow.  In  addition, 
non-uniform  distribution  of  isotope  in  the  spleen 
may  suggest  a focal  lesion. 

Case  No.  1:  A 31 -year-old  white  male  admitted  to 
the  emergency  room  after  a motorcycle  accident  showed 
multiple  abrasions,  a fracture  of  the  right  tibia  and 
abdominal  pain.  Vital  signs  were  normal,  as  were  the 
CBC,  SMA12,  chest  x-ray  and  urinalysis.  The  patient 
complained  of  left  upper  quadrant  pain.  His  hemato- 
crit fell  rapidly  over  a two-day  period  and  the  left  upper 
quadrant  pain  persisted.  Spleen  scan  (Fig.  1 ) showed  a 
focal  decrease  in  isotope  concentration  (“cold  spot”) 
in  the  spleen  which  was  interpreted  as  an  area  of 


Fig.  1 


From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital.  Nashville,  Tenn.  37203. 


hemorrhage.  Splenectomy  was  performed.  Recovery  was 
uneventful. 

Case  No.  2:  An  80-year-old  lady  with  splenomegaly, 
long  standing  arithritis  and  myeloid  metaplasia  secondary 
to  myelofibrosis  was  admitted  to  the  hospital  because 
of  left  upper  abdominal  pain.  Her  LDH  was  markedly 
elevated.  A spleen  scan  (Fig.  2)  showed  a large  “cold 


Fig.  2 


spot”  consistent  with  hemorrhage  into  the  spleen.  Her 
vital  signs  were  stable.  She  suddenly  had  a drop  in 
blood  pressure  and  died.  An  autopsy  showed  hemo- 
peritoneum  with  hemorrhagic  infarction  of  the  spleen. 

Although  radiocolloid  spleen  scans  may  be  used 
to  evaluate  splenic  enlargement  due  to  polycy- 
themia, tumor,  excessive  water  ingestion,  prior 
radiation  therapy,  hemolytic  anemia  and  hyper- 
lipidemia, to  appreciate  displacement  due  to 
gastric  dilatation,  or  to  appreciate  accessory 
splenic  tissue,  the  principal  clinical  use  of  the 
spleen  scan  remains  the  assessment  of  “cold 
spots”  in  the  spleen. 

In  the  two  cases  illustrated  here,  the  cold  spot 
in  the  spleen  scan  secondary  to  hemorrhage  was 
easily  demonstrated  in  15  minutes  by  a non- 
invasive  technique.  Since  splenic  rupture  carries 
a high  mortality  rate  in  adults  and  since  the 
method  of  scanning  with  a radiocolloid  is  so 
easily  and  safely  performed,  greater  utilization 
of  the  spleen  scan  would  certainly  serve  the 
interests  of  the  patient. 

Robert  L.  Bell,  M.D.,  Director 
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Coexistent  Congenital  Cytomegalovirus 
And  Toxoplasmosis  in  a Newborn  Infant 

CIRILO  SOTELO-AVILA,  M.D.;  CAROL  M.  PERRY,  M.D.; 

LOUIS  S.  PARVEY,  M.D.,  and  FABIEN  G.  EYAL,  M.D. 

CASE  PRESENTATION 

Present  Illness:  The  mother,  a 15-year-old  black 

primigravida,  was  admitted  to  John  Gaston  Hospital  in 
her  first  stage  of  labor.  The  estimated  gestational  age 
was  40  weeks.  She  gave  no  history  of  febrile  illness, 
skin  rash  or  drug  ingestion  during  pregnancy.  Her 
blood  type  was  A,  Rh0  (D)  positive;  and  her  VDRL 
was  negative.  The  first  stage  of  labor  lasted  19  hours 
and  spontaneous  rupture  of  the  membranes  occurred  2 
hours  prior  to  delivery.  The  amniotic  fluid  was  clear 
and  unstained.  She  delivered  a 2,165  gram  male  infant. 
The  placenta  was  not  examined.  The  Apgar  scores  were 
7 and  10  after  one  and  five  minutes  following  birth. 

Physical  Examination:  The  child  developed  general- 

ized petechial  rash  within  the  first  hour  of  life.  His 
temperature  was  36.5 °C  and  the  pulse  and  respiratory 
rates  were  120  and  50  per  minute,  respectively.  The 
head  circumference  was  28  cm  and  his  crown-heel 
length  44  cm.  He  appeared  jittery,  with  increased  mus- 
cular tone.  Bilateral  chorioretinitis  was  present.  The 
chest  was  clear  to  auscultation;  the  abdomen  was  soft 
with  the  liver  edge  palpable  4 cm  below  the  right  costal 
margin  and  the  spleen  palpable  4 cm  below  the  left 
costal  margin.  Lymph  nodes  were  palpable  in  the 
axillary  and  cervical  areas. 

Laboratory  Data:  Laboratory  studies  in  the  first  day 
of  life  disclosed  a hemoglobin  of  15.9  gm/dl; 
hematocrit,  45  per  cent;  white  blood  cell  count,  18,600 
per  cubic  millimeter,  with  a differential  count  of  46 
per  cent  segmented  granulocytes,  46  per  cent  lympho- 
cytes, and  8 per  cent  monocytes.  The  reticulocyte  count 
was  12.5  per  cent;  platelet  count,  14,000  per  cubic  milli- 
meter; prothrombin  time,  11.7  seconds  (control,  11.7 
seconds);  and  partial  thromboplastin  time,  47  seconds 
(control,  37  seconds).  The  direct  antigiobulin  (Coombs) 
test  was  negative;  blood  glucose,  26  mg/dl;  serum 
total  bilirubin,  3.5  mg/dl  with  a direct  fraction  of  0.8 
mg/dl;  SGOT,  146  Reitman-Frankel  Units  (normal, 
0-45).  The  VDRL  test  was  negative.  The  spinal  fluid 
examination  was  reported  to  contain  110,000  red  cells 
per  cubic  millimeter;  50  white  blood  cells  per  cubic 
millimeter  with  20  per  cent  polymorphonuclears  and 
80  per  cent  mononuclears;  glucose  19  mg/dl;  and  pro- 
tein 412  mg/dl.  The  hemagglutination  inhibition  titers 
for  Rubella  were  1:80  for  the  mother  and  1:10  for 
the  infant.  Complement  fixation  titers  for  Herpes 
simplex,  cytomegalovirus  and  toxoplasma  were  all  less 
than  1:8.  A single  cytologic  examination  of  the  infant’s 
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urine  was  negative  for  inclusions  bodies  of  cytomegalic 
inclusion  disease. 

Roentgenograms  taken  soon  after  birth  showed 
microcephaly  and  multiple  small  intracranial  calcifica- 
tion in  the  frontal  and  parietal  regions  (Figs.  1 and  2). 
No  evidence  of  periosteal  reaction  or  bone  resorption 
in  the  long  bones  was  noted.  Normal  lung  fields  were 
seen  on  chest  X-ray. 

Clinical  Course:  The  initial  episode  of  hypoglycemia 
was  treated  with  intravenous  administration  of  glucose 
and  did  not  recur.  The  patient  remained  very  jittery, 
with  increased  muscular  tone  and  a weak  cry.  His 
condition  remained  stable  except  for  one  seizure  on  the 
3rd  post  partum  day.  He  was  treated  with  phenobar- 
bital.  Ampicillin  and  kanamycin  were  given  to  the 
infant  from  the  first  day  but  were  discontinued  on  the 
6th  day  when  blood  cultures  were  reported  to  be 
negative. 

On  the  10th  day  after  birth  the  hemoglobin  was  8.3 
gm/dl;  hematocrit,  24  per  cent;  white  blood  cell  count, 
7,000  per  cubic  millimeter,  with  a differential  count  of 
57  per  cent  segmented  granulocytes,  34  per  cent  lym- 
phocytes, 8 per  cent  monocytes  and  1 per  cent  eosino- 
phils; reticulocyte  count,  8.3  per  cent;  platelet  count 
12,500  per  cubic  millimeter.  The  total  serum  bilirubin 
was  1.2  mg/dl  with  a direct  fraction  of  0.1  mg/dl. 

On  the  15th  day  after  birth  he  developed  severe 
respiratory  distress.  Roentgenograms  revealed  bilateral 
opacification  of  lungs  thought  to  be  consistent  with 
pneumonia.  Blood,  urine  and  spinal  fluid  cultures  were 
obtained  and  ampicillin  and  kanamycin  sulfate  were 
given  to  the  infant  but  he  failed  to  respond  and 
expired  on  the  16th  day  of  life.  The  cultures  were  sub- 
sequently negative. 

CLINICAL  DISCUSSION 

DR.  CAROL  M.  PERRY:  The  clinical  mani- 
festations of  this  16-day-old  infant  were  those  of 
a congenitally  infected  child.  A differential  diag- 
nosis must  be  established  between  a bacterial 
sepsis  vs.  a transplacentally  acquired  chronic 
infection. 

My  hypothesis  is  that  the  infant’s  disease 
process  was  related  to  the  latter  type  of  infection, 
toxoplasmosis  and  cytomegalovirus  disease  (CID) 
must  be  strongly  considered.  Before  developing 
this  hypothesis  further,  I would  like  to  rule  out  a 
bacterial  sepsis.  Against  bacterial  sepsis  is  the 
fact  that  the  infant  developed  a petechial  rash 
soon  after  birth  and  this  would  be  an  extremely 
early  presenting  sign  for  this  type  of  infection. 
Moreover,  the  amniotic  fluid  was  clear  and  un- 
stained, the  membranes  ruptured  2 hours  prior 
to  delivery  of  the  infant,  the  mother  had  no 
febrile  illness  during  the  pregnancy,  and  the 
maternal  history  of  normal  labor  for  a primi- 
gravida are  highly  unusual  for  bacterial  sepsis. 

The  baby  had  some  other  physical  findings  that 
are  difficult  to  explain  on  the  basis  of  sepsis, 
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namely,  a “small  for  date”  size,  with  the  height, 
weight  and  head-circumference  well  below  the 
10th  percentile  on  the  growth  grid.  We  suspect 
a transplacentally  acquired  infection  when  we  see 
severe  degrees  of  intra-uterine  growth  retardation. 
Microcephaly  may  deviate  fetal  growth,  but 
microcephaly  associated  with  chorioretinitis  is 
most  often  seen  in  patients  with  toxoplasmosis 
and  CID.  Chorioretinitis  alone  also  can  be  seen 
in  syphilis.  These  three  transplacentally  ac- 
quired infections  often  have  non-specific  hemato- 
logic findings  similar  to  those  present  in  this 
infant,  namely,  hepatosplenomegaly,  jaundice, 
anemia,  thrombocytopenia  and  petechial  rash.  The 
presence  of  lymphadenopathy  at  birth  is  also 
suggestive  of  a response  to  a congenital  infection. 

The  clinical  manifestations  of  syphilis  appear 
soon  after  birth  and  consists  of  mucocutaneous 
lesions,  hepatosplenomegaly,  anemia  due  to 
hemolysis,  jaundice,  lymphadenopathy,  snuffles, 
and  pseudoparalysis.  The  roentgenographic  find- 
ings consist  of  osteochondrosis  and  periostitis. 
The  mother’s  VDRL  was  negative,  but  we  are 
not  told  at  what  point  in  pregnancy  this  test  was 
performed.  If  the  VDRL  was  negative  early  in 
pregnancy,  there  is  still  the  possibility  she  could 
have  acquired  the  syphilis  later.  The  infant’s 
VDRL  was  also  negative  and  this,  too,  speaks 
against  syphilis. 

It  is  also  my  opinion  that  congenital  Rubella  is 
an  unlikely  cause  for  this  child’s  clinical  findings 
because  the  essential  lesions  in  patients  with 
Rubella  syndrome  were  not  present  in  this  infant, 
namely,  congenital  heart  disease  and  eye  defects, 
specifically  cataracts  and  congenital  glaucoma. 
Other  clinical  manifestations  of  congenital  Ru- 
bella include  marked  intra-uterine  growth  retarda- 
tion, deafness,  full  fontanelle,  microcephaly, 
thrombocytopenic  purpura,  anemia,  hepatospleno- 
megaly, jaundice  and  lymphadenopathy.  More- 
over, the  roentgenographic  findings  commonly 
associated  with  congenital  Rubella  syndrome  were 
not  present  in  this  infant:  metaphyseal  bone 

lesions  in  the  upper  and  lower  extremities.  Before 
I continue,  I think  we  would  benefit  from  looking 
at  the  x-rays. 

LOUIS  S.  PARVEY,  M.D.:  The  most  striking 
radiographic  findings  in  this  neonate  were  found 
on  the  skull  radiographs  (Figs.  1 and  2).  The 
anteroposterior  and  lateral  views  reveal  a mod- 
erate microcephaly  and  cerebral  calcifications. 
The  calcifications  are  characteristic  though  not 
specific  for  both  toxoplasmosis  and  cytomegalovi- 
rus cerebroventriculitis.  There  are  crescents, 


streaks  and  conglomerates  of  calcification  in  the 
frontoparietal  parenchyma  sparing  the  posterior 
fossa,  and  periventricular  curvilinear  calcification 
particularly  in  the  right  hemisphere. 


Fig.  1 


Fig.  2 


In  the  past  it  was  felt  that  periventricular  cal- 
cifications were  characteristic  for  cytomegalovirus 
infection;  this  has  been  repeatedly  disproven  as 
toxoplasmosis  can  mimic  this  pattern  exactly. 
The  calcifications  in  both  diseases  occur  in  areas 
of  focal  inflammation  that  undergo  necrosis  and 
calcify.  About  60%  of  congenital  toxoplasmosis 
and  25  % of  congenital  cytomegalovirus  will  have 
cerebral  calcifications.  When  significant  paren- 
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chymal  destruction  has  taken  place,  the  infants 
will  be  microcephalic.  Both  hydrocephalus  and/ 
or  microcephalus  can  occur  in  either  disease. 

Pulmonary  infiltrates  may  be  present  in  either 
entity  as  well  so  that  this  finding  adds  little  to 
our  ability  to  differentiate  the  two.  This  child 
did  not  have  evidence  of  pneumonitis  until  the 
day  prior  to  death.  In  addition  hepatospleno- 
megaly  was  present,  another  nonspecific  finding. 
In  toto,  radiographically  we  are  unable  to  con- 
sistently distinguish  between  the  two  entities. 
However,  the  pattern  of  intracranial  calcification 
in  this  case  is  more  suggestive  of  toxoplasmosis 
than  cytomegaloviral  disease. 

DR.  PERRY:  We  are  left  then  with  a dif- 
ferential between  cytomegalic  inclusion  disease 
and  toxoplasmosis.  The  history  and  physical  find- 
ings in  this  case  do  not  allow  us  to  differentiate. 
CID  infants  can  present  with  all  of  the  physical 
findings  found  in  this  infant;  the  same  can  be 
said  of  toxoplasmosis. 

We  must  then  look  to  tfie  laboratory  for  the 
answer.  The  serological  tests  that  were  available 
at  the  time  of  this  infant’s  hospitalization  were 
measurements  of  IgG  antibodies.  Interpretation 
of  these  tests  in  the  newborn  infant  proposes  a 
problem.  If  the  mother  had  CID,  toxoplasmosis, 
rubella  or  syphilis  during  pregnancy,  she  would 
produce  IgG  antibodies.  These  antibodies,  be- 
cause of  their  smaller  molecular  weight,  cross  the 
placental  barrier.  Therefore,  the  occurrence  of 
IgG  disease  specific  antibodies  in  the  infant  does 
not  establish  the  diagnosis.  IgG  infant  titers  must 
be  observed  to  rise  to  prove  infection  in  the  baby. 

The  complement  fixation  tests  for  CID  and 
toxoplasmosis  performed  in  this  infant  are  really 
the  only  clue  as  to  which  disease  is  operative.  The 
complement  fixing  antibody  of  CID  is  a reliable 
measurement  of  infection,  therefore,  the  infant’s 
titer  of  <1:8  does  rule  out  CID  on  a serological 
basis.  The  complement  fixing  antibodies  of  toxo- 
plasmosis are  not  so  reliable  in  their  appearance, 
quantity  or  duration.  The  negative  complement 
fixation  test  for  toxoplasmosis  therefore  does  not 
rule  out  this  illness.  Presently  we  are  able  to 
measure  serum  IgM  antibodies.  These  antibodies 
do  not  cross  the  placenta.  If  present  in  the  in- 
fant’s serum  they  indicate  his  own  immunological 
response  to  infection. 

The  infant’s  terminal  event  appeared  to  be  an 
overwhelming  pneumonia.  Since  both  CID  and 
toxoplasmosis  can  cause  pneumonitis  no  final 
answers  were  revealed.  Bacterial  cultures  of 
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blood,  urine  and  CSF  were  negative  with  this 
final  event. 

I,  therefore,  in  conclusion  can  only  make  a 
probable  diagnosis  of  toxoplasmosis  with  the  facts 
available  to  me. 

Clinical  Diagnosis 

1)  Congenital  toxoplasmosis. 

2)  Overwhelming  pneumonia. 

PATHOLOGICAL  FINDINGS 

DR.  CIRILO  SOTELO-AVILA:  At  autopsy 
an  unusual  combination  of  two  relatively  common 
transplacentally  acquired  infections  were  identified 
in  this  newborn  infant:  Toxoplasmosis  and  CID. 

The  autopsy  body  weight  (2,500  gm),  crown- 
heel  length  (44  cm),  and  head  circumference  (30 
cm)  were  below  the  10th  percentile.  The  brain 
weighed  150  gm  (normal  406  -f-  55  gm);  the 
gyri  were  greatly  reduced  in  size  and  increased 
number.  Coronal  sections  disclosed  marked 
dilatation  of  the  ventricular  system;  a paraven- 
tricular 3 mm  band  of  necrosis  and  calcification 
and  widespread  cortical  softening  accompanied 
by  gritty  calcification.  Microscopically  there  were 
numerous  large  cells  with  characteristic  dense 
nuclear  inclusions  surrounded  by  a clear  halo  to 
give  an  “owl’s  eye”  appearance.  Within  the 
cytoplasm  of  many  of  the  cytomegalic  inclusion 
cells  there  were  aggregates  of  toxoplasma  organ- 
isms containing  a single,  dark,  eccentrically 
placed,  round  or  oval  nucleus  (Fig.  3).  Doubly 
infected  cells  accompanied  by  inflammation  were 
also  demonstrated  in  the  retina  of  the  only  eye 
removed,  and  in  the  lungs,  kidneys  and  liver. 
Cytomegalic  inclusion  cells  were  present  in  the 
thyroid  gland,  spleen  and  epicardium.  The  im- 
mediate cause  of  death  was  a massive,  diffuse 
and  recent  intra-alveolar  pulmonary  hemorrhage. 

In  summary,  this  is  the  case  of  a forty-week- 
old  black  newborn  infant  who  died  at  sixteen 
days  of  age  with  disseminated  toxoplasmosis  and 
cytomegalovirus  infection.  The  clinical  and 
roentgenographic  manifestations  did  not  allow  us 
to  differentiate  between  the  two  diseases.  The 
complement  fixation  tests  did  not  help  either;  in 
fact  these  tests  were  negative  and  this  remains 
unexplained.  With  clinical  and  radiographic  evi- 
dence of  toxoplasmosis  or  CID,  a second  and 
third  quantitative  complement  fixation  test  should 
have  been  performed  on  new  specimens  obtained 
two  weeks  apart.  Isolation  of  the  etiologic  agents 
is  another  available  mean  of  establishing  infection. 
These  infections  will  continue  to  be  diagnosed  at 
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autopsy  as  pathognomonic  inclusions  and  char- 
acteristic cysts  are  noted  in  tissue  specimens. 

ANATOMIC  DIAGNOSES: 

I.  Coexistent  congenital  cytomegalovirus  and 
toxoplasmosis  with: 

A.  Necrotizing  encephalomyelitis  and  lepto- 
meningitis, 

B.  Chorioretinitis,  and 

C.  Visceral  inflammation  in  lungs,  liver  and 
kidneys. 

II.  Cytomegalovirus  infection  involving 

A.  Thyroid, 

B.  Spleen,  and 

C.  Epicardium. 

III.  Microcephaly  and  microgyria,  secondary  to 

I. 

IV.  Small  for  gestational  age  infant,  secondary 
to  I. 

V.  Intra-alveolar  pulmonary  hemorrhage,  termi- 
nal. 

CLOSING  REMARKS 
DR.  SOTELO-AVILA:  Simultaneous  infec- 

tion by  toxoplasma  and  cytomegalovirus  has  been 
reported  in  patients  with  Hodgkins  disease,1'3 
melanoma,3  acute  lymphocytic  leukemia,3  and 


myeloid  metaplasia.4  Le  Tan  Vinh  et  al.5  first 
reported  the  coexistence  of  these  two  intracellu- 
lar organisms  in  two  premature  infants.  Toxo- 
plasma cysts  were  present  in  the  brain  and 
cytomegalic  cells  in  the  parotid  gland  and  kidneys 
of  both  infants.  Demian  et  al.6  described  the 
occurrence  of  both  organisms  within  the  same 
cell  in  a 2,300  gm  stillborn  male  infant  born 
to  a 17-year-black  diabetic  mother.  This  un- 
usual combination  of  cytomegalovirus  infection 
and  toxoplasmosis  is  probably  more  than  coinci- 
dental and  it  raises  important  questions  concern- 
ing the  pathogenic  mechanism  involved.  Cyto- 
megalovirus and  toxoplasma  are  both  well 
recognized  complications  of  chemotherapy  and 
decreased  immune  response  in  patients  with 
malignancy;  their  unexpected  coexistence  in  an 
individual  and  the  simultaneous  intracellular  in- 
fection implies  more  than  a fortuitous  relation- 
ship. 

The  simultaneous  double  infection  has  been 
reproduced  in  tissue  culture  by  Gelderman  et  al.7 
These  authors  noted  that  cytomegalovirus  infected 
human  fibroblasts  are  relatively  resistant  to  infec- 
tion by  Toxoplasma  gondii  during  the  initial  four 
days  of  virus  infection.  After  five  days,  the  fibro- 
blasts become  receptive  to  the  protozoan  parasite. 
This  early  period  of  host  cell  resistance  to  toxo- 
plasma invasion  and  suppression  of  parasite  repli- 
cation, remains  unexplained.  The  authors 
postulated  the  production  of  an  inhibitor  by  the 
host  cells  as  a reaction  to  cytomegalovirus.  A 
second  and  less  likely  explanation  is  that  cyto- 
megalovirus infection  depresses  DNA-dependent 
RNA  synthesis,  and  thereby  deprives  the  toxo- 
plasma of  a vital  protein  supply. 

Since  toxoplasma8'9  induces  interferon  produc- 
tion, secondary  virus  infection  is  not  likely  to 
occur.  Simultaneous  infection  by  toxoplasma  and 
rubella  virus,10  and  toxoplasma  and  Herpes  virus3 
have  also  been  reported.  Obscure  biological 
symbiosis  between  certain  viruses  and  toxoplas- 
mosis appears  to  be  possible. 
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INDUSTRIAL 

PHYSICIAN 

Consider  the  position  of  examining 
physician  at  a major  Du  Pont  plant. 
Long  recognized  as  national  leaders 
in  industrial  medicine  and  plant  safety, 
Du  Pont  locations  feature  excellent  fa- 
cilities. 

Work  load  includes  routine  exami- 
nations,  medical  treatments,  even  some 
minor  surgery  treatment.  Administrative 
and  supervisory  responsibility  round  out 
your  day.  Attractive  salary  and  bene- 
fits, pleasant  location,  and  yes,  peace 
of  mind.  For  consideration  write:  Per- 
sonnel Superintendent,  Du  Pont  Com- 
pany, Old  Hickory,  Tennessee  37138. 
An  equal  opportunity  employer  M/F. 


WANTED 

EMERGENCY  ROOM  PHYSICIAN,  330 

beds,  J.C.A.H.  accredited  hospital  lo- 
cated in  East  Tennessee  near  the 
Smokies.  New  program  with  contractual 
arrangement  which  offers  professional 
and  economic  opportunity.  Contact: 
R.  D.  Proffitt,  M.D.  or  J.  Frank  Meisamer, 
Blount  Memorial  Hospital,  Maryville, 
Tennessee  37801,  or  call  983-7211,  ex- 
tension 532. 
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Answer  true  or  false  unless  otherwise  indicated 

(Answers  found  beginning  on  page  626) 

1.  NEUROLOGY 

a)  A 40-year-old  woman  gives  a history  of  impaired  hearing  in  right  ear  for  about  ten  months 
and  vague  history  of  headaches.  Hearing  test  reveals  sensorineural  deficit  in  right  ear.  Neurological 
examination  shows  decreased  corneal  reflex  on  the  right  side,  and  dysmetria  on  finger  to  nose  test 
on  the  right  side.  The  diagnostic  test  which  will  be  least  important  in  determining  the  underlying 
pathology  is: 

1.  Skull  X-rays 

2.  Spinal  Fluid  Examination 

3.  Tomogram  of  Internal  Auditory  Meatus 

4.  RISA  Cisternogram  (scan) 

5.  C.P.  Angle  Myelogram 

b)  In  evaluating  a patient  with  Myasthenia  Gravis,  a test  dose  of  tensilon  is  given.  How  long 
before  a response  is  noted  and  how  long  does  this  action  last? 

1.  1 min.,  10  min. 

2.  30  sec.,  10  min. 

3.  1 min.,  5 min. 

4.  30  sec.,  5 min. 

5.  The  patient  dies 

2.  RHEUMATOLOGY 

A 72-year-old  male  is  brought  to  the  emergency  room  in  a comatose  condition.  There  is  no 
history  available.  His  temperature  is  102°F.  Skin  turgor  is  poor.  There  are  no  other  abnormal- 
ities on  general  examination.  Neck  is  supple  and  there  are  no  focal  neurological  signs.  He  has  a 
markedly  swollen  hot  erythematous  left  knee.  An  arthrocentesis  is  performed  in  the  emergency 
room,  and  50  cc  of  cloudy  fluid  is  removed  and  immediately  is  sent  for  a Stat  synovianalysis. 
Laboratory  reports  several  intracellular  and  extracellular  calcium  pyrophosphate  crystals. 

From  the  following  list  please  select  the  one  procedure  that  is  not  indicated  in  the  subsequent 
management  of  this  patient. 

1.  Draw  a Stat  blood  sugar 

2.  Draw  a Stat  serum  acetone 

3.  Draw  a Stat  serum  calcium 

4.  Begin  intravenous  fluid 

5.  Cover  with  broad  spectrum  antibiotics 

3.  OB-GYN 

During  the  past  20  years  the  relationship  between  cervical  and  endometrial  carcinoma  has  been 
changing.  TRUE  or  FALSE 

4.  Which  of  the  following  lesions  has  the  best  prognosis: 

1.  Malignant  melanoma  arising  in  a melanotic  freckle  of  Hutchinson. 

2.  Malignant  melanoma,  superficial  spreading  type. 

3.  Nodular  malignant  melanoma. 

4.  Amelanotic  malignant  melanoma. 

5.  All  of  the  above  have  the  same  prognosis. 

*Published  by  the  Dept,  of  Medical  Education,  the  Cooper  Hospital.  Camden.  N.J.,  Sherman  Garrison,  M.D., 

Director.  Reprinted  by  permission. 
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NEW!! 

$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Name 

number 

Street 

city 

state  zip  code 

Date  of 

Birth 

Mail  to: 

DUNN-LEMLY-SIZER,  INC. 
800  Sudekum  Building 
Nashville,  Tenn.  37219 

Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, ‘Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children-  3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  priorto  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

kffi  WALLACE  PHARMACEUTICALS 
VJk  CRANBURY,  NEW  JERSEY  08512 
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NATIONAL  HEALTH  INSURANCE  IS  ON  THE  THRESHOLD  ...  Is  the  time  just 
months  away  when  medical  bills  will  be  paid  by  National  Health  Insurance? 

. . . Very  likely  . . . Congressional  leaders  have  indicated  NHI  will  be 
the  subject  of  intense  debate  in  1974.  With  at  least  eighteen  different 
proposals  to  choose  from.  Congress  might  soon  enact  one  of  them  into  law 
. . . Only  3%  of  American  adults  rank  health  care  as  a top  priority 
national  problem,  a recent  Harris  survey  found.  The  eighteen  proposals 
now  before  Congress  vary  widely  in  their  range  and  scope  . . . Some  plans 
would  pay  all  medical  bills;  others  would  share  expenses  with  consumers, 
and  in  some  cases,  the  consumer’s  share  would  be  scaled  accordingly  to 
his  ability  to  pay  . . . Others  would  protect  people  mainly  from  the 
catastrophic  expenses  of  severe  or  protracted  illness  ; others  would  cover 
both  catastrophic  and  ordinary  medical  expenses  . . . Some  would  place 
most  responsibility  for  people’s  health  care  in  the  hands  of  government; 
others  would  prefer  the  private  sector  to  do  the  job,  with  varying  degrees 
of  government  involvement  ...  In  the  recent  survey,  it  was  found  that 
people  believe  the  focus  on  the  needs  of  the  poor  and  the  chronically  ill 
ought  to  be  covered  by  catastrophic  medical  expenses.  The  Department  of 
Health,  Education  and  Welfare  is  conducting  a detailed  cost  analysis  of 
the  competing  NHI  proposals. 
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TENNESSEE  FOUNDATION  FOR  MEDICAL  CARE,  INC.,  DESIGNATED  PSRO  ...  The 

Tennessee  Foundation  for  Medical  Care,  Inc.,  2400  Crestmoor  Road, 
Nashville,  has  been  designated  as  the  Professional  Standards  Review 
Organization  for  PSRO  Area  II  in  Tennessee  . • . The  notice  of  intention 
to  enter  into  agreement  with  the  Foundation  appeared  in  the  Federal 
Register  on  May  23,  subject  to  satisfactory  completion  of  the  contract 
negotiation  process  . . . HEW  had  determined  that  the  Tennessee 
Foundation  for  Medical  Care,  Inc.,  is  qualified  to  assume  the  duties  and 
responsibilities  of  a PSRO,  and  that  the  organization  fulfills  require- 
ments as  a non-profit  professional  organization  whose  membership  is 
voluntary  and  comprises  25%  of  the  licensed  Doctors  of  Medicine  or 
Osteopathy  engaged  in  active  practice  in  the  designated  area. 
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CONTINUING  MEDICAL  EDUCATION  . . . During  the  month  of  April,  the  TMA’s 
Committee  on  Continuing  Medical  Education  conducted  two  more  site  visits 
for  the  purpose  of  evaluating  continuing  medical  education  programs  . . . 
As  a result,  two  hospitals — Oak  Ridge  Hospital  and  the  Murfreesboro  VA 
Hospital — have  been  accredited.  The  action  applies  for  a two-year  period 
of  accreditation. 
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SCIENTIFIC  AFFAIRS  COMMITTEE  DEVELOPS  1975  PROGRAM  ...  In  a two-day 
meeting,  May  25-26,  the  Committee  on  Scientific  Affairs  developed  its 


program  plan  for  the  1975  TMA  Annual  Meeting  . . . The  second  part  of  the 
meeting  was  concluded  in  a meeting  with  representatives  of  the  organized 
medical  specialty  societies  in  Tennessee  who  plan  to  meet  concurrently 
with  TMA  in  1975  . . . The  theme  for  the  scientific  presentation  will  be 
"Recent  Advances."  Subjects  and  speakers  will  be: 

(1)  "Diagnostic  Radiology"  by  Eugene  C.  Klatte,  M.D.,  University 
of  Indiana 

(2)  "GI  Endoscopy"  by  John  R.  Collins,  M.D. , Chattanooga 

(3)  "Laboratory  Diagnosis"  by  E.  E.  Muirhead,  M.D.,  Memphis 

(4)  "Antibiotic  Therapy"  by  Allen  L.  Bisno,  M.D.,  Memphis 

(5)  "Blood  and  Blood  Products"  by  David  E.  Jenkins,  Jr.,  M.D., 
Nashville 

At  the  May  26  meeting,  officers  of  twelve  medical  specialty  societies 
met  with  the  Committee,  and  developed  the  general  format  and  time  for 
their  sessions  to  be  conducted  at  the  1975  Annual  Meeting  in  Chattanooga, 
April  10-12. 


WHAT'S  NEW?  . . . Prent iss-Hall  has  just  released  "The  Medical 
Malpractice  Case:  A Complete  Handbook."  It  is  a new  legal  handbook  of 

the  latest  procedural  information  handling  medical  malpractice  litigation 
. . . It  is  written  for  attorneys  and  includes  pointers  on  detecting  and 
screening  out  mentally  ill  people  who  completely  imagine  malpractice. 
Advice  is  included  on  all  of  the  problems  attorneys  encounter  in  trying 
a malpractice  case. 
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TMA  IS  YOUR  ORGANIZATION  ...  It  serves  YOU  . . . 

• Through  representation  on  Capitol  Hill  in  legislative  and  governmental 
matters  concerning  Medicine. 

• By  providing  the  JOURNAL  of  the  Tennessee  Medical  Association  monthly. 

• Through  the  Physician  Placement  Service  which  assists  members  who  wish 
to  relocate  in  a new  area  or  to  secure  an  associate. 

• Through  Public  Service  programs  designed  to  enhance  the  status  of  the 
profession  and  its  individual  members. 

• By  conducting  annual  sessions  which  include  both  scientific  and  socio- 
economic activities  to  impart  knowledge  and  set  policies. 

• Through  more  than  38  standing  and  special  committees  active  in  all 
fields  of  endeavor  related  to  the  medical  profession. 

• By  providing  loans  and  scholarships  to  worthy  medical  students  through 
the  Tennessee  Medical  Association  Student  Education  Fund,  Inc. 

• Through  work  with  pre-payment  plans  and  government  medical  programs  to 
achieve  equitable  fees  and  policies. 

• Through  liaison  with  other  professional  groups  to  ensure  high  standards 
of  health  care. 

• By  advocating  and  supporting  legislation  beneficial  to  the  health  and 
well-being  of  the  public. 


BOARD  OF  MEDICAL  EXAMINERS  APPOINTMENTS  . . . Four  physicians  have  been 

appointed,  or  reappointed,  to  the  State  Board  of  Medical  Examiners. 

Those  appointed  for  terms  which  will  expire  April  30,  1978  are:  Drs. 

Tinnin  Martin,  Jr.,  Memphis;  Howard  R.  Foreman,  Nashville;  John  H. 
Burkhart,  Knoxville;  and  Durwood  L.  Kirk,  Chattanooga.  Julian  K.  Welch, 
Brownsville,  is  the  fifth  member  of  the  Board  will  continue  to  serve. 


TMA  MEMBERS  CAN  NOW  CHECK  ON  THEIR  LEGISLATORS  . . . The  current  issue  of 
the  TMA  Newsletter  mailed  to  all  TMA  members,  includes  the  voting  record 
of  all  99  members  of  the  House  of  Representatives  and  33  Senators  on  17 
selected  health  care  issues  considered  by  the  88th  Tennessee  General 
Assembly.  An  explanation  of  each  vote  is  also  included  along  with  TMA 
policy  on  each  bill  as  developed  by  the  House  of  Delegates,  Board  of 
Trustees  and/or  Legislative  Committee.  Each  TMA  member  can  now  see 
exactly  how  their  Representative  or  Senator  voted  on  issues  that 
pertained  to  medical  care.  The  information,  compiled  by  TMA's  Executive 
Assistant  for  Legislation,  John  R.  Coles,  was  taken  from  the  official 
House  and  Senate  Clerk’s  Journals  and  should  be  of  considerable  value  to 
physicians  in  assessing  their  Legislator's  views  on  health  care 
legislation. 


KENNEDY  WANTS  PERIODIC  RELICENSING  OF  MDs  . . . Senator  Edward  Kennedy 

(D-Mass)  along  with  Senator  Jacob  Javits  (R-NY)  has  introduced  health 
manpower  legislation  (S.3585)  which  includes  a controversial  provision 
that  would  virtually  require  all  graduates  of  medical  and  other  health 
professional  schools  to  work  for  2 years  in  places  where  health  care  is 
lacking  plus  periodic  relicensing  of  MDs  and  Dentists  every  6 years. 
Nationwide  standards  for  licensing  would  also  be  included  with  the  right 
to  adopt  more  stringent  standards  given  to  states.  The  bill  would  also 
require  the  Secretary  of  HEW  to  certify  all  hospital  residency  training 
programs  and  thereby  exercise  some  control  over  the  number  of  physicians 
entering  particular  specialties.  Also  included  is  a provision  to  make 
service  in  the  National  Health  Service  Corps  mandatory  for  health 
professionals  who  receive  government  aid  during  their  training.  The 
professional  schools  involved  are  those  that  train  physicians,  osteopaths, 
dentists,  podiatrists,  veterinarians,  optometrists,  pharmacists  and 
schools  of  public  health.  A separate  proposal  (S.  3586)  covers  nurses. 
Over  $6  billion  is  authorized  to  be  spent  over  the  next  5 years  to 
implement  the  two  bills. 


AMA  FIELD  REPRESENTATIVE  FRED  ANDRE1  RESIGNS  . . . Fred  Andre',  Atlanta  based 
AMA  Field  Representative  for  Tennessee  and  four  other  Southern  states,  has 
resigned  to  become  the  first  Executive  Director  of  the  Medical  Liability 
Commission.  Plans  call  for  a Chicago  office  to  be  open  July  1 with 
activities  to  center  on  legal  doctrines  and  liability  insurance,  patient 
safety,  provider  qualifications  and  data  collection.  Andre's  replacement 
has  not  been  named  by  AMA  to  date. 
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New  Jersey  adopted  a unified  AMA  member- 
ship resolution.  The  House  of  Delegates  of  the 
Medical  Society  of  New  Jersey  voted  to  require 
its  members  to  be  AMA  members,  effective 
Jan.  1,  1975.  New  Jersey  was  the  third  state  this 
year  to  vote  favorably  on  unified  membership. 
In  February  the  Medical  Society  of  the  State  of 
New  York  voted  to  institute  the  program  at  the 
beginning  of  next  year,  and  in  April  the  Missouri 
State  Medical  Society  voted  to  prepare  bylaws 
changes  for  consideration  at  its  1975  meeting. 
Six  states—Arizona,  California,  Hawaii,  Illinois, 
Oklahoma  and  Wisconsin~al ready  have  unified 
membership  requirements. 

A major  priority  named  in  a resolution  by  the 
American  Assn,  of  Medical  Society  Executives  is 
membership  recruitment.  The  resolution  calls  for 
an  active  educational  program  among  AAMSE 
members  to  develop  and  promote  membership 
recruitment  programs  at  county  and  state  levels. 
AAMSE  pointed  out  that  there  are  about  137,000 
physicians  who  enjoy  some  benefits  of  the  national 
federation  without  contributing  financially  as 
members. 

“The  Quality  of  Life”  is  a new  three-volume 
series  of  books  sponsored  by  the  AMA.  It  is 
based  on  the  three  national  AMA  conferences  on 
the  quality  of  life.  The  first  two  volumes,  The 
Early  Years  and  The  Middle  Years,  are  avail- 
able immediately.  The  third  volume,  The  Later 
Years,  is  expected  to  be  completed  by  October. 
Each  volume  costs  $12.50  and  the  entire  set  may 
be  purchased  for  $31.50.  Get  order  forms  from 
the  Office  of  the  Assistant  to  the  Executive  Vice 
President,  AMA  Headquarters,  or  from  the  pub- 
lisher, Publishing  Sciences  Group,  Inc.,  411 
Massachusetts  Ave.,  Acton,  Mass.  01720.  Send 
orders,  with  payment,  directly  to  the  publisher, 
not  to  AMA. 

Arrested  for  impersonating  a physician,  Bar- 
tholomew Jose  Francisco  de  Araujo  Lima  Netto 
has  been  sentenced  to  prison  in  New  Jersey. 
Netto  had  practiced  medicine  illegally  in  a dozen 
states.  He  was  arrested  after  a hospital  admin- 
istrator read  a story  about  him  American  Med- 
ical News.  A telephone  call  to  the  AMA’s  Dept, 
of  Investigation  to  verify  his  credentials  could 
have  stopped  the  impersonation  ten  years  ago. 


By  dialing  911,  residents  in  32  states  and  Puer- 
to Rico  soon  will  be  able  to  summon  emergency 
help.  The  universal  emergency  telephone  system 
is  part  of  a two-year  program  scheduled  to  begin 
July  1.  It  is  administered  by  the  National  Academy 
of  Sciences  and  funded  by  a $1 5-mi llion  grant 
from  the  Robert  Wood  Johnson  Foundation.  It  is 
already  in  operation  in  about  250  communities, 
serving  about  10%  of  the  U.S.  population. 

There  is  a greater  health  risk  from  mass  star- 
vation than  from  pesticides  and  chemical  fertil- 
izers, says  a new  AMA  book.  Environmental 
Quality  and  Food  Supply  is  an  outgrowth  of  a 
1972  AMA  symposium.  It  is  available  for  $13.95 
from  the  publisher,  Futura  Publishing  Co.,  295 
Main  St.,  P.O.  Box  298,  Mount  Kisco,  N.Y.  10549. 

There  were  366,  379  physicians  in  the  U.S. 
at  the  end  of  1973,  reports  the  AMA.  This  is  an 
increase  of  9,845  over  1972.  Of  the  295,257  phy- 
sicians were  reported  as  providing  patient  care. 
201,435  were  office  based  and  93,822  were  hos- 
pital based.  The  number  of  physicians  engaged 
in  medical  teaching  was  6,183;  in  administration, 
11,959;  and  in  research,  8,332.  A decrease  in 
the  number  of  general  practitioners  from  55,348 
in  1972  to  53,946  last  year  was  noted.  In  1973, 
86,924  physicians  were  engaged  in  “medical 
specialties”  and  91,549  in  “surgical  specialites.” 
The  number  classified  in  “other  specialties” 
was  91 ,948. 

Available  from  AMA:  The  26th  edition  of 

AMA’s  American  Medical  Directory,  containing 
biographical  data  on  U.S.  physicians  and  foreign 
physicians  temporarily  living  in  the  U.S.  Pre- 
publication cost  for  the  four-volume  hard  cover 
directory  is  $110  for  the  U.S.,  possessions, 
Canada  and  Mexico  and  $125  for  all  other  coun- 
tries. After  June  30,  the  cost  will  go  up  $15  in 
each  category.  Order  OP-64  from  Order  Dept., 
AMA  Headquarters. . .Directory  of  Women  Phy- 
sicians in  the  United  States  (OP-419),  a supple- 
ment to  the  26th  edition  of  the  American  Medical 
Directory.  The  pre-publication  price,  effective 
until  July  31,  is  $5  in  the  U.S.,  possessions, 
Canada  and  Mexico  and  $8  in  all  other  countries. 
After  July  31,  the  cost  will  go  up  $5  in  each 
category.  They  are  expected  to  be  shipped  by 
mid-July.  Write  Order  Dept.,  AMA  Headquarters. 


Not  By  Laws  Alone 

Our  legislative  mills,  especially  the  National  Factory  in  Washington  have 
become  so  busy,  government  so  complex  and  bureaucratic,  that  with  these 
pressures  our  National  Law  Factory,  Congress,  can  no  longer  pass  laws. 

The  so-called  laws  should  be  labeled  enabling  Acts  rather  than  Laws.  They 
should  be  called  enabling  Acts  because  they  permit  government  employees, 
not  our  legally  elected  representatives,  to  govern  us  by  regulations.  The 
favorite  term  in  Washington  referring  to  regulations  is  called  “fleshing 
out  the  law.” 

There  are  at  least  four  types  of  regulations: 

1.  Explicit — This  regulation  is  required  or  stipulated  by  the  law. 

2.  Implicit — This  type  of  regulation  is  deemed  necessary  to  clarify 
points  in  the  law  and  an  example  of  this  will  be  the  definition  of 
active  practice  as  used  in  Social  Security  Amendments  which  gave 
us  Peer  Review. 

3.  Administrative — These  regulations  are  deemed  necessary  for 
administration  of  the  law,  for  example,  as  to  who  will  administer 
Peer  Review. 

4.  Policy — This  type  of  regulation  is  said  to  respond  to  the  intent 
of  Congress  but  with  no  previous  legislation  to  set  a precedent 

or  use  as  a guideline. — The  number  of  physicians  in  a designated 
Peer  Review  area  is  an  example.  These  regulations  may  start  in 
the  lower  levels  of  authority  of  the  department  which  has  been 
elected  to  administer  the  law.  They  may  gradually  work  their 
way  upward  to  be  signed  by  the  secretary  of  the  department,  and 
usually  published  in  the  Federal  Register. 

If  they  are  not  contested  within  a prescribed  length  of  time,  usually 
thirty  days,  they  become  law. 

If  a law  seems  to  imply  the  need  for  regulations,  and  the  regulation  fits 
the  four  criteria  named  above,  namely:  explicit,  implicit,  administrative  or 
policy,  it  is  a valid  regulation  and  there  is  little  that  can  be  done  to  change  it. 

However,  if  the  law  is  silent  in  any  area  to  which  a regulation  might 
apply,  it  may  be  challenged  and  changes  may  be  brought  about  before  the 
established  deadline  after  the  initial  publication.  In  fact,  the  regulation 
may  be  withdrawn  if  the  objections  are  strong  enough,  and  the  law  is 
silent  enough  on  the  subject. 

These  regulatory  pitfalls  are  with  us.  Medicine  must  now  not  only  be 
familiar  with  the  law  but  also  familiar  with  the  regulations  promulgated  to 
administer  it.  Medicine  has  two  recourses  to  this  regulatory  challenge. 

1.  Challenge  the  regulation  in  the  prescribed  time  before  the  issuing 
authority,  with  enough  facts  to  refute  the  necessity  or  the  propriety 
of  the  regulation. 

2.  If  this  cannot  be  done,  Medicine  must  resort  to  the  courts  and 
make  a legal  challenge  such  as  was  threatened  by  the  AMA  in  the 
recent  case  of  the  regulation  concerning  preadmission  certification. 

It  behooves  us  all  to  devote  time  and  effort  not  only  to  the  study  of  the 
legislation,  but  the  regulations  that  are  issued  from  both  National  and  State 
Capitols,  less  we  be  engulfed  by  those  who  seek  to  absorb  us. 

Yours  truly, 


President 
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Medical  Audit  As  CME 

Of  the  reams  written  on  assessment  of  health 
care,  by  whatever  name,  the  most  logical  and 
reasonable  statement  I have  seen  on  the  subject  is 
the  one  by  the  Association  for  Hospital  Medical 
Education  published  elsewhere  in  this  issue  (page 
616).  Incidentally,  it  states  better  than  we  ever 
have  the  position  taken  for  the  past  three  years 
by  your  own  Committee  on  Continuing  Medical 
Education.  It  is  beautifully  simple  in  its  concepts 
and  embodies  the  two  requisite  parts  of  assess- 
ment, i.e.,  quality  of  care  and  cost  containment, 
which  are  referred  to  respectively  as  physician 
effectiveness  and  efficiency. 

Critical  to  the  whole  process  is  the  simple  fact 
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that  a patient  enters  the  hospital  because  he  has 
a problem,  and  he  and  the  physician  have 
reached  an  agreement  as  to  what  hospitalization 
is  to  accomplish  in  ameliorating  that  problem. 
This  is  generally  largely  ignored  because,  for  want 
of  acceptable  record  room  terminology,  it  seldom 
finds  its  way  into  the  record.  The  physician's 
effectiveness  and  efficiency  are  measured  by  his 
achievement  of  the  previously  agreed  upon  out- 
come, and  how  quickly  and  at  what  cost. 

An  important  point  is  that  while  effectiveness 
is  a measure  of  desired  outcome,  subtle  devia- 
tions from  accepted  procedures  will  show  up  as 
lack  of  efficiency,  i.e.,  increased  length  of  stay. 
For  example,  improper  therapy  will  not  neces- 
sarily result  in  a poor  outcome,  but  may  prolong 
the  stay  by  increasing  morbidity,  or  may  un- 
necessarily increase  the  cost. 

There  are  several  ways  to  go  about  this,  and 
it  can  be  done  manually  with  the  TAP  system 
of  the  JCAH,  or  the  much  maligned  (wrongly) 
QAP  system  of  the  American  Hospital  Associa- 
tion. These  do  not,  however,  measure  efficiency, 
but  only  effectiveness,  and  there  is  no  assurance 
of  the  correctness  of  the  diagnosis  or  that  proce- 
dures or  therapy  were  always  appropriate,  if  the 
outcome  was  satisfactory.  They  will  not  therefore, 
alone,  satisfy  the  requirements  of  either  the  PSRO 
regulations  or  a good  CME  program.  In  order 
to  do  it  properly  you  need  one  of  the  automated 
systems,  of  which  three  are  currently  available: 
the  MAP  portion  of  PAS/MAP,  the  Medical  Care 
Evaluation  of  HUP,  or  the  program  of  the 
Tennessee  Foundation  for  Medical  Care. 

The  Foundation’s  program  is  the  most  versatile 
and  flexible,  and  can  be  tailored  to  fit  your  own 
needs.  The  system  is  functioning,  and  is  receiv- 
ing abstracts  and  sending  out  data  in  three  forms: 
a Standard  Report,  an  Exception  Report,  and  a 
Pattern  Report — the  important  one  for  your  CME 
program. 

A second  paper  in  this  issue,  “Medical  Audit 
as  a Tool  for  Determining  your  CME  Needs,” 
tells  how  you  can  use  your  medical  audit  in  a 
continuing  medical  education  program.  This 
again  is  something  your  own  CME  Committee 
has  been  preaching  for  three  years,  but  our  ex- 
perience tells  us  many  of  you  have  missed  it.  So 
we’ll  try  again  from  another  angle.  Its  author  is 
a member  of  the  Commission  on  Professional  and 
Hospital  Activities,  the  owner  of  the  PAS/MAP 
system.  Whether  you  are  using  that  system  or 
another,  what  he  says  applies  equally  well — as 
long  as  you  are  using  some  system. 
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By  now  you  should  have  plugged  in  to  an  audit 
system  of  some  kind  (I  am  not  talking  about  a 
system  for  determining  utilization,  but  for  quality 
assessment),  and  you  should  be  using  it  to  de- 
termine your  educational  needs.  If  you  are,  great! 
(But  mighty  few  of  you  are,  as  of  this  writing.) 
If  you  are  not,  won't  you  begin  tomorrow,  for 
the  sake  of  your  patients,  your  colleagues,  and 
yourselves?  And  on  behalf  of  your  CME  Com- 
mittee, I urge  you  to  give  serious  consideration 
to  the  Tennessee  Foundation  for  Medical  Care. 
It  has  an  excellent  system,  and  it's  yours! 

J.B.T. 

On  the  Art  of  Medicine 

Nowhere  are  the  basic  differences  in  philosophy 
of  surgeons  and  non-surgeon  physicians  more 
apparent  than  in  the  treatment  of  thyroid  disease. 
The  argument  (or,  sometimes,  quarrel)  has  of 
course  been  going  on  since  the  first  anti-thyroid 
drugs  were  introduced,  and  has  gained  impetus 
with  the  introduction  of  radio-iodine  therapy. 
The  basic  fact  is  that  surgeons  like  to  operate, 
hence  they  are  surgeons,  and  non-surgeons  do 
not  and  so  they  are  not.  This  is  reflected  in  their 
preferential  management  of  patients. 

There  are  certain  clear  indications  for  thyroid 
surgery,  such  as  the  hyperthyroidism  in  the  preg- 
nant patient  and  in  the  very  young,  in  patients 
with  very  large  goiters,  toxic  nodules,  thyroiditis, 
and  so  on.  There  are  also  clear  indications  for 
radioiodine  therapy,  such  as  concurrent  disease 
which  makes  surgery  hazardous,  and  previous 
thyroid  surgery.  Between  these  two  clearly  de- 
lineated areas  is  a large  patch  of  gray,  with  con- 
siderable latitude  for  personal  interpretation.  This 
becomes  apparent  in  reading  the  excellent  papers 
by  Drs.  Martin  and  Sawyers,  Bell,  and  Holcomb, 
published  in  the  front  of  this  issue  of  the  Jour- 
nal. Each  quotes  figures  from  reputable  workers 
to  support  his  position,  and  who’s  to  say  one  is 
right  and  the  other  wrong? 

There  are  many  factors  to  be  considered  in  the 
treatment  of  a patient.  It  has  been  my  experience 
that  though  a surgeon  and  non-surgeon,  such  as, 
for  example,  Dr.  Sawyers  and  Dr.  Bell,  might 
make  generalizations  seemingly  far  apart,  they 
might  also,  and  even  not  unlikely  would,  reach 
conclusions  not  too  different  as  to  the  treatment 
of  a given  patient.  This  comprises  the  art  of 
medicine,  and  it  is  incomprehensible  to  the  lay- 
man. And  this  is  why  medical  decisions  cannot 
be  left  to  non-medical  people. 


One  of  my  medical  school  teachers,  a fine 
surgeon  and  also  one  of  the  best  doctors  I have 
ever  known,  once  told  us  that  he  looked  forward 
to  the  day  when  there  would  be  a medical  treat- 
ment for  everything  but  traumatic  damage,  and 
that  if  that  occurred  in  his  lifetime,  he  would  be 
willing  to  learn  to  do  something  else.  And  he  was 
a man  who  liked  to  operate.  Wouldn’t  it  be  won- 
derful if  we  could  all  so  subordinate  our  own 
personal  preferences  that  we  would  think  always 
only  of  what  is  best  for  our  patients?  Our  modes 
of  treatment  might  not  actually  change  very  much, 
but  a lot  of  other  things  would! 


FRERE,  J.  MARSH,  Chattanooga,  died  May  28.  1974, 
age  80.  Graduate  of  Tulane  University,  1920.  Member 
of  Chattanooga-Hamilton  County  Medical  Society. 

HOWARD.  WILLIAM  ALBERT,  Cookeville,  died  May- 
14,  1974,  age  87.  Graduate  of  University  of  Tennessee 
Medical  School.  1908.  Member  of  Putnam  County 
Medical  Society. 

HULLENDER.  B.  NICHOLAS,  Chattanooga,  died  May- 
18,  1974,  age  38.  Graduate  of  Medical  College  of 
Georgia,  1965.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

KELLER,  ALVIN  EMMANUEL,  Nashville,  died  May 
23,  1974,  age  75.  Graduate  of  Johns  Hopkins  Univer- 
sity, 1923.  Member  of  Nashville  Academy  of  Medicine. 

NUNES,  WILLIAM  THEODORE,  Donelson.  died  May 
4,  1974,  age  44.  Graduate  of  the  University  of  Tennes- 
see Medical  School,  1953.  Member  of  Nashville 
Academy  of  Medicine. 

PATTERSON,  JR.,  CARL  STEPHEN,  Trenton,  died 
May  29,  1974,  age  35.  Graduate  of  the  University  of 
Tennessee,  1969.  Member  of  Consolidated  Medical  As- 
sembly of  West  Tennessee. 

SULLIVAN,  SAMUEL  J„  Cleveland,  died  May  9,  1974, 
age  73.  Graduate  of  the  University  of  Tennessee,  1926. 
Member  of  the  Bradley  County  Medical  Society. 

WALKER.  TROY  A.,  Clarksville,  died  May  2,  1974, 
age  66.  Graduate  of  the  University  of  Arkansas,  1942. 
Member  of  the  Montgomery  County  Medical  Society. 
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program/  and  neur/  of 
medical  /ociette/ 


Chattanooga-Hamilton  County 
Medical  Society 

The  Society  held  its  regular  monthly  meeting  on 
May  7,  1974. 

Dr.  Samuel  Wilkins,  Jr.,  professor  of  surgery  at 
Emory  University  was  the  guest  speaker. 

Knoxville  Academy  of  Medicine 

The  Academy  held  its  monthly  meeting  on  May  14, 
1974  at  KAM  Headquarters  building.  The  Scientific 
program  consisted  of  the  following: 

Medicine — William  N.  Kelly,  M.D.,  Chief  Division  of 
Rheumatic  and  Genetic  Diseases,  Department  of  Med- 
icine, Duke  University  Medical  Center,  spoke  on, 
“Diagnosis  and  Treatment  of  Gout.” 

Urology — An  area  urologist  directed  a Pyelogram  Con- 
ference. 

Ophthalmology — Paul  E.  Wittke,  M.D.,  presented  the 
highlights  of  the  Dedication  Symposium  of  the  Kresge 
Eye  Institute  of  Wayne  State  University. 

Radiology — Robert  S.  Moore,  M.D.,  was  in  charge  of  a 
program  on  “Xeroradiography  of  the  Breast.” 
Anesthesia — The  meeting  was  held  on  May  6 with 
Cecil  D.  Rowe,  M.D.,  speaking  on,  “Flexible  Laryn- 
goscope.” 

Pathology — The  pathologists  met  on  May  15  with  area 
pathologists  bringing  slides  of  interest  for  discussion, 
cussion. 

Marshall  County  Medical  Society 

The  Society  met  on  May  28,  1974  and  heard  a 
scientific  discussion  by  Michael  Glasscock,  M.D.,  na- 
tionally noted  Neuro-Otologist,  who  gave  a lecture, 
movie  and  question  and  answer  session  on  emergency 
treatment  of  the  “Dizzy  Patient,”  and  also  “Diseases  of 
the  Middle  Ear,  Cochlea  and  Retrocochlea”  area. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Board  of  Directors  met  on  May  21,  1974  and 
approved  a recommendation  of  the  Mediation  Com- 
mittee to  establish  a special  Academy  committee  to 
assist  members  with  emotional  and  physical  difficulties. 
The  Board  also  endorsed  the  implementation  of  a pub- 
lic education  project  on  the  hazards  of  motor-driven 
cycles,  and  approved  a request  of  the  Medicine  and 
Religion  Committee  to  conduct  a seminar  in  October. 


ncui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 
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BRADLEY  COUNTY  MEDICAL  SOCIETY 

Charles  W.  Arnold,  Jr.,  M.D.,  Cleveland 
A.  Estes  Felker,  M.D.,  Cleveland 
William  W.  Johnson,  M.D.,  Cleveland 
Fred  A.  Muths,  M.D.,  Cleveland 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

William  R.  Sullivan,  M.D.,  Bells 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Philip  M.  Deatherage,  M.D.,  Crossville 

DAVIDSON  COUNTY  MEDICAL  SOCIETY- 
NASHVILLE  ACADEMY  OF  MEDICINE 

Georgina  A.  Abisellan,  M.D.,  Nashville 
Gerald  F.  Atwood,  M.D.,  Nashville 
E.  Tom  Carney,  D.D.S.,  Nashville 
Henry  P.  Coppolillo,  M.D.,  Nashville 
Peter  R.  Dornenburg,  M.D.,  Nashville 
Paul  C.  Gomez,  M.D.,  Nashville 
Harry  Lee  Greene,  M.D.,  Nashville 
Don  C.  Ludington,  Jr.,  M.D.,  Hendersonville 
A.  Ray  Mayberry,  M.D.,  Nashville 
Pepito  Y.  Salcedo,  M.D.,  Old  Hickory 
Bruce  C.  Sinclair-Smith,  M.D.,  Nashville 
Herman  David  Sorensen,  M.D.,  Nashville 
Ira  D.  Thompson,  Jr.,  M.D.,  Nashville 
Thomas  G.  Thurston,  III,  M.D.,  Nashville 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

James  Cooper  Mahoney,  M.D.,  Jefferson  City 
Donald  C.  Thompson,  M.D.,  Morristown 

HENRY  COUNTY  MEDICAL  SOCIETY 

John  M.  Senter,  M.D.,  Paris 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

Robert  M.  Boehm,  Jr.,  M.D.,  Memphis 
Terry  E.  Geshke,  M.D.,  Memphis 
Charles  E.  Hutchins,  M.D.,  Memphis 
Linda  L.  Hutchins,  M.D.,  Memphis 
S.  Thomas  Lee,  M.D.,  Memphis 
James  J.  Presswood,  M.D.,  Memphis 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Charles  E.  Goodman,  Jr.,  M.D.,  Murfreesboro 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Richard  D.  Baker,  M.D.,  Kingsport 
John  Kent  Blazier,  M.D.,  Kingsport 
Howard  B.  Condren,  M.D.,  Kingsport 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Robert  D.  Jones,  Jr.,  M.D.,  Elizabethton 
Clinton  Steve  Webb,  M.D.,  Elizabethton 
James  F.  Wood,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Roberto  S.  Mauricio,  M.D.,  Franklin 
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THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

With  the  exception  of  a possible  last-minute 
catastrophic  bill  to  the  liking  of  both  the  Senate 
and  the  House,  the  prospects  for  a national  health 
insurance  (NHI)  bill  this  year  appear  to  be 
fading.  Preoccupied  with  the  possible  impeach- 
ment, plus  other  matters,  the  pace  of  House  and 
Senate  hearings  on  NHI  has  definitely  slowed, 
despite  a strong  desire  on  the  parts  of  both 
Republicans  and  Democrats  to  take  a widely 
popular  health  measure  with  them  to  the  polls 
this  November. 

Its  late  April  testimony  on  the  NHI  before  the 
House  Ways  and  Means  Committee  behind  it, 
the  American  Medical  Association  again  ad- 
vanced its  medicredit  proposal  for  NHI  before 
the  Senate  Finance  Committee  at  the  end  of  May. 

Senate  Finance  Committee  chairman  Russell 
Long  (D-La.),  and  other  committee  members 
heard  AMA  president  Russell  Roth,  M.D., 
president-elect  Malcolm  Todd,  M.D.,  and  Ernest 
Livingstone,  M.D.,  chairman  of  the  AMA  Legis- 
lative Council,  support  the  Medicredit  measure. 

“As  the  nation’s  largest  association  of  actively 
practicing  physicians,  the  ones  who  will  be  called 
upon  to  provide  the  professional  services  which 
are  contemplated  under  any  program  which  may 
be  authorized  by  Congress,  we  feel  that  our  view- 
points are  extraordinarily  important,”  Dr.  Roth 
told  the  committee. 

“If  we  are  to  meet  the  principal  needs  not  only 
of  the  aged  and  the  poor  but  of  the  vast  middle 
income  group,  it  would  seem  we  must  endeavor  to 
provide  basic  coverage  for  medical  service  and,  if 
possible,  add  to  this  protection  against  ruinous 
catastrophic  major  medical  expense  (Senators 
Long  and  Abraham  Ribicoff  (D-Conn.),  are 
sponsors  of  a catastrophic-only  type  NHI  pro- 
posal). 

Long  asked  about  the  merits  of  a tax  credit 
as  opposed  to  a payroll  tax.  Dr.  Roth  said  the 
tax  credit  is  the  most  equitable  in  that  it  relies  on 
the  federal  income  tax  which  provides  an  accurate 
gauge  of  family  income.  The  money  retained  by 
the  individual  for  health  insurance  does  not  “have 
to  make  the  round  trip  to  Washington.” 

5jC  SjS  5«C 

First  witness  before  the  Senate  Finance  Com- 


mittee hearing  was  Health,  Education,  Welfare 
Secretary  Caspar  Weinberger  who  urged  that  a 
NHI  bill  “should  have  the  highest  priority  item 
in  the  closing  months  of  this  Congress.”  He 
expressed  hope  that  the  areas  of  disagreement 
between  competing  NHI  proposals  would  not  be 
found  insurmountable. 

The  Secretary,  however,  criticized  all  of  the 
competing  proposals,  but  with  special  attention  to 
the  Mills-Kennedy  and  the  Health  Security  bill 
of  organized  labor.  “Both  vest  too  much  power 
with  the  federal  government,”  Weinberger  said. 

At  the  sometimes  stormy  meeting.  Senator 
Vance  Hartke  (D-Ind.),  and  Senator  Clifford 
Hansen  (R-Wyo.)  chided  the  Secretary  for 
criticizing  the  AMA  plan,  pointing  out  that  Medi- 
credit had  powerful  backing. 

Sen.  Hansen  said  that  when  negotiating  time 
arrives  there  should  be  strong  consideration  of 
the  Medicredit  bill  which  has  182  sponsors,  in- 
cluding five  members  of  the  Finance  Committee 
and  11  members  of  the  House  Ways  and  Means 
Committee. 

Hansen  said  the  Council  of  Economic  Advisors, 
and  the  Brookings  Institute  have  recommended 
the  tax  credit  method  of  financing  employed  by 
Medicredit  should  be  used  in  broad  federal  pro- 
grams. Weinberger  said  he  preferred  tax  credits 
to  a Social  Security  payroll  tax,  but  thought  gen- 
eral revenue  financing  was  best.  Hansen  said 
controls  could  impede  productivity  and  cause  per- 
sonnel to  leave  the  health  system. 

Sen.  Hartke  said  Medicredit  has  more  sponsors 
than  all  other  NHI  bills  combined.  Weinberger 
said  he  would  keep  that  in  mind  while  conferring 
with  Congress.  “You  are  going  to  have  to  deal 
with  182  of  us  somewhere  along  the  line,”  Hartke 
said.  “Not  just  ‘President’  Kennedy  or  ‘President’ 
Mills.” 

Hartke  said  that  despite  Weinberger’s  criticism 
of  Medicredit  the  fact  is  that  all  NHI  bills  basi- 
cally deal  with  financing,  including  the  Adminis- 
tration’s plan  which  doesn’t  provide  anything 
concrete  about  changing  the  system. 

Sen.  Abraham  Ribicoff  (D-Conn.),  said  the 
Administration  was  being  deceptive  about  the 
true  costs  of  its  program.  He  contended 
Weinberger  is  telling  the  American  people  they 
will  have  a $55  billion  “free  lunch.” 

“You  are  dealing  with  the  most  complex  social 
and  economic  program  in  the  history  of  our 
nation,”  Ribicoff  said.  “If  all  sides  can't  agree  to 
work  out  a compromise  there  will  be  no 
program.” 
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Legislative  Committee  Visits  Washington 


TMA's  Legislative  Committee  made  its  13th  con- 
secutive annual  visit  to  Washington,  June  21-22.  to 
personally  discuss  pending  health  care  legislation  with 
members  of  the  Tennessee  Congressional  Delegation. 

Pictured  above  are:  1 ) Chattanooga  MDs  Lee 

Arnold.  Tom  Buttram,  and  David  Turner  with  Con- 
gressman LaMar  Baker  and  Senator  Bill  Brock.  2) 
First  District  Congressman  Jimmy  Quillen  flanked  by 
Drs.  Nat  Hyder  and  TMA  President.  E.  Kent  Carter. 
3)  Dr.  George  Mayfield  making  a point  with  6th 
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District  Representative  Robin  Beard.  4)  Dick  Fulton, 
5th  District  Representative,  acted  as  moderator  during 
a Tennessee  Country  Ham  Breakfast  hosted  by  the 
committee.  5)  Knoxville  physicians  John  Purvis, 
William  Miller  and  John  Burkhart  with  2nd  District 
Congressman  John  Duncan.  6)  Drs.  Tom  Ballard  and 
Kelley  Avery  with  7th  District  Congressman  Ed  Jones. 
7)  Dr.  A.  Roy  Tyrer  with  8th  District  Congressman 
Dan  Kuykendall.  Senator  Howard  Baker  and  4th 
District  Congressman  Joe  L.  Evins  are  not  pictured. 
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Senator  Long  added  that  Americans  must  be 
given  all  of  the  facts  about  exactly  what  a NHI 
bill  would  cost  them,  pointing  out  that  he 
couldn’t  . . see  a free  lunch  in  any  of  them.” 

5*S  5jS 

Meanwhile,  on  the  House  side  the  Ways  and 
Means  Committee  completed  the  second  month 
of  one-day-a-week  hearings  on  NHI. 

It  would  appear  that  almost  every  health 
related  organization  in  the  country  wishes  to  be 
heard.  For  example,  one  day’s  hearing  saw  the 
following  organizations  testify  before  the  power- 
ful House  Committee:  Blue  Cross  Association, 
National  Medical  Association,  American  Osteo- 
pathic Society,  National  Council  of  Health 
Services,  American  Podiatry  Association,  National 
Council  of  Community  Health  Centers,  Veterans 
of  Foreign  Wars,  and  Americans  for  Democratic 
Action. 

S*S 

The  Professional  Standards  Review  Organiza- 
tion (PSRO)  program  is  off  to  “an  incredibly 
bad  start”  and  encountering  increasing  physician 
resistance,  the  American  Medical  Association  has 
told  Congress. 

AMA  President  Russell  Roth,  M.D.,  testifying 
before  the  Senate  Finance  subcommittee  on 
health,  said  13  state  medical  societies  have  for- 
mally declared  for  repeal  of  the  PSRO  law  and 
that  29  societies  support  a policy  of  amendment 
and/or  repeal.  (As  of  May  7,  1974.) 

“We  cannot  be  precise  in  numbers,  but  it  seems 
evident  that,  as  understanding  of  the  PSRO  law 
spreads,  the  resistance  to  it  grows,”  said  Dr. 
Roth. 

The  health  subcommittee,  chaired  by  Sen. 
Eugene  Talmadge  (D-Ga.),  slated  two  days  of 
hearings  on  the  spreading  controversy  over  the 
PSRO  law. 

Dr.  Roth  said  “the  best  efforts  of  the  legislators 
involved,  the  staff  of  the  Senate  Finance  Com- 
mittee, the  staff  of  the  PSRO  administrative  office 
in  HEW,  and  physicians  from  AMA,  from  as- 
sorted state  medical  societies  and  specialty  med- 
ical organizations,  have  not  succeeded  in  creating 
in  the  profession  the  climate  of  acceptance  and 
cooperation  essential  to  success.  The  fault  does 
not  lie  with  the  sincerity  or  intensity  of  the  effort 
to  cooperate,  it  lies  with  the  basic  ineptitudes 
of  the  statute.” 

The  AMA  President  said  it  has  been  seriously 


proposed  that  because  of  the  bad  start  on  PSRO 
it  may  be  best  to  fall  back,  regroup,  and  start 
over  again.  The  official  AMA  position,  he  noted, 
is  that  repeal  may  need  to  be  considered  if 
amendatory  patchwork  is  unacceptable. 

Robert  Hunter,  M.D.,  chairman  of  the  AMA 
special  advisory  committee  on  PSRO  and  a mem- 
ber of  the  AMA  board  of  trustees,  described  to 
the  senators  the  AMA’s  extensive  “constructive 
efforts”  to  cooperate  with  congress  and  the  gov- 
ernment to  make  PSRO  work. 

Edgar  T.  Beddingfield,  Jr.,  M.D.,  vice  chair- 
man of  the  AMA’s  council  on  legislation,  said 
“the  PSRO  law  has  created  a great  deal  of  con- 
fusion and  misunderstanding.” 

Sections  on  norms  of  health  care  services  are 
patently  contradictory  and  we  would  anticipate 
that  the  net  result  would  be  that  the  norms  of 
care  would  be  viewed  as  rigid  federal  minimum 
requirements,  Dr.  Beddingfield  said.  “Patients 
and  the  profession  alike  are  legitimately  con- 
cerned with  the  prospect  of  cookbook  medicine.” 
He  recommended  that  the  “norms”  should  be 
guides  for  care  and  should  be  clearly  understood 
to  be  initial  points  of  evaluation  and  review. 
Furthermore,  Dr.  Beddingfield  said,  such  guides 
must  not  be  substituted  for  the  medical  judgment 
of  individual  physicians  in  the  delivery  of  health 
care  services. 

During  the  two  days  of  hearings,  some  20 
medical  associations,  state  societies,  and  special- 
ity groups  testified  their  general  misgivings  with 
respect  to  the  workability  of  the  statute.  Through- 
out the  hearings  Senator  Wallace  Bennett  (R- 
Utah),  stoutly  defended  PSRO — “I  won’t  live 
long  enough  to  see  repeal  of  PSRO” — against,  at 
times,  shouting  and  hostile  witnesses. 


medical  new/ 
in  tenne//ee 


Dr.  James  R.  Gay  Named  to  U.T.  Post 

Dr.  James  R.  Gay,  a New  Mexico  medical 
educator,  has  been  appointed  Associate  Vice 
Chancellor  for  Academic  Affairs  at  the  University 
of  Tennessee  Medical  Units  in  Memphis. 

Dr.  Gay  is  the  coordinator  of  the  New  Mexico 
Regional  Medical  Program  and  serves  as  assistant 
dean  and  associate  professor  of  the  Department 
of  Surgery  at  the  University  of  New  Mexico 
School  of  Medicine  in  Albuquerque. 

Dr.  Edmund  D.  Pellegrino,  chancellor  of  the 
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U-T  Medical  Units,  said  Dr.  Gay  will  assume  his 
new  post  July  1. 

As  associate  vice  chancellor  he  will  share  re- 
sponsibilities for  academic  and  clinical  affairs  at 
the  Memphis  campus  and  at  the  Clinical  Educa- 
tion Centers  in  Knoxville  and  Chattanooga.  He 
also  has  an  appointment  as  professor  in  the 
Department  of  Neurosurgery  of  the  College  of 
Medicine. 

Noted  Surgeon  Heads  Department  at  U-T 

A nationally-known  heart  surgeon  and  pioneer 
of  open  heart  surgical  techniques  has  been  named 
chairman  of  the  Department  of  Surgery  at  the 
University  of  Tennessee  College  of  Medicine. 

Dr.  James  W.  Pate  has  been  named  to  succeed 
Dr.  Harwell  Wilson,  who  is  retiring  as  chairman 
to  spend  more  time  teaching  and  in  private 
practice. 

Dr.  Pate  served  as  head  of  experimental 
surgery  for  the  Navy  at  Bethesda,  Maryland,  dur- 
ing and  after  the  Korean  War  and  while  there 
developed  the  freeze-dried  process  of  preserving 
arteries  for  use  as  grafts.  He  also  was  a co- 
discoverer of  the  bioelectrical  causes  of  blood 
clots  in  arteries  and  veins. 

He  was  the  first  surgeon  to  replace  a heart 
valve  with  an  artificial  valve  in  a child  and  the 
first  to  replace  a heart  valve  and  implant  a pace- 
maker in  an  emergency  operation  following  a 
gunshot  wound  of  the  heart. 

Laboratory  Licensing  Service  to  Administer 
Proficiency  Examinations  for  Clinical 
Laboratory  Personnel 

Public  Health  Laboratory  Licensing  Service  has 
arranged  with  Educational  Testing  Service, 
Princeton,  New  Jersey,  to  administer  Proficiency 
Examinations  for  Clinical  Laboratory  Personnel 
on  the  first  Friday  in  June,  September,  and 
December  of  each  year.  ETS  administers  the 
examination  in  March.  Registration  deadlines  are 
four  weeks  before  the  exam  date. 

Proficiency  Examinations  are  used  by  Labora- 
tory Licensing  Service  to  qualify  candidates  for 
the  State  medical  laboratory  technician  examina- 
tions. Persons  who  are  not  graduates  of  ap- 
proved laboratory  schools  and  who  have  one 
year  of  acceptable  verifiable  laboratory  work  ex- 
perience may  be  admitted  to  the  State  medical 
laboratory  technician  examination  by  scoring  the 
average  or  higher  on  Proficiency  Exams. 

For  additional  information,  contact  Laboratory 
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Licensing  Service,  Room  358,  Capitol  Hill  Build- 
ing, Nashville,  TN  37219,  phone:  615-741-3826. 


pcr/onal  new/ 


DR.  WILLIAM  B.  ACREE,  Ridgley,  has  been  named 
to  the  executive  committee  of  the  West  Tennessee  Heart 
Association. 

DR.  CRAWFORD  W.  ADAMS,  Nashville,  has  been 
elected  president  of  the  Nashville  Cardiovascular  Society, 
Inc. 

DR.  ROBER I P.  BALL,  Oak  Ridge,  has  been  named 
“Outstanding  Physician  of  the  Year”  by  TMA  at  its 
annual  meeting  in  Gatlinburg. 

DR.  G.  H.  BERRYHILL,  Jackson,  was  honored  recently 
when  the  mayor  proclaimed  “G.  H.  Berryhill  Day” 
honoring  the  retired  physician. 

DR.  JOHN  H.  BURKHART,  Knoxville,  has  been  ap- 
pointed to  the  Board  of  Medical  Examiners  by  Governor 
Dunn.  Other  Tennessee  physicians  on  the  board  are: 
DR.  TINNIN  MARTIN,  JR.,  Memphis;  DR.  HOWARD 
R.  FOREMAN,  Nashville;  and  DR.  DURWOOD  L. 
KIRK,  Chattanooga. 

DR.  HENRY  BURKO,  Nashville,  has  been  elected 
Secretary-Treasurer  of  the  Middle  Tennessee  Radiolog- 
ical Society.  Others  elected  were:  DR.  THOMAS  R. 
DUNCAN,  Brentwood,  president;  and  DR.  WILLIAM 
R.  MASSEY,  Gallatin,  vice  president. 

DR.  RONALD  CALDWELL,  Bristol,  has  been  installed 
as  president  of  the  Bristol  Cancer  Association. 

DR.  LLOYD  C.  ELAM,  Nashville,  has  been  awarded  an 
honorary  degree  by  St.  Lawrence  University  in  Canton, 
New  York. 

DR.  WALTER  W.  FREY,  Nashville,  has  been  elected 
Secretary-Treasurer  of  the  Nashville  Academy  of 
Ophthalmology  and  Otolaryngology.  Others  elected 
were:  DR.  PERRY  HARRIS,  Nashville,  vice  president; 
and  DR.  SPENCER  P.  THORNTON,  Nashville,  presi- 
dent. 

DR.  BEN  D.  HALL,  Johnson  City,  has  been  re-elected 
trustee  of  the  American  Society  of  Internal  Medicine. 

DR.  ROBERT  H.  HUTCHISON,  JR..  Nashville,  has 
been  elected  to  the  Board  of  Directors  of  the  National 
Family  Planning  Forum. 

DR.  WILLIAM  N.  JERNIGAN,  Columbia,  was  hon- 
ored recently  when  the  Mayor  proclaimed  “Dr.  William 
N.  Jernigan  Day.”  Dr.  Jernigan  plans  to  leave  Columbia 
after  practicing  pediatrics  for  15  years. 

DR.  L.  A.  KILLEFFER.  Harriman,  was  honored  re- 
cently by  the  Roane  County  Chamber  of  Commerce 
when  he  was  presented  the  Outstanding  Businessmen 
Award. 
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DR.  STEPHEN  KRAUSS,  Knoxville,  has  been  named 
vice  president  of  the  Knox  County  Unit,  American 
Cancer  Society. 


DR.  LEE  L.  WILLIAMS,  Knoxville,  was  presented  the 
Religious  Service  Award  by  the  Knoxville  Chapter  of 
the  National  Conference  of  Christians  and  Jews. 


DR.  DONALD  S.  LaFONT,  Jackson,  has  been  installed 
as  president  of  the  West  Tennessee  Heart  Association. 

DR.  HOSSEIN  MASSOUD.  Chattanooga,  has  been 
elected  to  fellowship  in  the  American  Academy  of 
Pediatrics. 

DR.  GORDON  McCALL,  Maryville,  was  recently 
elected  to  serve  a three-year  term  on  the  Board  of 
Directors  of  the  East  Tennessee  Heart  Association.  He 
was  also  presented  an  award  for  leadership. 

DR.  JOSEPH  YOUNG  McCOIN  and  DR.  CLAUD 
HENRY  TAYLOR,  Cleveland,  were  recently  honored 
by  the  Bradley  County  Medical  Society  for  “more  than 
30  years’  service  to  the  medical  profession.” 

DR.  CARL  A.  NELSON,  JR..  Maynardville,  has  been 
elected  president  of  the  Tennessee  Association  of  Blood 
Banks. 

DR.  JOHN  R.  NELSON.  Knoxville,  has  been  elected 
president  of  the  East  Tennessee  Heart  Association. 

DR.  JAMES  J.  NICKSON,  Memphis,  has  been  named 
the  first  director  of  the  newly-created  Memphis  Cancer 
Research  and  Clinical  Center. 
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CALENDAR  OF  MEETINGS 


1974  NATIONAL 


Sept.  18-21 


Oct.  4-11 


Oct.  4-11 


Oct.  5-12 


Oct.  14-17 


American  Thyroid  Association.  Stouffer’s 
Riverfront  Inn,  St.  Louis 

American  Society  of  Clinical  Patholo- 
gists, Sheraton  Park,  Shoreham,  Statler- 
Hilton  and  Mayflower  Hotels, 
Washington 

College  of  American  Pathologists,  Shera- 
ton Park,  Shoreham,  Statler-Hilton,  and 
Mayflower  Hotels,  Washington 

Western  Orthopedic  Association,  Hilton 
Honolulu,  Honolulu 

American  Academy  of  Family  Phy- 
sicians, Los  Angeles 


DR.  JAMES  W.  PATE,  Memphis,  has  been  named 
chairman  of  the  department  of  surgery  at  the  Univer- 
sity of  Tennessee  Medical  units. 

DR.  GREER  RICKETSON,  Nashville,  has  been  named 
an  honorary  alumnus  of  the  Vanderbilt  University 
School  of  Medicine  in  recognition  of  his  many  years 
of  service  to  the  school. 


Oct.  17-19 


Oct.  19-24 


Oct.  20-23 


DR.  DAVID  TEPPER  and  DR.  C.  W.  KIMSEY,  Chat-  Q ^ ^ 
tanooga,  were  recently  presented  the  1973-74  Service 
Award  by  the  Hamilton  County  Association  for  Chil- 
dren with  Learning  Disabilities  for  their  influence  in  Oct.  24-27 
establishing  the  association. 


American  Association  for  the  Surgery  of 
Trauma,  Homestead,  Hot  Springs.  VA 

American  Academy  of  Pediatrics,  St. 
Francis  and  San  Francisco  Hilton,  San 
Francisco 

American  College  of  Gastroenterology, 
Americana.  Bal  Harbour,  FL 

American  College  of  Surgeons,  60th 
Annual  Clinical  Congress.  Miami  Beach 

American  Academy  of  Child  Psychiatry, 
Fairmont  Hotel,  San  Francisco 
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continuing 

education  opportunities 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Vanderbilt  University  CME 
Course  Listings 

13th  Annual  Seminar  in  Psychiatry 

Central  State  Psychiatric  Hospital;  Tenn.  Dept, 
of  Mental  Health;  Meharry  Medical  College  . . .May 
For  further  information  contact: 

Paul  E.  Slaton.  M.D.,  Director 
or 

Marilyn  Short,  Administrative  Associate 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  Tennessee  37212  Tel.  615-322-2716 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 


Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 


Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology  Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY;  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken- Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
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available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

* * * 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21 -month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health;  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m.. 

CDT;  Saturday,  8:00  a.m.  to  11:00  a.m.. 
CDT. 

For  telephone  numbers,  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee’s  practicing  phy- 
sicians and  research  scientists,  Vanderbilt’s  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203,  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored”  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center’s  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1974  will 
be  held  October  26  through  November  1,  1974,  in  the 
Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital.  The  Department  of  Otolaryngology  of  the 


Abraham  Lincoln  School  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  offers  a condensed  basic 
and  clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Emanual  M.  Skolnik,  M.D.,  with 
Burton  J.  Soboroff,  M.D.,  as  co-chairman.  This  pro- 
gram is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998,  Chicago,  IL  60680. 

Workshop  on  the  Surgery 
Of  Chronic  Ear  Disease 

The  Department  of  Otolaryngology  of  the  University 
of  Illinois,  Abraham  Lincoln  School  of  Medicine,  an- 
nounces a Workshop  on  the  Surgery  of  Chronic  Ear 
Disease  to  be  held  October  2 through  4,  1974. 

The  workshop  will  deal  with  canal  preservation  in 
surgery  for  cholesteatoma.  The  technic  of  canal  pres- 
ervation will  be  taught  by  closed  circuit  surgical  color 
television  and  temporal  bone  dissection.  Seminars  will 
be  held  to  discuss  the  difficulties  and  complications  of 
these  technics. 

Interested  registrants  may  write  directly  to  the  De- 
partment of  Otolaryngology,  University  of  Illinois  Hos- 
pital Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  Illinois  60612. 

Maternal  and  Child  Health  Program 

The  Maternal  and  Child  Health  Program  of  the 
University  of  California  School  of  Public  Health  at 
Berkeley  announces  postgradaute  courses  of  instruc- 
tion for  pediatricians,  obstetricians,  and  other  phy- 
sicians interested  in  receiving  training  in  the  field  of 
Maternal  and  Child  Health.  These  programs  all  lead 
to  the  degree  of  Master  of  Public  Health.  Tax-exempt 
Fellowships  are  available,  consisting  of  support  for 
the  trainee  and  his  dependents,  tuition  and  fees. 

Program  areas  at  the  present  time  include  nine- 
month  programs  in  Maternal  and  Child  Health,  Day 
Care  and  the  Preschool  Child,  Health  of  School-Age 
Children  and  Youth,  and  Maternal  Health  and  Family 
Planning.  Twenty-one  month  programs  in  Care  of 
Handicapped  Children,  Comprehensive  Health  Care 
and  Perinatology  are  also  available. 

Applications  are  now  being  accepted  for  the  group 
entering  September,  1975.  For  information,  write  to 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health, 
University  of  California,  Berkeley,  California  94720. 

Schedule  for  Upcoming  CME  Programs 

July  15- 

August  11  SNAKEBITE,  with  Findlay  E.  Russell, 
M.D.,  Professor  of  Neurology  and  Di- 
rector, Laboratory  of  Neurological  Re- 
search, University  of  Southern  Cali- 
fornia School  of  Medicine,  Los  Angeles. 
SKIN  TESTING  FOR  TB.  with  John  A. 
Crocco,  M.D.,  Director  of  Pulmonary 
Disease  Section,  St.  Vincent's  Hospital 
and  Medical  Center,  New  York,  and 
Downstate  Medical  Center,  Brooklyn. 
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PARASITIC  INFESTATION:  LOOK 

FOR  LICE,  with  Silas  E.  O'Quinn,  M.D., 
Professor  of  Dermatology  and  Dean  of 
Medicine;  and  Harold  Trapido,  Ph.D., 
■Professor  of  Tropical  Medicine  and 
Medical  Parasitology,  both  at  Louisiana 
State  University  School  of  Medicine, 
New  Orleans. 

August  12- 

September  8 RECEPTOR  DRUGS:  TIME  BOR- 

ROWERS IN  SHOCK,  with  Leon  I. 
Goldberg,  M.D.,  Professor  of  Medicine 
and  Pharmacology,  Director  of  Clinical 
Pharmacology,  Emory  University  School 
of  Medicine,  Atlanta,  Georgia. 

LOCAL  ANESTHESIA:  THREE  EF- 

FECTIVE TECHNIQUES,  with  William 
C.  North,  M.D.,  Professor  and  Chair- 
man, Department  of  Anesthesiology, 
University  of  Tennessee,  Memphis. 

THE  PROBLEM  PELVIC,  with  Philip 
Sarrel,  M.D.,  Associate  Professor  of 
Obstetrics  and  Gynecology,  Yale  Univer- 
sity Medical  School.  New  Haven. 

For  more  information  about  NCME  write  The 
Network  for  Continuing  Medical  Education:  15 

Columbus  Circle,  New  York,  New  York  10023. 

PAS  and  MAP  Tutorial  Sessions* 

These  two-day  sessions  teach  representatives  from 
member  hospitals  how  to  do  medical  audit  studies 
using  their  own  PAS  system  reports.  PSRO  health 
care  legislation  and  the  way  CPHA  resources  can  help 
both  hospitals  and  PSROs  are  presented. 

7-  8 August  1974 

11-12  September  1974 
2-  3 October  1974 
6-  7 November  1974 
11-12  December  1974 

PAS  and  MAP  Institutes* 

PAS  and  MAP  Institutes  are  held  for  nonmember 
hospitals  and  health  care  organizations  to  present  a 
comprehensive  review  of  the  various  CPHA  programs. 
The  Institutes  emphasize  applications  to  the  PSRO 
portion  of  PL  92-603. 

5 September  1974 
5 December  1974 


* Academic  Credit 

Fully  approved  by  AMA  Council  on  Continuing 
Medical  Education.  Attendance  applies  toward  AMA 
Physician’s  Recognition  Award  (Category  1). 
Acceptable  for  elective  hours  from  American  Academy 
of  Family  Physicians 

All  sessions  are  held  at  CPHA  in  Ann  Arbor,  unless 
otherwise  specified. 

For  information,  write  Commission  on  Professional 
and  Hospital  Activities,  1968  Green  Road,  Ann  Arbor, 
Michigan  48105. 
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PAS  and  MAP  Regional  Workshops* 

Regional  workshops,  open  to  both  member  and 
nonmember  hospitals  and  health  care  organizations, 
teach  how  to  do  medical  audit  studies,  using  sample 
PAS  and  MAP  reports.  CPHA  resources  to  help 
hospitals  and  PSROs  are  discussed. 

27  August  1974  — Edmonton,  Alberta,  Canada 

29  August  1974  — Denver,  Colorado 

26  September  1974 — Washington,  D.C. 

8 October  1974  — Vancouver,  British  Columbia, 

Canada 

11  October  1974  — Honolulu,  Hawaii 

12  November  1974 — Charlotte,  North  Carolina 
14  November  1974 — New  Orleans,  Louisiana 
17  December  1974 — Oklahoma  City,  Oklahoma 

Course  In  Techniques  for  the  Health 
Record  Analyst 

The  health  record  analyst’s  role  as  an  expert  in  how 
to  evaluate  the  quality  of  patient  care  is  explored  in 
detail  in  these  intensified  sessions.  They  are  open  to 
member  and  nonmember  hospitals  and  health  care 
organizations.  The  PAS  system  reports  are  used  to 
teach  the  techniques  of  health  record  analysis. 

29  July — 2 August  1974 

12-16  August  1974 
16-20  September  1974 
7-11  October  1974 
11-15  November  1974 
16-20  December  1974 

Coding  and  Abstracting  Institutes 

Open  to  all  medical  record  personnel  using  H-1CDA, 
these  one-day  sessions  are  designed  to  review  the 
basic  principles  of  H-ICDA  coding.  Methods  of  PAS 
abstracting  are  also  discussed. 

16- 18  July  1974  — Edmonton,  Alberta,  Canada 

13-15  August  1974  — Seattle,  Washington 

17- 19  September  1974 — Boston,  Massachusetts 

8-10  October  1974  — Chicago,  Illinois 

19-21  November  1974 — Los  Angeles,  California 
3-  5 December  1974 — St.  Louis,  Missouri 

National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel — New  York  City 

PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 
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AMERICAN  CANCER  SOCIETY’S 
NATIONAL  CONFERENCE  ON 
GYNECOLOGIC  CANCER 

September  18-20,  1975 
Marriott  Hotel — Philadelphia,  Pennsylvania 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

EIGHTH  NATIONAL  CANCER  CONFERENCE 

September  20-22,  1976 
Regency  Hyatt  Hotel — Atlanta,  Georgia 
These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

University  of  Kentucky 
College  of  Medicine 

The  University  of  Kentucky  College  of  Med- 
icine will  present  two  identical,  comprehensive 
reviews  designed  in  part  to  prepare  family  phy- 
sicians for  the  annual  ABFM  examination  sched- 
uled for  late  October.  Approximately  70-74 
topics  will  be  presented  by  University  of  Ken- 
tucky and  guest  faculty. 

The  Fifth  Family  Medicine  Review  will  be 
offered  September  15-21,  1974,  and  again  on 
October  6-12,  1974,  at  the  University  of  Ken- 
tucky Medical  Center.  Program  Chairman: 
Frank  R.  Lemon,  M.D.  Registration  fee:  $195. 
Fifty  hours  of  AAFP  credit  have  been  requested. 
For  further  information  contact: 

Ronald  D.  Hamilton,  M.D.,  Director 
Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

Fifth  Annual  Autumn  Pediatric  Symposium 
Sept.  20-21,  Vanderbilt  Children’s  Hospital 

The  Children’s  Hospital  of  Vanderbilt  Univer- 
sity announces  the  Fifth  Annual  Autumn  Pedia- 
tric Symposium,  to  be  held  Sept.  20-21.  The 
topic  will  be  Pediatric  Gastroenterology  and 
Nutrition — Diagnosis  and  Management  of  Com- 
mon Problems. 

Guest  faculty  will  include  William  Schubert, 
M.D.,  Department  of  Pediatrics,  University  of 
Cincinnati  School  of  Medicine,  Cincinnati,  OH; 
Phil  Sunshine,  M.D.,  Department  of  Pediatrics, 
Stanford  University  Medical  Center,  Palo  Alto, 
CA;  and  Harvey  Sharp,  M.D.,  Department  of 
Pediatrics,  University  of  Minnesota  Medical  Cen- 
ter, Minneapolis,  MN. 


For  Information,  write: 

Harry  L.  Greene,  M.D. 

Department  of  Pediatrics 

Vanderbilt  University  School  of  Medicine 

Nashville,  TN  37232 

Recent  Advances  in  Allergy  Symposium 

A four-day  medical  symposium  entitled,  “Re- 
cent Advances  in  Allergy,”  will  be  held  at  The 
Homestead,  in  Hot  Springs,  VA,  from  August 
19-22,  1974.  The  medical  seminars  will  be  held 
from  8:00  a.m.  until  10:00  a.m.  each  day.  A 
golf  and  tennis  tournament  will  be  held  in  con- 
junction with  this  meeting,  beginning  each  day 
at  10:00  a.m. 

A wide  variety  of  subject  material  of  interest  to 
all  physicians  will  be  presented  by  outstanding 
specialists. 

For  further  information  contact: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 
Asheville,  NC  28801 

International  Conference  on  the  Physician 
And  Population  Change 

From  September  4-6,  1974  in  Stockholm, 
Sweden,  the  World  Medical  Association  in  asso- 
ciation with  The  World  Federation  for  Medical 
Education,  The  International  Planned  Parenthood 
Federation  and  The  World  Health  Organization 
will  convene  to  provide  a world  forum  in  which 
the  physician  can  examine,  with  experts  from 
other  disciplines,  the  responsibilities  and  oppor- 
tunities facing  the  physician  in  meeting  the  present 
world  population  challenge  and  to  recommend 
action. 

Expert  panels  will  introduce  the  following  half 
day  discussions: 

. . . Medicine  and  Demography 
. . . Family  Health,  Family  Planning  and  Fac- 
tors Affecting  Fertility 
. . . The  Role  and  Attitude  of  Physicians 
. . . The  Role  of  Medical  Associations  and 
Medical  Educational  Institutions  in  Popula- 
tion Change 

For  further  information,  write: 

Sir  William  Refshauge,  Secretary  General 
The  World  Medical  Association,  Inc. 

10  Columbus  Circle 

New  York,  New  York  10019 
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Statement  on  Health  Care  Assessment 
By  Association  for  Hospital 
Medical  Education* 


INTRODUCTION 

Society  has  set  new  goals  for  American  med- 
icine. From  discovering  and  developing  methods 
to  cure,  ameliorate  and  prevent  disease,  the  em- 
phasis has  shifted  to  delivering  cure,  amelioration 
and  prevention  of  diseases  to  the  greatest  number 
of  people  at  the  lowest  possible  unit  cost.  AHME 
believes  that  reorientation  of  American  medicine 
to  these  new  goals  can  best  be  accomplished 
through  education. 

Education  of  practicing  physicians  should  con- 
sist of  identifying  reasonable  and  relevant  objec- 
tives of  patient  management  and  encouraging  their 
attainment  by  a system  of  appropriate  rewards. 
Dictating  methods  and  processes — and  punishing 
those  who  do  not  comply — merely  produces  resis- 
tance to  the  objectives  which  these  methods  and 
processes  are  intended  to  accomplish.  We  reject 
the  concept  that  change  can  be  accomplished  by 
imposing  blueprints  or  by  tearing  down  existing 
systems. 

WEAKNESSES  OF  PRESENT  METHODS 

The  method  of  health  care  assessment  most 
widely  advocated  today,  evaluates  physician  per- 
formance by  the  degree  to  which  the  physician 
conforms  with  pre-established  criteria  for  the 
process  of  care.  In  addition,  it  is  assumed  that 
these  processes  as  well  as  the  cost  and  all  other 
characteristics  of  care  must  be  related  to  a 
diagnosis. 

Conformity  with  pre-established  process  criteria 
is  not  a desirable  quality  by  which  to  judge  phy- 
sician performance  because: 

1 )  The  public  is  not  interested  in  whether  their 
diagnoses  have  been  managed  tkby  the 
book.”  The  public  wants  to  know  whether 
the  best  possible  results  have  been  ob- 
tained at  the  least  possible  cost. 


* Adopted  at  the  meeting  of  the  Executive  Commit- 
tee, Nov.  6,  1973.  Reprinted  by  permission  of  the 
Association  for  Hospital  Medical  Education.  1911 
Jefferson  Davis  Highway,  Suite  1003,  Arlington.  Va. 
22202. 


2)  Requiring  conformity  with  processes  and 
methods  stifles  initiative,  downgrades  and, 
therefore,  discourages,  ingenuity  and 
creates  resistance  to  the  objectives,  which 
the  processes  are  intended  to  accomplish. 

3)  There  is  no  assurance  that  adherence  to 
process  criteria,  whether  developed  by  ex- 
perts or  by  peers,  will  produce  the  best 
possible  results — nor  that  it  will  lower 
costs. 

Use  of  diagnoses  as  a means  of  correlating  data 
describing  physician  performance  and  cost  of  care 
is  inappropriate  because: 

1)  Physicians  treat  patients — not  diagnoses. 

2)  Diagnoses  are  merely  labels  applied  to 
structural  or  functional  abnormalities. 

3)  It  is  not  the  existence  of  the  abnormality 
but  its  impact  on  the  patient’s  life  and  the 
benefit  obtainable  by  correction  of  the  ab- 
normality which  justify  use  of  medical  re- 
sources and  the  cost  of  care  for  any 
particular  patient. 

NEED  FOR  BETTER  METHODS 

In  view  of  the  need  of  the  Professional 
Standard  Review  Organizations  for  methods  by 
which  physicians  can  account  to  the  public  for 
the  cost  and  quality  of  medical  care,  it  is  impera- 
tive that  new  and  better  methods  of  assessing 
physician  performance  be  developed  and  tested. 

GENERAL  PRINCIPLE 

Since  the  public  will  eventually  judge  physician 
performance  by  results  obtained  and  by  economy 
in  use  of  health  care  resources  in  obtaining  these 
results,  effectiveness  and  cost  effectiveness  should 
be  the  qualities  by  which  physician  performance 
is  evaluated.  (Emphasis  added — Ed.) 

EFFECTIVENESS  AND  EFFICIENCY 

Direct  measurement  of  the  effectiveness  and 
cost-effectiveness  of  medical  care  is  particularly 
relevant  to  episodes  of  hospitalization  which  rep- 
resent the  most  cost  intensive  phase  of  medical 
care  and  are  likely  to  include  clearly  identfiable 
outcomes. 

The  decision  to  hospitalize  is  the  result  of  a 
physician-patient  relationship.  When  a patient  is 
hospitalized,  physician  and  patient  usually  have 
come  to  an  understanding  as  to  the  main  reason 
for  hospitalization  and  of  what  hospitalization  is 
to  accomplish.  Unfortunately,  this  agreement 
does  not  have  any  standing  in  record  room  termi- 
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nology,  which  requires  that  physicians  furnish  a 
discharge  diagnosis  in  terms  of  a pathological 
entity  and  an  admitting  diagnosis  which  is  no 
more  than  a guess  of  what  the  discharge  diagnosis 
will  be. 

These  requirements  obscure  the  reason  why 
the  patient  is  being  hospitalized  and  make  it  dif- 
ficult, if  not  impossible,  to  base  judgment  of 
physician  performance  on  objective  data  derived 
from  record  room  abstracts. 

If  instead  of  an  admission  diagnosis,  physicians 
were  required  to  state  a reason  for  admission  and 
a related  objective  of  hospitalization,  the  phy- 
sician’s achievement  of  this  objective  (his 
effectiveness)  and  his  economy  in  the  use  of  hos- 
pital resources  to  achieve  these  objectives  (his 
cost  effectiveness  or  efficiency)  could  be  used  as  a 
measure  of  physician  performance. 

For  most  hospital  admissions,  appropriate  out- 
come is  eventually  achieved.  For  this  reason, 
measuring  physician  effectiveness  will  reveal  only 
the  grossest  deficiencies  in  physician  performance. 
More  subtle  shortcomings  of  physician  per- 
formance such  as  poor  judgment  in  choice  of  tests 
ordered,  initial  management  based  on  erroneous 
diagnosis,  failure  to  institute  optimal  therapy  and 


failure  to  recognize  secondary  or  underlying  dis- 
eases or  complications  are  more  likely  to  become 
apparent  as  physician  inefficiency , i.e.,  delay  in 
recovery,  prolongation  of  hospital  stay  and  greater 
use  of  hospital  resources. 

The  efficient  physician,  by  achieving  a correct 
diagnosis  more  promptly,  by  relieving  symptoms 
and  disability  sooner,  lessens  human  suffering 
and  thus  can  be  said  to  have  provided  better  care. 
In  hospital  practice,  at  least,  efficiency  is  there- 
fore a sensitive  quantifiable  measure  of  physician 
performance  and  of  care  received  by  patients. 

EDUCATIONAL  OBJECTIVES 

Review  of  the  efficiency  with  which  a group  of 
physicians  has  achieved  their  management  objec- 
tives for  various  categories  of  reasons  for  admis- 
sion, can  then  yield  standards  of  efficiency.  These 
standards  are  based  on  what  physicians  do  rather 
than  on  what  physicians  say  they  should  do,  and 
will  therefore  have  more  validity  than  a consensus 
of  opinions.  Because  the  standards  describe  ob- 
jectives to  be  achieved  by  the  group  rather  than 
processes  to  be  followed  by  each  physician, 
achievement  of  these  standards  can  be  encouraged 
by  an  educational  effort. 


WHITE  SURGICAL  SUPPLY  CO. 

1921  53  Years  1974 

Service  to 

PHYSICIANS  AND  HOSPITALS 

Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 

EQUIPMENT— INSTRUMENTS 
—SUPPLIES 

White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-370 1 


a*  *ju 
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POSITIONS  AVAILABLE 

Anesthesiologist,  EENT, 
Opthalmoiogist,  Pediatrician, 
Urologist,  Internist 


Solo  or  group  practice.  Expanding  164  bed 
JCAH  hospital. 

Progressive,  rural  and  industrial  area  with  ser- 
vice population  of  100,000  + . 


Sportsman’s  paradise,  excellent  recreation 
facilities. 

Contact:  Robert  R.  Young,  M.D.;  P.  O.  Box  310; 
Union  City,  Tennessee  38261.  Phone  901/885- 
5100. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 

Standard  Coverage  That  SAVES  YOU  12y2% 

Class  1 — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  major 
surgery  or  assist  in  major  surgery  on  other  than  their 
own  patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  in- 
cluding cardiac  surgery),  Ophthalmologists,  Proc- 
tologists. 

Class  4 — Surgeons— specialist,  Anesthesiologists,  Cardiac  Sur- 
geons, Otolaryngologists — No  Plastic  Surgery,  Sur- 
geons— General  (Specialists  in  general  surgery), 

Thoracic  Surgeons,  Urologists,  Vascular  Surgeons. 

Class  5 — Surgeons — specialists,  Neurosurgeons,  Obstetricians- 
Gynecologists,  Orthopedists,  Otolaryngologist — Plastic 
Surgery,  Plastic  Surgeons. 


RATES  AND  LIMITS 


CLASSES 

25/75 

100/300 

200/600 

Class  1 

$103 

$132 

$154 

Class  2 

$181 

$232 

$262 

Class  3 

$310 

$409 

$458 

Class  4 

$413 

$545 

$607 

Class  5 

$516 

$681 

$755 

1.  Partnership  Liability  and  Corporate  Liability, — 

Increase  premium  for  each  partner  or  corporate  member  by  20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  (Quotations  made  on  request.) 

3.  Premises  Liability  (Bodily  Injury  & Property  Damage) 

* Minimum  Premium — $9.00 

4.  Personal  Injury  (Libel,  Slander,  Invasion  of  Privacy,  False  Arrest  and  Evic- 
tion, etc.) 

* Minimum  Premium — $13.00 

* Minimum  premiums  quoted  are  applicable  only  when  written  with  Professional  Liability 
Coverage. 

FARRINGER  8c  COMPANY 

A DIVISION  OF 

ARMISTEAD  MILLER  WALLACE  /PSYNtRGCN 

Administrators  / P.O.  Box  1020  Nashville,  Tennessee  37202/  Phone  242-2601 

INGLE-KNOX  INSURANCE  AGENCY  FAW  & SHERROD 

Phone  265-4541  Phone  926-8164 

Chattanooga,  Tennessee  37402  Johnson  City,  Tennessee  37602 

SHELBY  MUTUAL  INSURANCE  COMPANY 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $90,000,000.00 

For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 
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Quality  Information  Key  To  Meeting 
Patient  Nutritional  Needs 

Demands  on  physicians  for  nutritional  educa- 
tion and  treatment  are  reaching  unprecedented 
levels.  Approximately  one  in  three  patients  enter- 
ing a physician’s  office  will  have  a nutrition- 
related  problem.  The  public  needs  and  wants 
nutritional  help,  but  many  of  America’s  physicians 
are  not  prepared  to  deal  with  these  problems. 

Members  of  the  medical  profession  are  express- 
ing concern  over  the  difficulty  physicians  some- 
times encounter  in  their  efforts  to  keep  informed 
of  current  nutrition  research  and  practices.  The 
problem  of  keeping  abreast  of  technical  develop- 
ments within  the  field  of  nutrition  is  compounded 
by  changes  in  many  people’s  eating  habits  brought 
on  by  the  increase  in  the  cost  of  living,  and  the 
bombardment  of  the  public  with  vast  amounts  of 
misinformation  stemming  from  nutrition’s  cur- 
rent popularity  within  the  mass  media.  Sorting 
and  communicating  the  reliable  information  from 
the  unreliable  is  a task  often  entrusted  to  the 
physician. 

The  need  for  expertise  in  nutrition  is  increas- 
ingly underscored  by  the  serious  health  problems 
existing  throughout  the  United  States  attributable 
to  poor  nutrition  from  both  the  standpoint  of  the 
malnourished  hungry  (insufficient  quantity  and/or 
quality)  and  the  malnourished  obese.  Two-thirds 
of  today’s  public  health  and  chronic  disease  prob- 
lems may  be  related  to  the  way  Americans  eat. 

The  practicing  physician  plays  a critical  role 
in  the  nutritional  care  of  his  patients.  Patients 
frequently  ask  for  nutritional  advice.  They  ex- 
press concern  about  the  interrelationships  of  diet 
and  health.  They  seek  assurances  about  diets 
found  in  popular  lay  magazines,  or  those  recom- 
mended by  friends.  They  request  information  on 
the  new  vitamin-mineral  preparations  which  are 
an  essential  part  of  their  self-prescribed  illness- 
prevention  therapy.  They  ask  specific  questions 
about  the  appropriateness  of  food  and  beverage 
items  included  in  any  type  of  diet,  normal  or 
otherwise.  Perhaps,  most  importantly,  the  pa- 
tients do  not  ask  enough  advice  of  their  physicians 
and  rely  instead  on  information  passed  on  by 
friends  or  the  mass  media. 

To  provide  accurate  and  realistic  nutritional 


advice  to  patients,  physicians  need  sound  knowl- 
edge in  all  phases  of  nutrition.  Since  time  and 
resources  will  not  generally  allow  a physician  to 
gain  such  knowledge  of  the  field,  it  is  advisable  to 
obtain  the  necessary  expertise  from  other  sources. 
The  nutritionist  and/or  dietitian  can  effectively 
furnish  assistance  in  providing  nutrition  informa- 
tion to  patients.  She  can  provide  professional 
consultation  on: 

(1)  the  wide  variety  of  foods  available  on  the 
consumer  market 

(2)  the  nutrient  compositions  of  food  products 

(3)  the  interactions  between  certain  chemical 
compounds  in  foods  and  drugs 

(4)  cultural  and  ethnical  food  habits  of 
patients 

(5)  both  normal  and  therapeutic  nutrition  ap- 
plied to  individuals  in  all  age  categories 
experiencing  a variety  of  nutritional  needs. 

At  present,  nutrition  services  are  available  on 
request  in  each  county  health  department.  Public 
health  nutritionists  can  assist  physicians  in  pro- 
viding reliable  nutrition  consultation  to  those 
patients  referred  to  the  health  departments.  In 
each  of  the  state’s  five  metropolitan  counties,  one 
or  more  public  health  nutritionists  are  members 
of  the  regular  health  department  staff  and  provide 
nutrition  services  on  a regular  basis.  In  the 
smaller  counties,  local  health  department  staffs 
call  on  regional  public  health  nutrition  consul- 
tants as  needs  arise. 

Public  Health’s  involvement  in  nutrition  stems 
from  its  traditional  concern  for  preventive  health 
measures.  Four  of  the  most  prevalent  chronic 
health  problems  in  America  today  are  nutrition 
related.  These  are  coronary  heart  disease,  hyper- 
tension, obesity  and  diabetes — all  serious  prob- 
lems that  demand  an  increasing  share  of  the 
physician’s  talent  for  diagnosis  and  management. 

The  leading  cause  of  death  in  the  United  States 
today  is  heart  disease.  It  is  estimated  that  one- 
third  of  American  men  between  age  25  and  45 
have  serum  cholesterol  levels  of  260  or  more. 
Although  there  remains  much  disagreement 
among  experts,  most  physicians  now  feel  that 
diet  is  one  of  the  contributing  factors  toward  the 
development  of  heart  disease. 

Closely  related  to  heart  disease  is  hypertension 
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— a condition  Vanderbilt  University’s  Specialty 
Center  of  Research  (SCOR)  has  determined  can 
be  successfully  managed  through  effective  diet  or 
through  a combination  of  diet  and  drugs.  Nearly 
one  out  of  ten  persons  suffers  from  hypertension, 
and,  in  addition  to  heart  problems,  it  is  a com- 
mon cause  of  strokes  and  the  major  risk  factor 
in  hardening  of  the  arteries. 

Depending  upon  the  criteria  used,  it  is  esti- 
mated that  there  are  40  to  80  million  obese 
Americans.  The  U.S.  Public  Health  Service  states 
that  obesity  “is  one  of  the  most  prevalent  health 
problems  in  the  United  States  today.”  If  one 
considers  obesity  in  terms  of  age,  the  figures  are 
even  more  startling.  Data  collected  shows  that 
35  percent  of  all  American  men  and  40  percent 
of  American  women  age  40  and  over  are  at  least 
20  percent  overweight. 

Obesity  is  probably  the  most  perplexing  nutri- 
tion problem  faced  by  the  physician.  Medical 
science  offers  no  quick  and  easy  method  of  weight 
reduction.  Patients  are  tempted  from  many  di- 
rections by  such  answers  as  crash  diets,  miracle 
pills  and  magic  diet  formulas.  Since  working  with 
patients  on  weight  reduction  diets  has  proven  to 
be  so  time-consuming,  many  physicians  are  not 
able  to  devote  the  time  required  for  successful 
management  and  follow-up.  The  group  approach 
to  weight  reduction  is  enabling  the  physician  to 
better  combat  this  health  hazard.  Behavioral 
modification  is  emerging  as  one  of  the  most  effec- 
tive means  of  obtaining  long  range  results.  The 
patient  must  be  encouraged  to  focus  his  attention 
on  environmental  influences,  and  must  subse- 
quently be  required  to  gain  control  over  his 
behavior. 
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Another  widespread  nutrition  related  health 
problem  is  diabetes.  There  are  approximately 
40,000  diagnosed  cases  in  Tennessee,  and  an 
estimated  40,000  undiagnosed  cases.  Although 
diet  does  not  necessarily  cause  diabetes,  it  is 
definitely  a major  factor  in  the  control  of  the 
disease. 

The  fad  and  cult  dietary  regimes  are  con- 
fronting physicians  with  still  another  significant 
nutrition  problem.  Although  the  major  portion 
of  these  are  found  in  the  larger  cities,  groups  are 
migrating  to  the  rural  areas  in  an  attempt  to 
“return  to  nature.”  Many  of  these  individuals 
and  groups  adhere  to  a strict  “vegetarian”  diet. 
While  vegetarian  sometimes  implies  a nutrition- 
ally inadequate  nutrient  intake,  it  has  been  com- 
mon knowledge  for  centuries  that  persons  can 
consume  a vegetarian  diet  (particularly  the  ovo- 
lacto-vegetarian  diet)  and  maintain  proper  health. 
However,  the  Zen  macrobiotic  and  Yen  and  Yan 
dietary  philosophies  are  particularly  dangerous. 

People  are  becoming  extremely  interested  in 
the  food  they  eat — its  nutritive  value,  its  addi- 
tives and  its  cleanliness.  Today,  food  is  one  of 
the  family’s  greatest  expenses,  especially  in  the 
low  socio-economic  groups.  The  current  trends 
of  rapidly  rising  food  costs  and  possible  future 
food  shortages  may  result  in  drastic  changes  in 
man’s  eating  patterns.  Much  more  nutrition  in- 
formation, or  knowledge  of  the  effects  of  food  in 
relation  to  specific  problems  of  the  patient,  should 
be  provided.  All  health  professionals  should  be 
committed  to  the  goal  of  assuring  that  people 
receive  the  best  information  possible  in  order  that 
they  may  achieve  adequate  nutritional  status. 
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Help  for  Cerebral  Palsy  Victims 

New  hope  is  being  expressed  in  the  faces  of 
individuals  in  Tennessee  who  are  handicapped  by 
cerebral  paisy,  as  concerned  agencies  and  citizens 
work  toward  developing  comprehensive  services. 
Fragmented  services  have  long  been  available  to 
limited  numbers  of  cerebral  palsied  children  and 
adults,  but  until  recently  few  efforts  had  been 
made  toward  filling  comprehensive  needs  and 
developing  cooperative  services. 

Some  750,000  children  and  adults  in  the  U.S. 
have  cerebral  palsy;  more  than  250,000  are  under 
21  years  of  age.  It  is  estimated  that  20  out  of 
every  5,000  people  manifest  one  or  more  symp- 
toms of  cerebral  palsy,  which  occurs  in  1 out 
of  about  200  live  births.  Thus,  at  the  present 
birth  rate,  approximately  15,000  infants  are  born 
each  year  with  this  condition,  and  there  are  an 
estimated  20,000  citizens  in  Tennessee  with  its 
symptoms. 

There  are  three  types  of  cerebral  palsy:  spastic, 
athetoid,  and  ataxic.  The  spastic  individual  moves 
stiffly  and  with  difficulty.  The  athetoid  has  in- 
voluntary and  uncontrolled  movements.  The 
ataxic  has  a disturbed  sense  of  balance  and 
depth  perception.  Any  damage  to  brain  tissue, 
whether  caused  by  defective  development,  injury 
or  disease,  may  produce  cerebral  palsy.  Chief 
among  the  causes  is  an  insufficient  amount  of 
oxygen  reaching  the  fetal  or  newborn  brain,  the 
result  of  an  interruption  of  the  oxygen  supply 
by  premature  separation  of  the  placenta  from  the 
wall  of  the  uterus,  by  an  awkward  birth  position, 
by  prolonged  labor  or  interference  with  the  um- 
bilical circulation.  Other  causes  may  be  prema- 
ture birth,  RH  or  A-B-O  blood  incompatibilities, 
infection  of  the  mother  with  German  measles  or 
virus  diseases  in  early  pregnancy,  and  meningitis. 

Cerebral  palsy  cannot  be  cured,  but  the  handi- 
capping effects  can  be  reduced  through  proper 
management  and  treatment.  “Management”  of 
cerebral  palsy  is  a better  word  than  “treatment,” 
and  consists  of  helping  the  child  achieve  maxi- 
mum potential  in  growth  and  development.  This 
should  be  started  as  early  as  possible,  with 
identification  of  the  very  young  child  who  may 
have  developmental  disorders.  A management 
program  can  then  be  instituted  to  include  atten- 


tion to  the  child’s  motor,  sensory,  intellectual, 
social  and  emotional  development,  utilizing  phy- 
sicians, therapists,  educators,  nurses,  social 
workers  and  other  professional  persons  to  assist 
the  family  and  the  child.  Certain  medications, 
orthopedic  surgery,  and  braces  are  used  in  some 
cases  to  improve  nerve  and  muscle  coordination 
or  to  prevent  and  correct  deformity. 

Some  measures  of  prevention  are  possible 
today.  Pregnant  women  are  tested  routinely  for 
the  Rh  factor  and,  if  Rh  negative,  they  can  be 
immunized  within  72  hours  after  the  pregnancy 
termination  and  thus  prevent  consequences  of 
blood  incompatibility  in  subsequent  pregnancies. 
If  the  woman  has  not  been  immunized,  the  con- 
sequences of  blood  incompatibility  in  the  newborn 
can  be  prevented  by  exchange  transfusion.  Other 
preventive  programs  are  directed  toward  reducing 
exposure  of  pregnant  women  to  virus  and  other 
infections,  unnecessary  exposure  to  x-rays,  drugs, 
and  medications,  and  the  control  of  diabetes, 
anemia  and  other  nutritional  deficiencies.  Of 
great  importance  is  optimal  well-being  prior  to 
conception  and  adequate  prenatal  care. 

The  public  is  becoming  aware  that  the  birth  of 
a cerebral  palsied  child  means  specialized  services 
from  birth  to  death,  rather  than  following  the 
ancient  concept  of  lifetime  medical  and  custodial 
services.  Services  are  being  developed  to  fill  all 
of  the  needs  of  cerebral  palsied  individuals  with 
all  levels  of  handicaps  and  at  all  age  levels. 

The  Department  of  Mental  Health  is  one  of 
the  catalysts  in  establishing  new  services  for  the 
cerebral  palsied  individuals  in  Tennessee.  Types 
of  services  receiving  support  by  the  Department 
of  Mental  Health  are: 

Staff  development  Physical  therapy 

Residential  services  Planning 

Transportation  Educational  services 

Occupational  therapy  Training  services 

The  Developmental  Disabilities  concept  of  “fill- 
ing gaps  in  services,”  as  recognized  by  the 
Department,  is  making  it  possible  to  serve  many 
new  individuals  through  cooperative  efforts.  One 
such  effort  is  the  construction  of  a facility  to 
house  five  programs  in  Jackson.  Tennessee.  The 
five  programs  will  share  central  food  services, 
transportation,  medical,  therapy  and  administra- 
tion services.  Plans  project  a great  reduction  in 
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the  cost  of  these  services  by  using  the  coopera- 
tive approach  to  programming. 

At  most  local  levels,  direct  services  are  pro- 
vided to  children  and  adults  with  cerebral  palsy 
and  to  their  families  by  affiliates  of  United  Cere- 
bral Palsy.  These  include  medical  diagnosis, 
evaluation  and  treatment,  special  education,  voca- 
tional training,  social  and  recreation  programs, 
parent  counseling,  advocacy  and  community  edu- 
cation. Affiliates  conduct  their  own  fund-raising 
programs,  retaining  75  percent  of  the  funds  raised 
for  their  local  services.  Local  public  involvement 
and  the  concern  of  the  public  for  filling  the 
comprehensive  needs  of  the  individuals  are 
making  program  development  successful. 

Middle  Tennessee  United  Cerebral  Palsy  and 
the  National  United  Cerebral  Palsy  Association, 
Inc.  are  continuously  united  in  efforts  to  develop 
the  types  of  services  that  bring  about  the  new 
glow  now  being  observed  in  the  faces  of  cere- 
bral palsied  individuals.  Hope  for  our  cerebral 


* * 

ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  593) 

1.  NEUROLOGY 

a)  #4.  RISA  cisternogram  will  be  least  important 
test  in  this  case  where  pathology  is  suspected  in  the 
cerebellopontine  angle  and  because  RISA  cisterno- 
gram is  only  helpful  in  diagnosing  the  normal  pres- 
sure hydrocephalus. 

All  other  tests  listed  above  help  in  determining 
this  diagnosis,  e.g.,  increased  protein  in  spinal  fluid, 
destruction  in  the  area  of  internal  auditory  meatus  on 
x-rays  and  abnormalities  on  C.P.  single  myelogram. 

b)  #4.  Tensilon  is  a short  acting  cholinesterase 
inhibitor.  It  is  used  to  test  for  improvement  in  muscle 
strength  in  a patient  suspected  of  having  Myasthenia 
Gravis.  Because  of  its  short  duration,  it  is  not  used 
in  treatment  of  the  disorder. 

2.  RHEUMATOLOGY 

#5.  The  diagnosis  of  pseudo-gout  as  is  made  in 
this  patient  because  of  the  heavily  ladened  calcium 
pyrophosphate  crystals  seen  in  the  joint  fluid  should 
make  one  think  of  the  systemic  diseases  that  are 
frequently  associated  with  this  form  of  arthritis. 
Diabetes  mellitus  is  present  in  50%  of  patients  with 
pseudo-gout,  so  a blood  sugar  and  serum  acetone  are 
certainly  indicated.  Ten  percent  of  patients  with 
pseudo-gout  have  associated  hyperparathyroidism  so 
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palsied  citizens  is  the  result  of  a new  public 
awareness,  new  public  involvement,  and  new 
cooperative  efforts. 

This  is  a beginning  for  which  we  are  truly 
grateful.  Real  hope  for  the  future  and  the  at- 
tainment of  goals  envisioned  is  dependent  upon 
our  citizens  who  have  each  year  become  more 
aware,  put  forth  greater  effort,  and  offered  more 
support  than  in  previous  years. 

Our  service  costs  will  be  greater  as  we  increase 
service,  but  we  have  faith  that  our  needs  will  be 
met.  The  U.S.  Department  of  Health,  Education 
and  Welfare  (HEW)  estimates  the  annual  cost 
of  care  for  cerebral  palsy  at  $1.6  billion  in  the 
United  States.  Can  anyone  estimate  the  price  of 
the  new  hope  now  showing  in  the  faces  of  cere- 
bral palsied  citizens  and  their  families? 


National  Factual  Information — Cerebral  Palsy — Facts 
and  Figures,  United  Cerebral  Palsy  Association,  Inc., 
66  E.  34th  Street,  New  York,  New  York. 


that  a serum  calcium  should  be  drawn  to  rule  out 
the  possibility  that  his  coma  is  secondary  to  hyper- 
calcemia. Certainly  in  a patient  with  coma  and  poor 
skin  turgor,  intravenous  fluids  would  also  be  accepted 
therapy.  Although,  it  would  be  tempting  to  start  anti- 
biotics in  a comatose  patient  with  a fever  and  “hot 
knee”  these  would  not  be  indicated  since  the  patient’s 
fever  and  hot  knee  are  secondary  to  crystal  induced 
synovitis  and  can  be  corrected  by  the  use  of  appropri- 
ate anti-inflammatory  agents  rather  than  antibiotics. 

3.  OB-GYN 

True.  Although  earlier  comparison  of  carcinoma 
of  the  cervix  to  endometrial  carcinoma  was  8:1, 
present  statistics  have  dropped  this  ratio  to  a reported 
4:1  and  in  some  clinics  1:1  (Novak).  Although  a 
definitive  explanation  for  this  phenomenon  is  un- 
available, possible  causes  are:  (1)  better  mass 

screening  with  pap  smears  thus  reducing  incidence  of 
cervical  carcinoma,  (2)  increase  in  female  life  ex- 
pectancy thus  increasing  the  number  at  risk  for 
endometrial  carcinoma,  and  (3)  the  feeling  that  endo- 
metrial carcinoma  is  more  frequent  in  upper  income 
classes  and  that  the  incidence  is  increasing  as  our 
society  becomes  more  affluent. 

4.  PATHOLOGY 

#1 

References:  Clark,  WH:  Cancer  Res,  29:705, 

1969.  Mehm,  MC,  Clark,  WH,  and  From,  L:  New 
Eng  J Med,  284,  1078,  1971. 
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/ou’re  in  the  process  of  deciding  where  to 
t a new  business  phone  system,  here’s 
me  basic  information  that’ll  help  you. 

)re  than  likely,  total  service  will  be  crucial 
your  final  selection.  And  total  service  is 
iny  things: 

>w  about  insurance,  for  instance? 

)w  much  will  it  cost  to  insure  a phone 
stem  that’s  leased  or  bought? 

'ou’re  using  South  Central 
ill  equipment,  insurance 
smiums  are  not  your 
ncern. 

10  replaces  equip- 
snt?  Suppose  a natu- 
disaster  damages  or 
stroys  your  phone  sys- 
n,  how  much  will  re- 
icement  cost?  How  soon 
n it  be  done?  South 
ntral  Bell  will  replace  all 
maged  Bell-provided  equip- 
snt  at  no  charge  to  you.  If 
cessary,  we’ll  fly  people  and 
uipment  to  your  aid. 
lat  about  maintenance? 
ipth  of  maintenance  capacity 
most  critical  in  this  decision, 
actly  what  does  the  mainte- 
nce  contract  include?  How 
out  the  experience  and  avail- 
ility  of  maintenance  people? 
no  do  you  call?  One  call  to 
»uth  Central  Bell  gets  expert 
Ip  on  the  way,  quickly.  South 
mtral  Bell  equipment  will  be 
lintained  at  no  extra  charge , for  as  long  as 
u have  the  service— even  if  it  should  re- 
ire  replacing  the  equipment  completely. 
>w  far  away  is  it?  Our  maintenance  and 
pair  are  performed  by  full-time,  fully 
ined,  experienced  craftsmen.  Available 
lerever  your  business  phone  system  is. 


South  Central  Bell  has  repair  crews  avail- 
able 7 days  a week— with  24-hour  emer- 
gency service— at  no  extra  charge. 

Spare  parts  and  guarantees?  Where  will 
spare  parts  come  from?  And  when?  How 
long  are  they  guaranteed?  South  Central 
Bell  has  spare  parts  strategically  located 
throughout  the  state,  for  quick,  dependable 
supply  back-up.  And  local  distribu- 
tion means  “right-away”  serv- 
ice. Dependable,  continual 
service  is  our  responsibility 
—and  we  will  meet  that 
responsibility. 

Are  training  and 
retraining  included?  We 
train  all  your  phone  system 
operators— now  and  as  often 
as  these  people  are  replaced. 
And  we’ll  train  all  your  em- 
ployees to  use  your  telephone 
system  at  no  extra  charge. 

Why  are  we  at  South  Central 
Bell  telling  you  all  this?  It’s 
simple.  We’re  in  the  business  of 
total  communications  service. 
We  are  not  just  selling  piece 
parts.  We  sell  total  service. 
Whether  one  telephone  or  a 
complex  network  nationwide. 
SouthCentral  Bell  is  totally  com- 
mitted to  both  the  business  and 
residence  phone  user. 

We  offer  modern  up-to-date 
equipment  developed  by  a 
nationally  renowned  communi- 
cations team,  Bell  Labs  and  Western  Electric, 
backed  by  South  Central  Bell  s comprehen- 
sive service  program. 

Now  that  you  know  the  basics,  call  one 
of  our  communications  consultants.  Get  the 
whole  Bell  story.  The  South  Central  Bell 
total  service  story. 


"IF  YOU  ARE 
THINKING  OF 
BUYING  OR  LEASING 
A BUSINESS  PHONE 
SYSTEM, 

I URGE  YOU  TO 
CONSIDER  THESE 
IMPORTANT 
QUESTIONS.” 


Charles  R.  Mott 
General  Marketing  Manager 
South  Central  Bell 


South  Central  Bell 


The  only  full-service  communications  company  in  town. 


Medicine  In  Trouble 

Medical  societies  should  take  a long  look  at 
their  aims  and  purposes  and  bring  them  up  to 
date  before  it  is  too  late.  For  many  decades,  we 
have  dedicated  ourselves  to  give  our  patients  the 
best  possible  medical  care.  The  apathy  among 
so  many  physicians  is  inherent  upon  this  conten- 
tion— “Let  me  alone — all  I want  to  do  is  practice 
medicine.”  But  now  we  are  being  told  by  the 
three  demigods  of  our  Federal  government, 
Kennedy,  Nader,  and  Meany,  that  we  fall  short 
of  our  goals  and  that  they  know  how  to  do  it 
better.  On  account  of  these  verbal  attacks,  or- 
ganized medicine  goes  on  the  defensive  again — a 
method  of  fighting  that  never  has  won  a battle! 

In  order  to  defend  ourselves,  we  elect  more 
committees,  join  hands  with  well-meaning  local 
organizations,  send  a few  of  our  leaders  to  Spring- 
field  and  Washington,  increase  the  budget  (sup- 
posedly to  add  to  the  war  chest),  organize  a few 
symposia,  call  a special  county  medical  society 
meeting  that  only  a dozen  attend,  and  pass  out 
awards  for  keeping  scientific  accomplishments  in 
the  press. 

In  my  opinion,  there  are  better  ways  to  spend 
our  money.  Our  budgets  are  at  a record  high 
and  too  many  of  our  members  see  no  improve- 
ment and  complain  that  the  threat  of  socialized 
medicine  looms  larger  than  ever. 

Our  tactics  need  to  be  overhauled.  We  must  go 
on  the  offensive  and  fight  fire  with  fire.  It  might 
be  to  our  advantage  to  use  the  same  tactics  that 
have  worked  so  well  in  labor  unions  and  in 
politics  to  convince  voters  to  send  certain  people 
to  the  Senate  and  the  House  of  Representatives. 
Pomposity,  aloofness,  and  the  preaching  of  ideal- 
istic concepts  is  not  going  to  work,  despite  the 
fact  that  we  are  in  daily  contact  with  voters.  For 
example,  a political  analyst  asked  Senator  Ken- 
nedy why  he  wanted  to  change  the  practice  of 
medicine.  Over  national  television,  the  senator 
said,  “When  an  American  mother  calls  a doctor, 

I want  her  to  get  one.”  That  was  all  he  said. 
Certainly  not  an  earth-shaking  comment,  yet, 
right  or  wrong,  the  implications  were  obvious. 

When  our  medical  society  argued  on  TV 
against  committee  action  before  admitting  in- 
digent patients  into  the  hospital,  ethics  was 
stressed.  It  is  too  bad  that  no  one  had  the 

628 


presence  of  mind  to  say:  “When  your  mother  has 
a heart  attack,  must  we  wait  for  committee  ap- 
proval before  she  is  admitted?  By  then,  the  dear 
lady  would  be  dead.” 

Why  don’t  we  tell  the  American  people  how 
many  PSRO  committees  will  be  needed,  how 
often  they  must  meet,  and  the  terrific  expense. 
And  all  to  save  money  because,  supposedly,  doc- 
tors don’t  know  when  a person  is  sick  enough  to 
be  admitted  and  how  long  the  patient  should 
remain.  Forget  ethics — get  down  to  the  patient’s 
level.  Physicians  who  take  advantage  of  the  usual 
rules  should  be  “kicked  out.” 

We  should  instigate  a national  campaign  about 
the  flaws  in  government  medicine  as  it  is  now 
practiced  in  Veterans,  public  health,  municipal, 
county,  and  other  hospitals.  Patients  will  wait 
for  hours  and  will  be  treated  like  sheep.  Every 
honest  physician  will  admit  he  has  seen  examples 
of  this.  And,  it  will  be  the  labor  leader  or  poli- 
tician who  will  now  get  preferential  treatment. 
Every  physician  could  see  15%  more  patients 
were  it  not  for  the  silly  paperwork. 

And,  why  not  earmark  some  of  our  dues  for 
bringing  to  the  attention  of  our  people  the  faults 
of  other  professionals?  Watergate  is  little  more 
than  the  pitting  of  one  group  of  superlawyers 
against  another.  Many  physicians  continue  to  ask 
why  the  medical  profession  has  been  singled  out 
to  be  checked  by  PSRO.  Should  not  the  govern- 
ment also  supervise  lawyers  and  legislators?  After 
all,  the  complexity  of  changing  laws  are  as  vital 
to  their  profession  as  medical  advances  are  to 
the  physician. 

As  Dr.  J.  G.  Bohorfoush  of  Milledgeville,  Ga., 
puts  it:  “.  . . The  collusion  between  judges  and 
lawyers  in  probate  is  often  scandalous.  Stealing 
the  livelihood  from  a widow  is  unethical  and  im- 
moral, even  if  legal.  The  poor  client  with  an 
uninterested  lawyer  being  railroaded  for  a crime 
he  did  not  commit  is  pathetic.”  Not  surprisingly, 
we  hear  very  little  from  the  American  Bar  Asso- 
ciation that  lawyers  should  be  re-examined  period- 
ically. In  other  words,  what  is  good  for  the  goose 
is  good  for  the  gander.  To  attack  this  issue 
intelligently,  we  have  to  stop  waving  the  white 
flag  before  starting  the  battle. 

T.  R.  Van  Dellen,  M.D.,  Editor 
— Reprinted  from  the  Illinois  Medical  Journal 
April,  1974 

The  4th  National  Congress 
On  Medical  Ethics 

WALTER  H.  JUDD,  M.D. 

As  we  return  to  our  homes  and  regular  duties, 
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I trust  that  we  leave  with  a deepened  resolve  to 
do  all  within  our  power  to  support  and  strengthen 
the  concept  of  professionalism  in  medicine.  Our 
speakers  have  not  told  us  what  we  must  think 
but  that  we  must  think — think  more  deeply  about 
the  meaning  of  the  distinctions  between  etiquette, 
ethics,  medical  ethics,  bioethics,  and  to  observe 
and  respect  the  requirements  of  each. 

One  of  our  first  speakers  said  medicine  today 
is  in  crisis.  I agree  that  it  is  at  least  at  a cross- 
roads. But  so  is  our  civilization  and  the  two  are 
not  unrelated. 

There  is  criticism  that  we  physicians  don’t  live 
up  to  the  ethical  principles  we  proclaim  and 
profess  as  well  as  in  the  past;  that  we  don’t 
practice  what  we  preach.  This  criticism  is  not 
new.  It  has  often  been  heard  but  it  is  more 
organ:  ed  and  strident  now. 

More  basic  is  the  crticism  in  some  quarters  of 
the  ethical  principles  themselves.  It  is  said  that 
they  aren’t  essential  for  our  times  or  relevant  to 
today’s  conditions  and  that  the  standards  aren’t 
necessarily  good,  even  if  we  do  live  up  to  them. 

Of  course,  this  is  true  also  of  other  professions. 
I know  a young  man  who  went  into  law  as  the 
profession  through  which  he  believed  he  could 
best  serve  his  fellowman.  After  two  years  of  close 
association  with  one  of  the  top  trial  lawyers  in 
a large  and  prestigious  law  firm,  he  was  given 
a case  to  handle  on  his  own.  When  asked  how 
it  came  out,  his  reply  was,  “Oh,  I got  him  ac- 
quitted— and  he’s  just  as  guilty  as  hell.”  His 
professional  obligations  to  his  client  required  that 
he  take  advantage  of  every  technicality  the  law 
provided,  doubtless  under  the  principle  that  it 
is  better  to  have  ten  guilty  persons  acquitted  than 
one  innocent  person  convicted.  Yet  in  following 
those  accepted  standards  of  his  profession,  he 
knew  he  had  defeated  justice.  What  is  a man  in 
any  profession  to  do  when  something  is  made 
legal  that  has  previously  been  considered  un- 
ethical? 

Again  and  again  it  has  been  said  in  this  Con- 
gress that  our  standards  in  medical  ethics  depend 
largely  upon  the  general  moral  standards  and 
values  in  the  society  of  which  we  are  a part,  and 
that  the  kind  of  moral  standards  and  values  that 
a society  develops  depends  in  the  last  analysis  on 
what  the  dominant  elements  in  the  society  believe 

Dr.  Judd  is  a past  Chairman  of  the  AMA  Judicial 
Council. 

Presented  before  the  4th  National  Congress  on  Med- 
ical Ethics,  Washington,  D.C.,  April  28,  1973.  Spon- 
sored by  the  American  Medical  Association. 


regarding  the  nature  of  man.  What  and  who 
is  man  anyway?  It  seems  clear  that  no  matter 
how  situations  change  and  no  matter  what  new 
knowledge  and  techniques  are  developed  for  treat- 
ing man’s  illnesses,  man  himself  is  just  about  the 
same  today  in  his  appetites  and  aspirations,  his 
strengths  and  his  weaknesses,  as  man  has  always 
been. 

Dr.  Charles  Malik,  the  eminent  Lebanese 
philosopher  and  statesman,  said  that  at  the  Con- 
ference on  Human  Rights  held  in  Paris  shortly 
after  World  War  II  to  draw  up  a Universal  Dec- 
laration of  Human  Rights  the  delegates  spent  the 
first  several  months  trying,  and  in  vain,  to  get 
agreement  on  what  a human  being  is.  After  all, 
how  do  you  determine  and  declare  the  rights  to 
which  every  human  being  by  nature  is  entitled 
until  you  decide  what  a human  being’s  nature 
is?  One  main  group  held  that  man  is  that  animal 
with  the  largest  brain  relative  to  the  rest  of  his 
body,  the  smartest  of  the  animals.  Period.  He 
does  what  he  does  because  he’s  been  taught  to  do 
it — completely  Pavlovian.  The  other  said  that 
man  has  something  in  him  different  in  character, 
quality,  kind  from  anything  any  animal  has — 
specifically,  the  capacity  to  make  moral  judg- 
ments, and  to  make  independent  decisions  based 
on  those  judgments.  He  has  the  capacity  to  say 
yes  or  no  even  in  opposition  to  the  way  he’s  been 
“conditioned.” 

The  totalitarians  say  that  we  hold  this  view 
only  because  we  have  been  taught  it  by  rabbis, 
priests,  ministers,  writers  of  Declaration  of  Inde- 
pendence, but  that  it  isn’t  so.  And  when  nobody 
is  permitted  to  plant  in  our  minds  that  erroneous 
notion  regarding  the  nature  of  man,  then  we 
won’t  believe  it.  It  is  their  "‘mission”  to  gain 
control  of  the  world — not  to  subjugate  man  but  to 
“liberate”  him  from  those  “errors.”  When  they 
control  totally  what  is  permitted  to  go  into  the 
human  mind,  they  will  produce  a new  and  differ- 
ent human  being — Communist  man.  He  won’t  be 
acquisitive  and  combative  as  is  capitalist  man;  he 
won’t  think  in  terms  of  the  individual  but  in 
terms  of  the  '"masses;”  he  won’t  be  greedy  and 
self-seeking;  there  won’t  be  clashes  and,  thus, 
there  will  be  peace. 

One  day  when  undergoing  this  Communist 
“brainwashing”  in  China,  I made  bold  to  say, 
“I  know  you  believe  this  and  it  sounds  convincing, 
but  I just  don’t  believe  it  will  work  because  it’s 
against  human  nature.”  The  man’s  eyes  blazed 
as  he  exploded;  “You  capitalists  always  talk 
about  human  nature.  There  is  no  such  thing  as 
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human  nature.  Human  nature  is  what  you  make 
it.  Capitalism  makes  it  selfish,  that’s  why  you 
have  wars.  Communism  will  make  it  selfless  and 
the  world  will  at  last  have  peace.” 

Well  this  is  still  the  basic  question  for  us  to- 
day: Is  there  such  a thing  as  human  nature  or 
isn’t  there?  If  there  is,  what  is  it? 

If  there  is  a moral  order  in  the  universe— as 
all  agree  there  is  an  astronomical  order,  a phy- 
sical order,  a biological  order — how  do  we  dis- 
cover its  laws  or  principles  and  apply  them,  or 
get  ourselves  and  others  to  live  in  accordance  with 
them?  We  have  probed,  or  at  least  touched,  such 
questions  in  this  Congress  and  we  must  continue 
to  search  for  the  right  answers  to  them. 

Let  me  move  on  to  some  of  the  specific  prob- 
lems we  confront  in  applying  the  principles  in 
our  practice. 

Traditionally,  medicine  has  been  divided  into 
its  art  and  its  science  almost  as  if  they  were 
separate  or  separable.  In  days  when  scientific 
knowledge  was  not  so  highly  developed,  the  art 
of  medicine  reached  a high  level  of  refinement 
and  was  practiced  with  great  skill  and  correspond- 
ing benefit  to  the  patient  as  a person.  Now,  in 
our  preoccupation  with  the  almost  unbelievable 
expansion  of  scientific  knowledge  and  technology, 
it  is  understandable  that  the  concern  of  the  pro- 
fession as  a whole  for  the  “art”  has  slipped 
somewhat.  We  tend  to  study  the  patient  less  and 
less  as  a human  being  and  more  and  more  as  a 
scientific  problem — a case. 

Sometimes  we  find  ourselves  treating  a disease 
or  a deformity  or  a dysfunction  rather  than  the 
person  who  has  it.  Like  the  specialized  garage 
mechanic  who  fixes  a carburetor  or  the  transmis- 
sion or  the  tires,  the  specialist  in  medicine  tends 
to  treat  the  heart  or  liver,  the  brain  or  bones, 
more  than  he  treats  the  whole  human  being. 

Often  in  recent  years  I am  with  people  who, 
knowing  of  my  public  life,  forget  that  I am  first 
of  all  a physician.  They  speak  of  our  profession 
more  freely,  and  the  main  complaint  I hear  is, 
“My  doctor  doesn’t  have  time  to  talk  to  me.” 

My  colleagues,  our  patients  and  the  public  have 
a right  to  expect  that  the  members  of  this  profes- 
sion to  which  such  extraordinary  privileges  have 
been  given,  including  that  of  self-regulation  on 
ethical  matters,  will  fulfill  to  the  highest  degree 
their  responsibilities  to  the  whole  person.  Never 
can  a true  disciple  of  Aesculapius,  no  matter  how 
busy  with  the  body’s  organs,  treat  a patient  as  a 
soulless  entity.  We  must  get  the  science  and  art 
of  medicine  back  into  better  balance  because  the 
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art  of  medicine  is  the  lifeblood  of  the  profession. 
We  must  practice  the  art  just  as  skillfully  as  we 
do  the  science. 

Recently  the  press  has  reported  incidents  of 
medical  experimentation  which,  if  taken  as  true, 
shock  the  consciences  of  reasonable  men.  In  one 
news  story,  a medical  investigator  was  said  to 
have  admitted  that  no  mother  or  child  in  the  study 
he  was  conducting  knew  at  the  time  that  any  sort 
of  experimentation  was  underway.  He  was  quoted 
as  saying  that  the  current  requirement  that  any 
study  involving  experimentation  on  human  beings 
must  be  approved  by  a committee  that  makes 
the  investigator  first  get  informed  consent  is  a 
step  backwards.  He  reportedly  said  that  if  he 
hadn’t  done  his  study  “a  lot  of  kids”  who  are 
now  receiving  beneficial  treatment  for  the  partic- 
ular disease  wouldn’t  be  getting  that  treatment. 
But  did  he  have  to  do  the  experimentation  the 
way  he  reportedly  did? 

Even  the  best  of  ends  does  not  justify  unethical 
means.  This  is  never  more  important  than  in 
medical  experimentation  on  human  beings.  We 
must  constantly  remind  ourselves  and  urge  our 
fellow-physicians  to  be  alert  to  all  of  medicine’s 
obligations;  to  sensitize  our  own  consciences  and 
those  of  our  fellow-physicians  so  that  medical 
investigation  cannot  be  accused  of  failing  to  re- 
spect the  rights  of  fellow  human  beings. 

In  another  field  the  advance  of  science,  the 
high  costs  of  more  complicated  procedures,  and 
the  conditions  of  society  around  us  today  have 
placed  an  unprofessional,  at  times  unwholesome, 
emphasis  on  the  business  or  economic  side  of 
medical  practice. 

Let  me  emphasize  and  reemphasize  that  the 
laborer  is  worthy  of  his  hire.  The  physician  has 
not  only  a right,  he  has  an  ethical  obligation  to 
earn  an  adequate  income  for  himself  and  his 
family.  He  should  make  appropriate  charges  for 
the  medical  services  actually  rendered  by  him  or 
under  his  supervision  to  his  patients.  But  if,  with 
his  office  full  of  patients,  he  charges  for  an  ap- 
pointment not  cancelled  24  hours  in  advance,  he 
is  bound  to  be  regarded  as  mercenary — one  who 
puts  first  not  concern  for  the  patient  and  the 
standards  of  the  profession  but  dollars  for  the 
doctor. 

Again,  if  a physician  refuses,  because  a bill 
is  outstanding,  to  forward  medical  information 
from  his  records  to  the  physician  who  is  cur- 
rently treating  a former  patient,  plainly  he  is 
putting  economic  interests  ahead  of  professional 
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interests  and  bringing  both  him  and  his  profes- 
sion into  disrepute. 

In  an  opinion  of  the  Judicial  Council  a few 
years  ago  concerning  physician-ownership  of 
financial  interest  in  hospitals,  it  was  said,  “When 
in  the  course  of  physician-patient  relationship  a 
conflict  develops  between  the  physician’s  financial 
investments  and  the  physician’s  allegiance  to  his 
patient,  the  conflict  must  be  resolved  to  the 
patient’s  benefit.”  Does  not  this  guideline  apply 
equally  when  the  conflict  is  between  the  business 
side  of  a medical  practice  and  the  physician’s 
primary  obligation  to  his  patient? 

It  is  sometimes  said  that  while  the  practice 
of  medicine  is  a profession,  the  management  of  a 
profession  is  a business.  But  the  management  of 
the  medical  profession  is  not  an  ordinary  business 
because  its  “product”  is  so  completely  unique;  it 
involves  the  very  lives  as  well  as  the  health  of 
human  beings. 

Again,  it  has  been  argued  that  because  credit 
cards  have  provisions  for  interest  charges  on  un- 
paid balances,  similar  interest  charges  by  phy- 
sicians are  quite  proper.  That  does  not  follow. 
Credit  cards  are  strictly  a business  operation;  the 
practice  of  medicine  is  not. 

With  respect  to  adding  interest  charges  on 
unpaid  accounts,  one  medical  group  wrote  to  the 
Judicial  Council,  “In  legal  counsel’s  opinion,  we 
are  within  our  rights  and  legal.  And  our  accoun- 
tant feels  it  is  good,  sound,  business  policy.”  But 
the  fact  that  a procedure  may  be  both  quite  legal 
and  good  sound  business  policy  does  not  make  it 
an  ethical  procedure  for  a physician  to  use  in  the 
practice  of  the  profession  of  medicine. 

So,  a genuinely  basic  and  practical  question 
which  our  profession,  the  American  Medical  As- 
sociation as  our  national  professional  organization, 
and  its  Judicial  Council  must  face  today  is  this: 
Is  it  still  “the  prime  objective  of  the  medical 
profession  to  render  service  to  humanity”?  “Is  it 
still  true  that  for  us  financial  reward  or  gain  must 
be  a subordinate  consideration?” 

If  this  ethical  principle  is  not  valid  today,  then 
the  principle  must  be  changed  by  the  House  of 
Delegates  and  the  profession  be  brought  down  to 
the  level  of  a business  which  makes  no  similar 
claim  to  being  a high  and  noble  profession. 

If,  on  the  other  hand,  this  still  is  a valid 
ethical  principle — always  valid  for  this  profession 
because  of  the  preciousness  of  every  human  life 
and  the  very  nature  of  our  calling — then  let  us 
reaffirm  the  principle  and  rededicate  ourselves  to 
the  hard  but  splendid  task  of  living  up  to  it. 


Finally,  let  me  suggest  that  the  Congress  will 
be  meaningful  to  the  extent  that  we  have  gained 
from  it  a sharpening  of  our  ideas  and  a renewal 
of  our  idealisms,  and  to  the  extent  that  we  take 
these  back  to  our  communities  and  put  them 
into  practice. 

Is  not  this  the  best,  the  true  way  for  a phy- 
sician to  win  for  himself  both  greater  success  in 
his  practice  and  maximum  satisfaction  in  his  life 
and  his  ministry — the  ministry  of  healing? 

Like  every  useful  meeting,  the  end  of  the 
conference  is  the  beginning  of  our  work. 

Dr.  Judd,  3083  Ordway  Street  N.W.,  Washing- 
ton, D.  C.  20008. 

Instructions  for  Witnesses* 

You,  as  a witness  in  a lawsuit,  have  a very 
important  job  to  do,  since,  in  order  for  a jury 
to  make  a correct  and  wise  decision,  it  must  have 
all  of  the  evidence  put  before  it  truthfully. 

You  already  know  that  you  take  an  oath  in 
court  to  tell  nothing  but  the  truth.  But  there 
are  two  ways  to  tell  the  truth:  one  is  in  a halting, 
stumbling,  hesitant  manner,  which  makes  the  jury 
doubt  that  you  are  telling  all  of  the  facts  in  a 
truthful  way;  the  other  is  confident  and  straight- 
forward, which  makes  the  jury  have  more  faith 
in  what  you  are  saying.  You  help  yourself,  the 
party  you  are  testifying  for,  the  judge  and  jury 
by  giving  your  testimony  in  this  last  way. 

To  assist  you,  here  is  a list  of  time-proven  hints 
and  aids  which,  if  followed,  will  make  your  testi- 
mony much  more  effective. 

Suggestions  To  A Witness 

1.  As  a witness  to  an  accident,  try  to  visit  the 
scene  before  the  trial.  Stand  on  all  corners  and 
become  familiar  with  the  place.  Close  your  eyes 
and  try  to  picture  the  scene,  the  objects  there, 
and  the  distances. 

2.  Before  you  testify,  visit  a court  and  listen 
to  other  witnesses.  This  will  make  you  familiar 
with  a court,  and  help  you  to  understand  what 

cont.  on  page  633 

^Editor’s  Note:  The  “Instruction  for  Witnesses”  are 

of  assistance  for  physicians  testifying  in  court.  The 
original  text  has  been  reprinted  in  full,  although  some 
of  the  suggestions  obviously  do  not  apply  to  physicians 
testifying  as  experts. 

Reprinted  with  the  permission  of  The  Practical 
Lawyer,  4025  Chestnut  Street,  Philadelphia,  Pa.  19104. 
Subscription  rates:  $12  a year,  $2  a single  issue.  “In- 
structions for  Witnesses,”  by  Payne  H.  Ratner,  Jr.,  444 
North  Market,  Wichita,  Kansas,  appeared  in  the  April 
1956  issue,  Volume  2,  Number  4,  pp.  44-48. 
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will  happen  when  you  give  your  testimony. 

3.  Wear  clean  clothes  in  court.  Dress  con- 
servatively. 

4.  Do  not  chew  gum  while  testifying  or  taking 
the  oath. 

5.  Stand  upright  when  taking  oath.  Pay  at- 
tention and  say  “I  do”  clearly. 

6.  Don’t  memorize  what  you  are  going  to 
say. 

7.  Be  serious  at  all  times.  Avoid  laughing  and 
talking  about  the  case  in  the  halls,  restrooms,  or 
any  place  in  the  courthouse. 

8.  Talk  to  the  members  of  the  jury.  Look  at 
them  most  of  the  time  and  speak  to  them  frankly 
and  openly  as  you  would  to  any  friend  or  neigh- 
bor. Do  not  cover  your  mouth  with  your  hand. 
Speak  clearly  and  loudly  enough  so  that  the 
farthest  juror  can  hear  you  easily. 

9.  Listen  carefully  to  the  questions  asked  of 
you.  No  matter  how  nice  the  attorney  may  seem 
on  the  cross-examination,  he  may  be  trying  to 
hurt  you  as  a witness.  Understand  the  question. 
Have  it  repeated  if  necessary;  then  give  a thought- 
ful, considered  answer.  Do  not  offer  a snap 
answer  without  thinking.  You  can’t  be  rushed 
into  answering,  although,  of  course,  it  would  look 
bad  to  take  so  much  time  on  each  question  that 
the  jury  would  think  you  were  making  up  an 
answer. 

10.  Explain  your  answers  if  necessary.  This 
is  better  than  a simple  “Yes”  or  “No.”  Give  an 
answer  in  your  own  words.  If  a question  can’t 
be  truthfully  answered  with  a “Yes”  or  “No,”  you 
have  a right  to  explain  the  answer. 

1 1 . Answer  directly  and  simply  only  the  ques- 
tion asked,  and  then  stop.  Do  not  volunteer 
information  not  actually  asked. 

12.  If  your  answer  was  wrong,  correct  it  im- 
mediately. 

13.  If  your  answer  was  not  clear,  clarify  it 
immediately. 

14.  The  court  and  jury  only  want  facts;  not 
hearsay,  or  your  conclusions  or  opinions.  You 
usually  can't  testify  about  what  someone  else  told 
you. 

15.  Don’t  say,  “That’s  all  of  the  conversation,” 
or  “Nothing  else  happened.”  Say  instead  “That’s 
all  I recall,”  or  “That’s  all  I remember  happen- 
ing.” It  may  be  that  after  more  thought  or 
another  question  you  will  remember  something 
important. 

16.  Be  polite  always,  even  to  the  other 
attorney. 


17.  Don’t  be  a smart  aleck  or  a cocky  wit- 
ness! This  will  lose  you  the  respect  of  the  judge 
and  jury. 

18.  You  are  sworn  to  tell  the  truth.  Tell  it. 
Every  material  truth  should  be  readily  admitted, 
even  if  not  to  the  advantage  of  the  party  for 
whom  you  testify.  Do  not  stop  to  figure  out 
whether  your  answer  will  help  or  hurt  your  side. 
Just  answer  the  questions  to  the  best  of  your 
memory. 

19.  Don’t  try  to  think  back  to  what  was  said 
in  a statement  you  made.  When  a question  is 
asked,  visualize  what  you  actually  saw  and  answer 
from  that.  The  jury  thinks  a witness  is  lying  if 
his  story  seems  too  “pat”  or  memorized,  or  if 
he  answers  several  questions  in  the  same 
language. 

20.  Do  not  exaggerate. 

21.  Stop  instantly  when  the  judge  interrupts 
you,  or  when  the  other  attorney  objects  to  what 
you  say.  Do  not  try  to  sneak  your  answer  in. 

22.  Give  positive  definite  answers  when  at  all 
possible.  Avoid  saying  “I  think,  “I  believe,”  “In 
my  opinion.”  If  you  do  not  know,  say  so;  don’t 
make  up  an  answer.  You  can  be  positive  about 
the  important  things  that  you  naturally  would 
remember.  If  asked  about  little  details  that  a 
person  naturally  would  not  remember,  it  is  best 
to  just  say  that  you  don’t  remember.  But  don’t 
let  the  cross-examiner  get  you  in  the  trap  of 
answering  question  after  question  with  “I  don’t 
know.” 

23.  Don’t  act  nervous.  Avoid  mannerisms 
which  will  make  the  jury  think  you  are  scared, 
or  not  telling  the  truth  or  all  you  know. 

24.  Above  all — this  is  most  important — do  not 
lose  your  temper.  Testifying  for  a length  of  time 
is  tiring.  It  causes  fatigue.  You  will  recognize 
fatigue  by  certain  symptoms:  (a)  tiredness,  (b) 
crossness,  (c)  nervousness,  (d)  anger,  (e)  care- 
less answers,  and  (f)  the  willingness  to  say  any- 
thing or  answer  any  questions  in  order  to  leave 
the  witness  stand.  When  you  feel  these  symptoms, 
recognize  them  and  strive  to  overcome  fatigue. 
Remember  that  some  attorneys  on  cross- 
examination  will  try  to  wear  you  out  until  you 
will  lose  your  temper  and  say  things  that  are 
incorrect  or  that  will  hurt  you  or  your  testimony. 
Do  not  let  this  happen. 

25.  If  you  do  not  want  to  answer  a question, 
do  not  ask  the  judge  whether  you  must  answer 
it.  If  it  is  an  improper  question,  your  attorney 
will  take  it  up  with  the  judge  for  you.  Don’t 
ask  the  judge  for  advice. 


JULY,  1974 


633 


Address 


Gome  visit  as... 

See  wfeat’s  so  great  about 

ISMNO  LIVING 
IN  FLORIDA ! 


THE  ISLANDS,  RT.  1,  BOX  60, 

CRYSTAL  RIVER,  FLORIDA  32629 

□ Please  send  me  your  kit  of  information  about 
Townhouse  and  Villa  Condominiums  on  The 
Islands  at  Crystal  River,  Florida. 

□ Tell  us  about  a special  "See  For  Ourselves" 
Visit  with  overnight  accommodations,  etc.  (No 
obligation) 

Name, 


.State 


may  call  me  at  (Tel.) 


So  near  and  yet  so  far  . . . there  is  still  a carefree 
way  of  life  . . . our  condominium  community  is 
seeing  to  that!  Beautiful  Villa-type  and  Town- 
house  Condominiums  are  being  built  right  now 
in  wooded  areas  and  on  waterways  that  flow  to 
the  Gulf.  Choose  from  several  plans  all  designed 
for  indoor/outdoor  living. 

We've  "staked  out" 
this  unique,  planned, 
community  offering 
natural  beauty,  a 
peaceful  way  of 
life,  gracious  living, 
an  abundance  of  recreational  facilities  and  the 
kind  of  environment  you  had  hoped  you  would 
be  able  to  find  somewhere.  It's  all  here,  care- 
fully planned  so  it  will  remain  for  its  residents 
to  enjoy  for  many  years  to  come. 

...FILL  OUT  FORM  AND  SEND  IT  TO  US! 

This  does  not  constitute  an  offer  in  those  states  where 
an  offer  cannot  be  made. 


26.  Don’t  look  at  your  attorney  or  at  the 
judge  for  help  in  answering  a question.  You  are 
on  your  own.  If  the  question  is  improper  your 
attorney  will  object.  If  the  judge  then  says  to 
answer  it,  do  so. 

27.  Do  not  “hedge”  or  argue  with  the  other 
attorney. 

28.  Do  not  nod  your  head  for  a “Yes”  or  “No” 
answer.  Speak  out  clearly.  The  court  reporter 
must  hear. 

29.  If  the  question  is  about  distances  or  time 
and  your  answer  is  only  an  estimate,  be  sure  that 
you  say  it  is  only  an  estimate.  Be  sure  to  think 
about  speeds,  distances,  and  intervals  of  time 
before  testifying,  and  discuss  the  matter  with 
your  attorney  so  that  your  memory  is  reasonable. 

30.  When  you  leave  the  witness  stand  after 
testifying,  wear  a confident  expression,  not  a 
downcast  one. 

31.  There  are  several  questions  that  are  known 
as  “trick  questions.”  If  you  answer  them  the 
way  the  other  attorney  hopes  you  will,  he  can 
make  your  answer  sound  bad  to  the  jury.  Here 
are  two  of  them: 

(a)  “Have  you  talked  to  anybody  about  this 
case?”  If  you  say  “No,”  the  jury  knows  that 
is  not  right  because  good  lawyers  always  talk 
to  a witness  before  they  testify.  If  you  say 
“Yes,”  the  lawyer  may  try  to  infer  that  you 


were  told  what  to  say.  The  best  thing  to  do 
is  to  say  very  frankly  that  you  talked  to  whom- 
ever you  have — lawyer,  party  to  suit,  police, 
etc. — and  that  you  were  just  asked  what  the 
facts  were.  All  you  do  is  tell  the  truth. 

(b)  “Are  you  getting  paid  to  testify  in  this 
case?”  The  lawyer  asking  this  hopes  your 
answer  will  be  “Yes,”  thereby  inferring  that 
you  are  being  paid  to  say  what  your  side  wants. 
Your  answer  should  be  something  like:  “No,” 
I am  not  getting  paid  to  testify.  I am  only 
getting  compensation  for  my  time  off  from 
work,  and  the  expense  (if  any)  it  is  costing 
me. 

32.  Except  in  a few  situations,  an  insurance 
company  cannot  be  joined  as  a defendant,  and  if 
anything  is  said  that  will  let  the  jury  know  that 
an  insurance  company  is  actually  defending  the 
case,  the  judge  will  declare  a mistrial.  The  jury 
will  be  discharged,  and  the  case  started  all  over. 
Therefore,  be  careful  not  to  mention  insurance. 

33.  Go  back,  now,  and  reread  these  sugges- 
tions so  you  will  have  them  firmly  in  your  mind. 
We  hope  they  won’t  confuse  you.  We  hope  they 
will  help.  They  aren’t  to  be  memorized.  Ask  us 
about  anything  you  don’t  understand.  You  will 
find  there  is  really  no  reason  why  you  should  be 
nervous  while  testifying.  If  you  relax  and  remem- 
ber that  you  are  just  talking  to  some  neighbors 
on  the  jury,  you  will  get  along  fine. 
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NOTICE  DOCTORS! 

Excellent  office  bldg,  located  close  to  new  St. 
Thomas  Hospital  and  Belle  Meade  Shopping  Center. 
Building  contains  2500  sq.  ft.  and  will  accommodate 
up  to  three  doctors.  There  is  also  approximately 
900  sq.  ft.  in  basement  area  that  can  be  completed 
for  use  as  additional  office  space  or  lab.  The  office 
building  will  be  available  about  September  1st  and 
may  be  purchased  or  leased.  The  building  is  well 
constructed  with  brick  and  pre-stressed  concrete 
with  indoor-outdoor  carpet. 

For  appointment  contact:  JOE  BUTLER 
LEO  ECKHARDT  REALTORS 
Nashville,  Tenn. 

Office  Phone:  (615)  352-4310 
Home  Phone:  (615)  298-3876 


ESTABLISHED  FAMILY  PRACTICE 
AVAILABLE  JULY  1ST 

Equipped  office  including  X-ray,  EKG  and 
Laboratory.  Space  available  for  2 phy- 
sicians. If  interested  contact: 

M.  F.  Langston,  M.D, 

Signal  Mountain,  Tennessee 
Phone:  615/886-2159 
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A Symbol 


to  Support . . • 


American  Medical 
Association  — Education 
and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


PHYSICIANS 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  (New  York)  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung  Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 

Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining, 
Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
("Pep  Pills,” 
"Ups”) 

Aggressive  behavior, 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomonia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
("Goof  Balls,” 
"Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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Control  of  Habit-Forming  Drugs 

Parallel  federal  and  state  laws  now  control  the  flow  of  medications  which 
have  abuse  potential  to  a greater  degree  than  ever  before.  While  the  laws  are 
parallel,  they  are  not  identical;  thus,  confusion  is  created  for  physicians  and 
pharmacists.  In  an  effort  to  simplify  compliance,  the  charts,  were  prepared  by 
the  Illinois  Pharmaceutical  Association  and  the  Chicago  Retail  Druggists’  Associa- 
tion, and  have  been  adapted  to  conform  to  Tennessee  law.  Please  note  that  the 
storage  and  order  form  requirements  apply  to  physicians  as  well  as  pharmacists. 
Additional  label  and  record  keeping  requirements  are  imposed  on  physicians  who 
dispense  take-home  supplies  of  controlled  substances. 

Where  prescriptions  are  refillable,  the  prescriber  may  designate  up  to  five 
refills,  and  these  may  be  honored  by  the  pharmacists  during  a period  of  six 
months.  No  quantity  restrictions  are  imposed  by  the  law,  but  pharmacists  will 
generally  question  controlled  substance  prescriptions  for  more  than  one  hundred 
dosage  units.  Physicians  may  obtain  controlled  substances  for  office  use  from 
pharmacists  by  using  the  federal  order  form.  At  the  present  time,  Valium, 
Librium  and  Darvon  are  NOT  controlled  substances. 


The  Illinois  Medical  Journal  expresses  its  appreciation  to  Roger  W.  Cain,  R.Ph.,  Executive 
Director,  Illinois  Pharmaceutical  Association  for  his  assistance  in  developing  these  materials. 
The  list  was  adapted  to  Tennessee  law  by  Henry  T.  Birdsong,  R.Ph. 

CONTROLLED  SUBSTANCES  REFERENCE  CHART 


Federal 

Schedule 

Number 

Requires 
Written  Rx 
Signed  by  MD 

Refill 

Status 

Federal 
Order  Form 
Required 

Security 

Locked 

Cabinet 

Old  Class  "A”  Narcotics  (Morphine, 
Demerol,  Di  laud  id,  etc.) 

II 

YES 

NO 

YES 

YES 

Methamphetamines  and  all  combina- 
tions. (Desoxyn,  Phelantin,  etc.) 

1! 

YES 

NO 

YES 

YES 

Amphetamines  and  all  combinations. 

(Dexedrine,  Eskatrol,  Bamadex,  etc.) 

II 

YES 

NO 

YES 

YES 

Methaqualone.  (Quaalude,  Sopor, 
Parest,  etc.) 

II 

YES 

NO 

YES 

YES 

Methylphenidate  (Ritalin) 
Phenmetrazine  (Preludin) 

II 

YES 

NO 

YES 

YES 

Injectable  & oral  forms  of  amobarbital, 
pentobarbital,  & secobarbital,  all  com- 
binations with  each  other  and  with 
other  controlled  drugs.  (Tuinal,  etc.) 

II 

YES 

NO 

YES 

YES 

Old  Class  “B”  Narcotics  (Empirin 
Comp/Codeine,  Hycomine,  Phenaphen 
with  Codeine,  etc.) 

III 

phone  orders 
acceptable 

5 times  or  6 
months  as 
indicated  by 
MD 

NO 

NO 

Schedule  III  drugs  (Sanorex,  Voranil, 
Plegine,  Butabarbital,  Paregoric, 
Gemonil,  Doriden,  etc.  Also  Nembutal, 
and  Seconal  Suppositories) 

III 

phone  orders 
acceptable 

5 times  or  6 
months  as 
indicated  by 
prescriber 

NO 

NO 

Schedule  IV  drugs  (Tenuate,  Tepanil, 
lonamin,  Phenobarbital,  Meprobamate, 
etc.) 

IV 

phone  orders 
acceptable 

5 times  or  6 
months  as 
indicated  by 
prescriber 

NO 

NO 

Reprinted,  with  adaptations,  from  the  Illinois  Medical  Journal,  May,  1974 
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CONTROLLED  SUBSTANCES  REQUIREMENTS 


Drug 

Written  Rx 
Required 

Refill 

? 

Federal  Order 
Form  Required 

Locked  Secu- 
rity Required 

Drug 

Written  Rx 
Required 

Refill 

7 

Federal  Order 
Form  Required 

Locked  Secu- 
rity Required 

Amobarbital  Oral  & Inj. 

YES 

NO 

YES 

YES 

Nebralin 

NO 

YES 

NO 

NO 

Amphetamine 

YES 

NO 

YES 

YES 

Nembu-Donna  V2 

NO 

YES 

NO 

NO 

Amytal 

YES 

NO 

YES 

YES 

Nembutal  Oral  & Inj. 

YES 

NO 

YES 

YES 

Amytal  & Aspirin 

NO 

YES 

NO 

NO 

Nembutal  Suppository 

NO 

YES 

NO 

NO 

APC  w/Demerol 

YES 

NO 

YES 

YES 

Obetrol 

YES 

NO 

YES 

YES 

Bamadex  Sequels 

YES 

NO 

YES 

YES 

Paregoric 

NO 

YES 

NO 

NO 

Benzedrine 

YES 

NO 

YES 

YES 

Parest 

YES 

NO 

YES 

YES 

Biphetamine 

YES 

NO 

YES 

YES 

Pentobarbital  w/ Aspirin 

NO 

YES 

NO 

NO 

Butabarbital 

NO 

YES 

NO 

NO 

Pentobarbital  Oral  & Inj. 

YES 

NO 

YES 

YES 

Butisol 

NO 

YES 

NO 

NO 

Pento-Del 

YES 

NO 

YES 

YES 

Codeine  Tablets 

YES 

NO 

YES 

YES 

Percodan 

YES 

NO 

YES 

YES 

Demerol 

YES 

NO 

YES 

YES 

Phelantin 

NO 

YES 

NO 

NO 

Desoxyn 

YES 

NO 

YES 

YES 

Phenaphen  w/Codeine 

NO 

YES 

NO 

NO 

Dexamyl 

YES 

NO 

YES 

YES 

Phenobarbital 

NO 

YES 

NO 

NO 

Dexasequels 

YES 

NO 

YES 

YES 

Plegine 

NO 

YES 

NO 

NO 

Dexedrine 

YES 

NO 

YES 

YES 

Preludin 

YES 

NO 

YES 

YES 

Dextro-Amphetamine 

YES 

NO 

YES 

YES 

Pre-Sate 

YES 

YES 

NO 

NO 

Oidrex 

NO 

YES 

NO 

NO 

Quaalude 

YES 

NO 

YES 

YES 

Dilaudid 

YES 

NO 

YES 

YES 

Qui-A-Zone 

YES 

NO 

YES 

YES 

Oolophine 

YES 

NO 

YES 

YES 

Ritalin 

YES 

NO 

YES 

YES 

Emesert  Suppository 

NO 

YES 

NO 

NO 

Sanorex 

NO 

YES 

NO 

NO 

Empirin  w/Codeine 

NO 

YES 

NO 

NO 

Secobarbital  Oral  & Inj. 

YES 

NO 

YES 

YES 

Ephedrine  & Amytal 

NO 

YES 

NO 

NO 

Seco-8 

YES 

NO 

YES 

YES 

Eprogen 

NO 

YES 

NO 

NO 

Seconal  Oral  & Inj. 

YES 

NO 

YES 

YES 

Eskatrol 

YES 

NO 

YES 

YES 

Seconal  Suppository 

NO 

YES 

NO 

NO 

Hycodan  Tablets 

NO 

YES 

NO 

NO 

Soma  Cmpd.  w/Codeine 

NO 

YES 

NO 

NO 

Hycomine 

NO 

YES 

NO 

NO 

Somnafac 

YES 

NO 

YES 

YES 

lonamin 

NO 

YES 

NO 

NO 

Sopor 

YES 

NO 

YES 

YES 

Leritine 

YES 

NO 

YES 

YES 

Tenuate 

NO 

YES 

NO 

NO 

Mebaral 

NO 

YES 

NO 

NO 

Tepanil 

NO 

YES 

NO 

NO 

Mediatric 

NO 

YES 

NO 

NO 

Tribarbs 

YES 

NO 

YES 

YES 

Mepergan 

YES 

NO 

YES 

YES 

Tuinal 

YES 

NO 

YES 

YES 

Meperidine 

YES 

NO 

YES 

YES 

Tussend 

NO 

YES 

NO 

NO 

Methamphetamine 

YES 

NO 

YES 

YES 

Tussionex 

NO 

YES 

NO 

NO 

Methaqualone 

YES 

NO 

YES 

YES 

Tylenol  w/Codeine 

NO 

YES 

NO 

NO 

Monothemine  & Amytal 

NO 

YES 

NO 

NO 

Wilpo 

NO 

YES 

NO 

NO 

Morphine 

YES 

NO 

YES 

YES 
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Female  Sterilisation  Utilising  the 

Laparoscope 

FRANK  H.  BOEHM,  M.D.  AND  JAMES  SHAW,  M.D. 


Female  sterilization  has  become  an  accepted 
and  popular  method  as  a permanent  contracep- 
tive method  by  both  physicians  and  patients.  The 
volume  of  women  now  requesting  sterilization 
makes  it  necessary  to  perform  a procedure 
which  will  be  safe  and  effective,  and  will  involve 
a minimum  of  hospitalization  and  post-operative 
care.  These  criteria  can  be  fulfilled  by  use  of  the 
operative  laparoscope  and,  in  the  past  few  years, 
this  procedure  has  gained  a great  deal  of  pop- 
ularity. Recently  a study  reported  on  3,600 
laparoscopic  sterilization  procedures  without  a 
fatality  and  with  a minimum  of  complications  and 
a subsequent  pregnancy  rate  of  only  0.3%.1 
Other  studies  have  confirmed  the  fact  that  this 
procedure  is  safe  and  effective.2-4  Despite  this, 
however,  laparoscopic  sterilization  is  not  a proce- 
dure that  one  can  learn  to  perform  with  a mini- 
mum of  exposure  to  the  technique.  Many  phy- 
sicians are  attending  workshops  on  laparoscopy 
or  are  performing  the  procedure  without  much 
background  information.  Therefore,  the  authors 
felt  it  worthwhile  to  present  the  first  100  cases 
performed  at  a teaching  institution,  to  review  the 
complications  and  problems  encountered,  and  to 
report  on  the  laparoscopic  sterilization  procedure 
in  some  detail. 

METHODS  AND  MATERIAL 

This  study  reviews  the  first  one  hundred 
patients  treated  at  the  Vanderbilt  University  Hos- 
pital Laparoscopic  Sterilization  Clinic.  The  patient 
population  had  a mean  age  of  31  years  (range 
19-48  years)  while  the  mean  parity  was  2.7  births 
(range  0-10).  Patients  selected  were  felt  to  be 
free  of  gynecological  pathology  which  would 
necessitate  a more  extensive  procedure.  Patients 
were  free  of  serious  medical  illness  except  for 
three  patients  with  significant  hypertension. 
Previous  abdominal  surgical  procedures  were  not 
considered  to  be  contraindications  to  this  proce- 
dure inasmuch  as  14  patients  undergoing 
laparoscopy  had  lower  abdominal  scars,  includ- 
ing 3 paramedian  and  two  midline  incisions.  The 

From  the  Department  of  Obstetrics  and  Gynecology, 
Vanderbilt  University,  Nashville,  Tenn.  37232. 
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technique  and  incision  site  was  not  altered  by  the 
presence  of  these  scars  and  no  complications  re- 
sulted in  any  of  these  cases,  although  the  possi- 
bility of  injury  to  the  bowel  adherent  to  the  scar 
should  be  considered.5 

HOSPITALIZATION 

The  hospital  admissions  office,  department  of 
obstetrics  and  gynecology,  department  of  anes- 
thesia, and  the  operating  room  personnel  were 
consulted  and  coordinated  in  their  efforts  with  a 
goal  to  reduce  patient  costs  to  a minimum  by 
shortening  hospital  stay  to  ten  hours  when  pos- 
sible. Because  of  the  use  of  general  anesthesia 
with  endotracheal  intubation,  ten  hours  was  felt 
to  be  the  minimum  hospital  stay,  and  came  as 
close  as  possible  to  this  being  considered  an  out- 
patient procedure,6  still  satisfying  the  need  for 
patient  safety. 

Approximately  six  patients  underwent  laparos- 
copic sterilization  procedures  each  Friday  morn- 
ing. The  patients  were  seen  in  the  clinic  one  day 
prior  to  surgery,  at  which  time  a medical  history 
and  physical  examination  was  performed.  The 
procedure  and  its  risks  were  explained  to  the  pa- 
tients and  proper  consent  forms  signed.  The  pa- 
tients were  then  seen  by  an  anesthesiologist  who 
performed  a preanesthetic  evaluation  and  ordered 
preoperative  medications,  usually  meperidine  and 
atropine.  Laboratory  work,  which  consisted  of 
an  SMA-12,  packed  cell  volume,  type  and  cross 
match  for  two  units  of  blood  and  a urinalysis, 
was  obtained  from  each  patient.  The  subjects 
were  then  sent  home  with  a Fleet’s  enema  to  be 
self  administered  at  9:00  P.M.,  with  instructions 
to  take  nothing  by  mouth  after  midnight.  The 
patients  returned  to  the  hospital  the  next  morning 
on  a staggered  schedule,  each  one  approximately 
two  hours  before  her  scheduled  surgery.  At  this 
time  they  were  admitted,  vital  signs  were  ob- 
tained, and  laboratory  results  assessed.  The 
abdomen  was  scrubbed  for  five  minutes  with  soap, 
with  particular  attention  to  the  umbilicus,  and 
covered  with  a sterile  towel,  and  an  intravenous 
infusion  was  started  with  an  18  gauge  angiocath. 
Preoperative  medication  was  given  approximately 
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one  hour  prior  to  surgery,  and  the  patient  was 
taken  to  the  operating  suite.  After  the  operative 
procedure  the  patients  were  taken  to  the  recovery 
room  where  vital  signs  were  taken  routinely;  the 
intravenous  fluids  were  continued  until  the  patient 
was  awake  and  stable.  The  patient  was  then  sent 
to  her  room  where  she  was  given  a regular  diet 
and  encouraged  to  cough,  void,  and  ambulate. 
There  were  routine  orders  for  pain,  as  well  as  for 
nausea  and  vomiting,  but  an  attempt  was  made 
not  to  heavily  sedate  the  patient.  The  patient  was 
seen  for  a postoperative  check  by  the  anesthesi- 
ologist and  then  by  the  house  officer;  she  was 
given  a prescription  for  pain  medication  and. 
except  in  cases  which  will  be  discussed  later,  was 
discharged. 

Procedure 

Chest  electrodes  are  applied  to  each  patient 
for  lead  two  electrocardiogram  monitoring  during 
anesthesia.  Sodium  pentothol  and  succinyl 
choline  is  administered  intravenously  and  endo- 
tracheal intubation  is  accomplished.  Anesthesia  is 
maintained  with  nitrous  oxide,  oxygen  and.  occa- 
sionally, meperidine.  Muscle  relaxation  is  ob- 
tained with  curare  or  a succinyl  choline 
intravenous  drip  and  the  patient  is  placed  in  a 
lithotomy  position.  The  abdomen  of  the  patient 
is  then  prepped.  The  vagina  is  also  cleansed, 
and  the  cervix  is  visualized  and  grasped  with  a 
tenaculum  on  the  anterior  lip.  The  uterus  is 
sounded  with  a uterine  sound  and  the  cervix  is 
dilated  until  a small  sharp  curette  can  be  intro- 
duced. The  endometrial  cavity  is  curetted,  fol- 
lowing which  a dull  curette  is  introduced  into 
the  cavity  and  taped  to  the  tenaculum  on  the 
anterior  lip  of  the  cervix.  These  together  are  used 
to  maneuver  the  uterus  during  the  subsequent  pro- 
cedures. The  patient’s  urinary  bladder  is  then 
drained  and  the  catheter  removed.  The  abdomen 
is  draped  with  towels,  exposing  the  umbilicus 
and  subumbilical  area.  The  legs,  which  are  still 
spread  and  elevated,  are  covered  with  sheets  and 
the  table  is  adjusted  to  a 20  degree  Trendelenburg 
position.  A laparotomy  sheet  is  placed  over  the 
patient,  and  the  skin  is  grasped  approximately  1 
and  Vi  inches  below  the  umbilicus  in  the  midline 
with  a towel  clip  and  a 1 centimeter  incision  is 
made  interiorly  in  the  fold  of  the  umbilicus.  At 
this  point  atropine  is  given  intravenously  to 
prevent  cardiac  arythmias.7 

While  elevating  the  towel  clip,  a Verres  needle 
is  introduced  through  the  subcutaneous  tissue  into 
the  peritoneal  cavity  for  the  introduction  of  car- 


bon dioxide.  This  needle  has  a protective  dull 
spring  lock  that  protrudes  once  the  needle  is  in 
the  peritoneal  cavity.  The  needle  is  inserted  by 
holding  it  at  a 50  to  60  degree  angle  aiming  just 
below  the  sacral  promontory  (Fig.  1.).  This 


Fig.  1 The  Verres  needle  being  introduced. 


position  is  important  in  preventing  large  blood 
vessel  trauma.  Sterile  saline  is  then  introduced 
via  a 10  cc  syringe  and  withdrawn  to  determine 
the  proper  positioning  of  the  needle  within  the 
ceolomic  cavity.  A pneumoperitoneum  is  ob- 
tained by  introducing  carbon  dioxide  through  the 
Verres  needle,  using  a C02  insufflator  which  in- 
troduces CO 2 at  a rate  of  1 liter  per  minute 
under  a pressure  of  20-30  millimeters  of  mercury. 
The  total  volume  of  COo  introduced  ranges  be- 
tween 2 and  3 liters,  though  the  amount  of  air 
introduced  is  based  on  the  physical  appearance 
of  the  distended  abdomen.  The  Verres  needle  is 
removed  and  the  laparoscope  trocar  and  cannular 
inserted  through  the  same  subumbilical  incision 
(Fig.  2). 

The  trocar  is  removed  and  entrance  into  the 
gaseous  space  is  confirmed  by  the  sound  of  a 


Fig.  2 The  laparoscopic  trocar  prior  to  insertion. 
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sudden  rush  of  air  when  the  trumpet  valve  is 
depressed.  The  laparoscope  with  the  fibre  optic 
attachment  is  then  introduced  under  direct  visual- 
ization through  the  cannula  and  inspection  of  the 
abdominal  cavity  is  performed  at  this  point  to 
rule  out  any  trauma  secondary  to  the  procedure 
(Fig.  3).  The  C02  gas  line  is  attached  to  the 


Fig.  3 The  operative  laparoscope  in  place. 


trochar  sleeve  for  maintenance  of  the  pneu- 
moperitoneum. The  uterus  is  then  visualized  with 
the  help  of  the  curette  located  in  the  uterine 
cavity.  Maneuvering  is  done  by  the  operator  by 
grasping  the  tenaculum  through  the  drapery.  In 
order  to  visualize  the  fallopian  tubes,  the  uterus 
is  elevated  and  antiflexed  and  tilted  from  side 
to  side. 

The  grasping  forceps  are  now  used  to  secure 
the  fallopian  tube  approximately  2 centimeters 
from  the  cornua  of  the  uterus,  and  the  tube  is 
retracted  away  from  the  uterus  in  a position  such 
that  complete  visualization  is  allowed  without 
other  tissues  in  close  proximity  to  the  grasping 
forceps.  Under  voice  command  of  “on”  and  “off” 
from  the  operator,  a coagulating  current  is  ap- 
plied with  a coagulating  instrument  which  is  set 
at  40  with  a burning  time  of  approximately  5 
seconds.  This  procedure  is  repeated  until  the 
tube  is  thoroughly  blanched  for  approximately 
1.5  centimeters  on  either  side  of  the  grasping 
forceps.  The  fallopian  tube  is  released  and  the 
area  surveyed.  The  procedure  is  repeated  on  the 
other  fallopian  tube,  the  grasping  forceps  are 
removed,  the  cutting  forceps  introduced,  and  the 
burnt  area  of  each  tube  is  cut  in  three  separate 
places.  After  the  area  is  found  to  be  free  of 
bleeding  and  accidental  burns,  the  upper  ab- 
dominal contents  including  the  liver  and  gall 
bladder  are  examined.  The  laparoscope  is  re- 
moved and  the  remaining  carbon  dioxide  allowed 
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to  escape  through  the  cannula’s  trumpet  valve. 
The  cannula  is  removed  and  the  incision  closed 
with  a continuous  absorbable  subcuticular  suture 
and  covered  with  a band-aid.  The  drapes  and 
tenaculum  and  curette  are  removed  and  the 
patient  is  sent  to  the  recovery  room. 

Results 

In  the  first  one  hundred  cases  the  mean  anes- 
thesia time,  which  begins  when  the  patient  is 
brought  into  the  operating  room,  was  56.7 
minutes  (25-120  mins.),  and  mean  surgery  time 
was  21.3  minutes  (15-60  mins.).  These  averages 
were  obtained  even  though  the  procedure  was 
used  for  teaching  of  both  residents  and  students 
for  both  the  gynecological  and  anesthesia  house 
staff,  and  includes  the  first  25  cases  which  were 
performed  with  a double  puncture  technique,  a 
process  that  lengthens  the  usually  quick  proce- 
dure. A dilatation  and  curettage  was  not  per- 
formed on  the  first  52  patients  but  was  done 
routinely  on  the  last  48,  after  the  occurrence  of 
two  pregnancies7  which  existed  at  the  time  of  the 
sterilization.  One  of  these  patients’  pregnancy 
was  terminated  by  a suction  curettage  and  the 
other  by  intra-amniotic  saline  technique.  Both 
were  later  determined  to  have  bilateral  tubal 
blockage  by  hysterosalpingography.  To  date,  no 
pregnancies  have  been  known  to  occur  subse- 
quent to  the  sterilization  procedure.  Three 
patients  had  other  procedures  performed  accom- 
panying their  sterilization:  one  had  a breast  mass 
excised  and  two  had  suction  curettage  for  ther- 
apeutic abortions.8 

Complications 

Complications  observed  during  the  one  hun- 
dred cases  are  divided  into  those  occurring  dur- 
ing and  those  occurring  after  the  operative 
procedures.  There  were  8 cases  in  which  com- 
plications occurred  during  the  operative  proce- 
dure. These  were:  2 uterine  perforations 

secondary  to  the  dilatation  and  curettage,  neither 
patient  suffering  sequelae  secondary  to  the  per- 
foration; 2 skin  burns  which  resolved  spontane- 
ously and  required  no  treatment;  1 recto-sigmoid 
burn  which  was  treated  conservatively  without 
problems;  1 mesosalpinx  bleeding  controlled  by 
the  cautery;  1 subumbilical  hematoma  which  re- 
quired no  treatment;  1 pulmonary  aspiration  of 
stomach  contents  after  exubation.  In  retrospect, 
there  was  some  doubt  as  to  whether  this  patient 
did,  in  fact,  aspirate,  since  a chest  X-ray  was 
within  normal  limits  and  the  patient  had  no 
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symptoms  postoperatively.  Two  patients  were 
found  at  the  time  of  surgery,  to  have  bilateral 
hydrosalpinx;  tubal  figuration  was  nevertheless 
performed.  One  of  these  two  patients  had  no 
subsequent  problems,  though  the  other  bled  from 
the  mesosalpinx.  This  was  controlled  by  cauteri- 
zation. Both  underwent  five  days  of  antibiotic 
treatment.  There  were  sixteen  postoperative  com- 
plications of  a minor  nature,  which  are  mentioned 
here  only  because  they  necessitated  hospital  stay 
beyond  12  hours.  These  were:  nausea,  with  or 
without  vomiting,  and  dizziness,  9;  postanesthesia 
lethargy,  4;  hypotension  of  no  specific  origin,  1; 
mild  ileus,  1;  and  abdominal  cramps,  1.  One 
patient  developed  a left  tubo-ovarian  abscess 
which  was  treated  successfully  with  antibiotics, 
but  necessitated  two  rehospitalizations  for  a total 
of  eleven  days. 

Hospitalization  Length 

Sixty-eight  patients  had  only  a twelve  hour  hos- 
pitalization and  nine  hospitalizations  were  elec- 
tively  prolonged  beyond  twelve  hours.  There 
were  twenty-three  hospitalizations  that  were 
necessarily  prolonged  beyond  twelve  hours.  Five 
of  these  were  observed  overnight  as  a precau- 
tion following  complications  during  the  opera- 
tive procedure,  and  two  were  observed  overnight 
because  of  their  hypertension.  Sixteen  were  ob- 
served overnight  for  minor  postoperative  com- 
plications, including  one  who  also  had  a 
complication  during  the  operative  procedure. 

Comment 

As  can  be  seen  by  these  first  one  hundred 
cases,  the  use  of  the  laparoscope  for  tubal 


sterilization  is  a safe,  effective  method.  Most 
patients  recover  quickly  and  have  no  serious 
problems.  Despite  this,  the  uninitiated  will  en- 
counter numerous  small  technical  problems  which 
may  prolong  the  procedure  (now  usually  requiring 
10-15  minutes)  or  lead  to  complications.  While 
serious  complications  have  been  reported,6'9  the 
majority  of  patients  under  the  care  of  a physician 
well  acquainted  with  the  technique  and  possible 
hazards  have  no  significant  problems. 
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Clinical  Center  Study  of  Patients  with  Ewing’s  Sarcoma 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  Ewing's  Sarcoma 
for  a continuing  study  of  adjuvant  chemotherapy,  measurement  of  immune  competence 
and  immunotherapy  being  conducted  by  the  Radiation  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center.  National  Institutes  of  Health,  Bethesda,  Maryland. 

Patients  who  have  received  no  treatment  are  preferred,  but  selected  patients  with  previous 
therapy  (irradiation  or  surgery  of  the  primary  tumor)  will  also  be  accepted  for  admission 
as  inpatients.  Upon  completion  of  their  studies,  patients  will  be  returned  to  the  care  of 
the  referring  physician,  who  will  receive  a summary  of  findings. 

Physicians  interested  in  having  their  patients  considered  for  admission  to  this  study  may 
write  or  telephone: 

Thomas  C.  Pomeroy,  M.D.  or 
Ralph  E.  Johnson,  M.D. 

Clinical  Center,  Room  B3B38 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  (Area  Code  301)  496-5457 
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Spontaneous  Hypertonic  Uterine 
Contractions 

FRANK  H.  BOEHM,  M.D. 


The  hypertonic  uterine  contraction  is  an  occa- 
sional complication  of  labor  augmented  with  a 
uterine  stimulant.1  The  uterus  becomes  more  re- 
sponsive to  stimulants  such  as  oxytocin,  ergot 
derivatives,  and  spartein  sulfate,  as  the  preg- 
nancy advances  in  duration,  with  the  term  gesta- 
tion being  the  most  responsive.2  Hypertonic 
uterine  contractions,  generally  defined  as  pro- 
longed uterine  hypertonicity,  have  been  seen  in 
our  hospital  with  oxytocin  levels  as  low  as  0.25 
mU  per  minute  perfused  through  a Harvard  in- 
fusion pump.*  A spontaneously  occurring 
hypertonic  uterine  contraction,  however,  is  an 
uncommon  event. 

Most  textbooks  discuss  the  tetanic  contraction 
in  relationship  to  obstructed  labor.3’4  Stander, 
however,  does  state  that  occasionally  this  accident 
may  occur  when  everything  seems  to  be  going 
normally.3  Greenhill’s  only  mention  of  spontane- 
ous tetanic  contraction  is  that  it  may  respond 
to  deep  surgical  inhalation.5  More  recently, 
Favier  noted  that  irregular  contractions  accom- 
panied by  an  increase  in  basal  tone  can  occur 
during  an  induction  as  well  as  spontaneously.6 
Since  documentation  is  usually  lacking,  the  con- 
dition often  unrecognized,  and  multiple  variables 
often  present  to  make  a definite  diagnosis  of  a 
spontaneously  occurring  tetanic  contraction  ques- 
tionable, reports  of  such  events  are  rarely  men- 
tioned. A case  of  spontaneously  occurring  tetanic 
contractions  at  our  institution  prompted  this 
report. 

L.J.,  an  18-year-old  primigravida  with  an  expected 
date  of  confinement  of  September  24,  1972,  entered 
the  Labor  and  Delivery  area  at  approximately  38  weeks 
gestation  at  6:25  P.M.  on  September  10,  1972  with 
intact  membranes.  Her  antepartum  course  was  within 
normal  limits.  The  physical  examination  was  entirely 
unremarkable  with  a fundal  height  of  34  cm.  The 
cervix  was  2 cm  dilated,  50%  effaced,  and  the  vertex 
was  at  a 0 station.  Clinically  suspected  tetanic  con- 
tractions were  noted  by  the  nurses  on  several  occasions. 

From  the  Department  of  Obstetrics  and  Gynecology, 
Vanderbilt  University  School  of  Medicine,  Nashville, 
Tenn.  37232. 

"'Harvard  Apparatus  Co.,  Inc.,  Millis,  Mass. 

**Corometrics,  North  Haven,  Conn. 


and  because  of  the  intense  pain  secondary  to  these  pro- 
longed contractions,  Meperidine,  50  mg,  and  Propioma- 
zine,  20  mg,  were  given  intravenously  at  6:45  P.M.  The 
patient’s  amniotic  membranes  were  ruptured,  and  the 
patient  had  an  internal  fetal  monitor**  applied  by  in- 
serting a polyethylene  catheter  connected  to  a strain 
gauge  and  applying  a clip  electrode  to  the  fetal  scalp 
at  10:30  P.M. 

Spontaneously  occurring  tetanic  contractions  were 
noted  on  the  fetal  monitor  tracing  (Figs.  1 and  2). 
The  hypertonic  contractions  had  peaks  of  intensity  of 
at  least  45  mm  of  mercury  with  levels  recorded  as  high 
as  75  mm  of  mercury.  The  patient’s  blood  pressure 
remained  within  normal  limits  throughout  her  labor. 
The  patient  was  given  Meperidine,  50  mg,  and  Propri- 
omazine,  20  mg,  intramuscularly,  again  at  1:35  A.M. 
on  September  11,  1972.  The  patient  was  given  no 
uterine  stimulants,  and  her  hematocrit  was  noted  to  be 
37  on  admission.  A total  of  11  such  hypertonic  uterine 
contractions  were  recorded  over  a 300  minute  time 
interval  with  fetal  distress  being  noted  after  7 such 
contractions.  Vomiting  was  associated  with  some  of 
the  early  hypertonic  patterns  (Figs.  1 and  2). 

A diagnosis  of  fetal  distress  was  made  when  late 
deceleration  patterns  were  noted  on  the  monitor  read- 
out, indicating  possible  uteroplacental  insufficiency 


Fig.  1.  Fetal  monitor  tracing  revealing  a spontaneous 
hypertonic  uterine  contraction  with  a normal 
fetal  heart  rate  pattern.  Emesis  spiking  is 
seen.  (Paper  speed:  3 cm/rnin;  336  seconds  of 
recording) . 
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Fig.  2.  A more  prolonged  sponanteous  hypertonic 
uterine  contraction  (348  seconds  of  recording). 
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Fig.  3.  Fetal  monitor  pattern  revealing  late  decelera- 
tion following  a hypertonic  contraction  (504 
seconds  of  recording). 


(Fig.  3). 7 The  patient  was  placed  on  her  side  and 
given  mask  oxygen,  however,  the  late  deceleration  pat- 
tern persisted,  and  she  was  taken  to  the  delivery  room 
where  under  saddle  block  anesthesia  a mid-forceps  de- 
livery was  performed  resulting  in  the  birth  of  an  Apgar 
7,  6 lb.  11  oz.,  male  infant.  Total  labor  duration  was 
1 1 hours  and  48  minutes.  At  the  time  of  delivery  no 
abruption  of  the  placenta  was  noted.  The  three  points 
scored  off  the  Apgar  were  for  respiration,  color  and 
muscle  tone.  The  patient  and  neonate  did  well  post 
partum. 

COMMENT 

To  make  a diagnosis  of  a spontaneously  occur- 
ring tetanic  contraction  the  following  criteria 
seem  necessary:  1)  no  administration  of  uterine 
stimulants;  2)  an  elevated  intrauterine  baseline 
pressure  of  20  mm  of  mercury  or  greater, 
measured  by  an  intra-amniotic  catheter  after 
proper  calibrations;  3)  a duration  of  this  elevated 
pressure  of  at  least  120  seconds;  4)  the  absence 
of  variables  such  as  abruptio  placentae  and  ob- 
structed labor;  5)  the  presence  of  complications 
secondary  to  uterine  hypertonicity,  such  as  fetal 
distress  and/or  uterine  rupture.  While  this  fifth 
criterion  is  not  mandatory  for  establishing  a diag- 
nosis of  a spontaneous  tetanic  contraction,  it 
does  make  the  diagnosis  more  tenable. 

Uterine  tonus  has  been  defined  as  the  lowest 
pressure  reading  in  millimeters  of  mercury  be- 
tween contractions.  Tonus  increases  with  cervical 
dilatation,  the  mean  being  3.87  mm  of  mercury 
in  early  labor  and  13  mm  of  mercury  at  7 cm.s 
Because  of  this,  20  mm  of  mercury  was  utilized 
at  our  institution  as  a minimum  level  necessary 
to  indicate  pathology.  The  measured  duration  of 
uterine  contractions  ranges  between  50  and  120 
seconds  at  all  stages  of  cervical  dilatation.9  Thus, 
utilizing  120  seconds  as  the  duration  required  for 
labeling  a contraction  as  hypertonic  seems  neces- 
sary. Since  elevated  intrauterine  baseline  pres- 
sures have  been  seen  with  conditions  such  as 
abruptio  placentae,5  obstructed  labor,340  following 
intrauterine  manipulation  in  an  attempt  to  effect 
delivery,10  local  irritants  to  the  cervix  or  uterine 


wall,5  such  as  a ruptured  intraperitoneal  dermoid 
cyst,11  these  factors  need  be  ruled  out  before 
hypertonicity  can  be  labeled  as  spontaneous. 

Meperidine  given  intraveneously  in  doses  of 
100  mg  has  been  noted  to  increase  uterine 
tonicity,  frequency,  intensity,  and  uterine  activ- 
ity within  three  minutes,  with  the  effect  lasting 
only  a short  period  of  time.12  Our  patient  was 
noted  clinically  to  have  hypertonic  contractions 
prior  to  the  first  administration  of  Meperidine, 
and  the  recorded  documentation  of  these  hyper- 
tonic contractions  read  on  the  fetal  monitor  was 
made  some  four  hours  after  its  administration. 
Meperidine,  50  mg,  was  given  intramuscularly 
approximately  two  hours  prior  to  delivery  after 
numerous  such  hypertonic  contractions  had  al- 
ready been  noted.  Therefore,  these  contractions 
are  not  related  to  Meperidine. 

The  occurrence  of  these  well-documented 
spontaneously  occurring  tetanic  contractions  sug- 
gests that  the  myometrium  could  possibly  be 
highly  sensitive  to  endogenous  levels  of  oxytocin. 
Since  very  dilute  concentrations  of  oxytocin  have 
resulted  in  hypertonic  uterine  contractions,  this 
is  not  an  inconsistent  theory.  Uterine  blood  flow 
decreases  as  the  intrauterine  pressure  reaches 
about  30  mm  of  mercury,  and  this  decline  con- 
tinues to  the  peak  of  the  contraction  or  beyond.13 
This  then  would  explain  the  presence  of  fetal  dis- 
tress and  acid  base  changes  seen  with  prolonged 
hypertonic  uterine  contractions.6 

The  late  deceleration  patterns  seen  in  this 
patient  indicated  fetal  distress.  The  fact  that  it 
took  seven  such  hypertonic  episodes  before  this 
pattern  of  uteroplacental  insufficiency  was  noted 
indicates  the  presence  of  a viable  healthy  fetus 
at  the  onset  of  labor  with  gradual  deterioration 
after  prolonged  exposure  to  stress.  The  occur- 
rence of  such  hypertonic  uterine  contractions  in 
an  already  compromised  fetus  would  possibly  be 
more  injurious  at  an  earlier  stage  of  labor. 
Significant  is  the  fact  that  while  tetanic  contrac- 
tions most  commonly  occur  in  the  patient 
augmented  or  induced  by  oxytocin,  an  occasional 
patient  will  exhibit  spontaneously  occurring 
hypertonic  uterine  pressure  curves  which  may 
lead  to  fetal  distress. 

The  treatment  of  choice  consists  of  placing  the 
patient  on  her  side,  administering  oxygen  as  well 
as  uterine  relaxants,  if  possible  followed  by  de- 
livery if  signs  of  fetal  distress  persist. 

Appreciation  is  given  to  Drs.  James  Johnson  and 
Robert  Tosh  for  the  use  of  this  case  report. 
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Vigorous  Cough  Recommended 
To  Dislodge  Food  From  Throat 

Choking  on  food  is  much  more  common  than  generally  recognized.  It  sometimes  is  fatal. 

What  can  you  do  if  you  inadvertently  try  to  swallow  a big  chunk  of  steak  and  find  it 
stuck  in  the  windpipe? 

Summon  all  the  air  in  your  lungs  for  one  blasting,  vigorous  cough,  says  an  article  in  the 
current  (November)  issue  of  Archives  of  Environmental  Health,  a publication  of  the 
American  Medical  Association. 

Cough  right  in  the  middle  of  the  dinner  table.  Don’t  stand  on  ceremony  and  try  to 
make  it  to  the  rest  room.  There  isn’t  time.  The  urgent  need  is  to  get  rid  of  the  object 
that  is  blocking  the  throat.  Cough  it  up  in  the  middle  of  the  dinner  table,  immediately. 

'‘When  you  are  stoppered  like  a bottle  with  a cork  in  it,  you  must  hack  with  whatever 
remaining  air  you  can  squeeze  from  your  lungs,”  says  Theodore  H.  Ingalls,  M.D.,  of 
Framingham,  Mass. 

“There’s  no  time  to  make  a dash  for  the  washroom.” 

“And  if  you  have  occasion  to  help  another  who  is  choking,  don’t  be  afraid  to  give  a 
good,  hard,  openhanded  slap  on  the  back,  right  between  the  shoulder  blades.  And  if  it  isn’t 
a him,  remember  that  women  have  equal  rights  too.” 

% :■?  5-: 

There  may  be  an  explanation  for  a hangover.  The  December  issue  of  LISTEN  Magazine 
reports  new  findings  regarding  the  true  nature  of  sleep. 

Using  an  electroencephalograph,  Dr.  William  Dement  of  California  found  that  when  you 
sleep  with  dreams,  there  is  a better  chance  you  will  wake  up  calm  and  relaxed.  Sleeping 
without  dreams,  says  Dr.  Dement,  will  cause  an  unusually  tense  and  irritable  feeling  when 
awake. 

Studies  by  Dr.  Michel  Jouvet  of  France  show  that  alcohol  reduces  the  amount  of  dream- 
ing time.  He  has  found  that  dreaming  cannot  begin  unless  there  are  the  right  amounts  of 
three  brain  chemicals  present:  serotonin,  monamine  oxidase,  and  noradrenalin.  Dr.  Jouvet 
says  that  alcohol  prevents  the  formation  of  monoamine  oxidase,  thus  creating  a non-dream- 
ing state. 

This,  then,  is  a possible  explanation  of  a hangover.  More  to  drink  results  in  dreaming 
too  little.  When  you  wake  up  in  the  morning,  you  suffer  from  a mild  case  of  dream 
deprivation,  and  as  a result  you  feel  lousy  and  irritable. 
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Fetal  Death  in  Utero  Management 
With  Laminaria  and  Prostaglandin  F2A 

SAMUEL  S.  BINDER,  M.D.,  BILLY  G.  BLACK,  M.D., 

KARIM  ISKANDER,  M.D. 

Fetal  death  in  utero  is  always  an  enigma  to 
the  obstetrician.  Although  various  causes  for 
fetal  death  in  utero  have  been  described,  in  most 
instances  the  cause  is  unknown  and  etiology  is 
not  found.  Among  those  diseases  included  as 
causes  for  fetal  death  in  utero  are  erythroblastosis 
fetalis,  diabetes  mellitis,  congential  defects, 
metabolic  and  hypertensive  disorders,  syphilis 
and  malaria.1  It  is  important  to  make  an  early 
diagnosis  to  the  satisfaction  of  the  obstetrician 
and  the  patient  in  order  to  prevent  the  severe 
anxieties  surrounding  the  circumstance.  Accord- 
ing to  Pritchard,  a dead  fetus  retained  for  five  or 
more  weeks  before  evacuation  of  the  uterus  may 
be  associated  with  serious  hypofibrinogenemia  in 
about  one  out  of  four  cases.2 

It  is  important,  therefore,  that  the  diagnosis  of 
fetal  death  in  utero  be  made  as  early  as  possible 
to  prevent  this  serious  complication.  It  is  also 
important  to  be  sure  that  the  fetus  is  no  longer 
viable,  to  prevent  the  destruction  of  a healthy, 
normally  developing  baby. 

The  difficulties  of  diagnosis  sometimes  require 
a waiting  period  to  determine  whether  or  not 
there  are  growth  patterns  to  the  uterus.  Fetal 
death  in  utero  may  be  suggested  initially  when 
the  mother  notes  the  absence  of  fetal  motion  for 
a period  of  time.  Where  fetal  heart  tones  cannot 
be  detected  by  the  usual  fetoscopy,  the  use  of 
a doppler  instrument  has  been  of  value.3  Very 
frequently  a radiological  approach  is  helpful  in 
looking  for  signs  of  intrauterine  fetal  death. 
Where  these  are  inconclusive,  amniography  has 
been  effective  in  diagnosing  intrauterine  fetal 
death.  Ultrasound  apparently  has  also  been  of 
some  value,  but  further  studies  are  necessary  for 
the  mid-trimester  observation.4 

Once  the  diagnosis  is  made  the  problem  of 
management  is  urgent  since  the  danger  of  delay 
in  emptying  the  uterus  may  lead  to  coagulation 
defects.  Although  hypertonic  saline  infusion  into 
the  amniotic  sac  has  been  used  effectively,  serious 

From  the  Department  of  Obstetrics  & Gynecology, 
Baroness  Erlanger  Hospital,  Chattanooga,  Tenn.  37403. 


complications  and  deaths  with  this  method  have 
been  described.5 

A recent  case  experience  on  the  service  of  the 
Baroness  Erlanger  Hospital  has  proved  helpful  in 
the  management  of  fetal  death  in  utero.  This 
case  involves  the  use  of  amniography  for  diag- 
nosis, laminaria  insertion  and  Prostaglandin  F2A 
for  evacuation  of  the  uterus. 

CASE  PRESENTATION 

The  patient  is  an  18-year-old  white  female  who  had 
been  attending  prenatal  clinics  since  February  of  1974. 
She  had  been  followed  in  the  outpatient  department  of 
the  Baroness  Erlanger  Hospital  and  had  several  admis- 
sions for  the  study  of  postural  hypotension.  As  of  the 
date  of  admission  to  the  hospital  for  the  current  prob- 
lem, the  etiology  of  this  condition  had  not  been  de- 
termined. 

She  was  seen  in  the  emergency  room  on  the  morn- 
ing of  4/6/74  for  postural  hypotension  and,  incidentally 
stated  that  she  had  not  felt  the  baby  move  for  three 
weeks.  Though  fetal  heart  tones  were  heard  during 
the  previous  month,  and  she  also  had  felt  the  baby 
move. 

Examination  in  the  emergency  room  with  a fetoscope 
and  with  a doppler  instrument  failed  to  demonstrate 
fetal  heart  tones,  and  she  was  admitted  to  the  hospital 
with  a diagnosis  of  postural  hypotension  and  syncope 
and  possible  intrauterine  fetal  death. 

Obstetrical  History.  Gravida  II.  para  I.  The  patient’s 
first  pregnancy  terminated  in  December,  1971  with  a 
normal  vaginal  delivery  with  low  forceps  and  right 
mediolateral  episiotomy. 

Past  Medical  History.  The  patient  had  a known 
positive  PPD  since  the  age  of  9.  She  had  been  treated 
for  gonorrhea  in  March  of  1974. 

Family  History.  Of  no  significance.  Her  mother  had 
a number  of  spontaneous  abortions,  however,  there  was 
no  history  of  congenital  abnomalies  or  stillbirths  in  the 
family. 

Physical  Examination : The  patient  was  admitted  to 
the  hospital  where  her  blood  pressure  was  100/60. 
General  physical  findings  were  normal.  Abdominal 
enlargement  was  present.  The  fundal  height  was  24 
cm,  measured  by  caliper.  No  fetal  heart  tones  were 
detected.  Pelvic  examination  confirmed  the  enlarged 
uterus  with  a closed  cervix.  Estimated  fetal  size  ac- 
cording to  fundal  height  was  20-22  weeks.  The  re- 
mainder of  the  examination  was  not  significant.  Co- 
agulation studies  were  within  normal  limits, 

Management  in  hospital:  To  determine  fetal  death 

in  utero  a flat  plate  of  the  abdomen  was  ordered,  but 
was  inconclusive;  the  x-ray  revealed  a fetus  in  breech 
presentation.  An  amniogram  was  done  on  4/9/74  at 
9:30  a.m.  Under  aseptic  technique  a number  18  veno- 
cath  was  introduced  transabdominally  into  the  uterus. 
Forty  cc’s  of  Megalumine  biatrizoate  was  introduced 
into  the  uterus  and  a flat  plate  was  taken.  The  flat 
plate  was  repeated  in  two  hours  and  failed  to  show 
any  evidence  of  opaque  media  in  the  gastrointestinal 
tract  of  the  fetus.  (Fig.  1)  The  x-ray  findings  were 
conclusive  for  intrauterine  fetal  death. 
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Fig.  1.  Two-Hour  Post  Injection  Amniogram 
Demonstrating  Dead  Fetus 
The  fetus  is  clearly  outlined  because  of  tissue  edema. 
There  is  no  dye  in  the  G.I.  tract.  Placenta  is  seen  in 
the  right  cornual  area  and  dye  is  noted  in  the  renal 
system  of  the  mother.  Dye  through  maternal  kidneys 
also  demonstrate  dilated  ureters  bilaterally. 


At  3:45  p.m.  the  same  day,  under  aseptic  condi- 
tions, three  small  and  two  medium  laminaria  were 
inserted  into  the  cervix.  It  was  found  at  7:45  p.m.  that 
the  catheter  which  had  been  left  in  for  the  injection  of 
prostaglandin  was  clogged  and  could  not  be  used.  It 
was  removed  and  an  additional  amniocentesis  was  per- 
formed and  another  venocath  inserted  into  the  uterus. 
Forty  mg  of  Prostaglandin  F2A  was  inserted  into  the 
amniotic  sac.  At  10:45  p.m.  the  patient  had  passed 
the  mascerated  fetus  but  the  placenta  remained  within 
the  uterus.  At  11:40  p.m.,  with  additional  IV  pitocin, 
the  patient  passed  the  placenta  sponaneously.  The 
uterus  was  examined  and  found  to  be  clean  of  any 
placental  or  membrane  fragments.  No  postpartum 
bleeding  occurred  and  the  following  morning  the 
patient  was  in  good  condition  without  complaints, 
afebrile,  and  without  evidence  of  vaginal  bleeding. 
She  was  dismissed,  to  be  followed  in  the  clinic. 

DISCUSSION 

The  case  presented  is  one  of  fetal  death  in 
utero  in  which  the  diagnosis  was  confirmed  and 
the  uterus  evacuated  within  a 24-hour  period. 
The  method  of  amniography  proved  helpful 
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in  diagnosing  intrauterine  fetal  death.  This 
was  followed  by  the  insertion  of  laminaria 
into  the  cervix  to  dilate  the  cervix  initially,  and 
the  utilization  of  intra-amniotic  Prostaglandin 
F2A  to  evacuate  the  uterus.  The  use  of 

amniography  has  been  recently  reviewed  by 
McClain,6  and  it  is  of  value  for  high  risk  preg- 
nancy as  well  as  diagnosing  fetal  death  in  utero. 
Prostaglandin  F2A  was  used  in  this  case  as  part 
of  a study  which  is  in  process,  to  be  reported 
later. 

Our  department  has  not  used  hypertonic 
saline,  because  it  has  been  shown  fairly  conclu- 
sively by  Standard  and  others,7,8  to  work  with 
varying  degrees  of  coagulopathy.  Our  recent 
experience  with  the  use  of  laminaria  and 
Prostaglandin  F2A  instillation  into  the  uterus  has 
shown  it  to  be  a promising  method  to  assist  in 
evacuating  the  uterus  for  mid-trimester  abortion, 
as  well  as  the  problem  presented.  We  feel  that 
the  method  described  here  is  an  effective  method 
in  the  diagnosis  of  intrauterine  fetal  death  and 
its  ultimate  management. 
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MEHARRY  MEDICAL  COLLEGE 
ENDOMETRIAL  STROMAL  SARCOMA 

DR.  WILBUR  M.  BYRD:  This  67-year-old  nulli- 

parous  black  female  was  admitted  to  the  Gynecology 
service  from  the  Emergency  Room  of  the  George  W. 
Hubbard  Hospital  complaining  of  postmenopausal 
bleeding  and  the  passage  of  a tissue-like  mass  through 
the  vagina  several  hours  prior  to  admission.  The  mass 
was  described  as  flesh-like  and  measured  3x3  centi- 
meters. Several  days  prior  to  admission  she  had  noted 
postmenopausal  vaginal  bleeding  for  the  first  time  and 
the  bleeding  had  progressively  increased  until  severe 
hemorrhage  occurred  on  the  night  of  admission.  Meno- 
pause had  occurred  15  years  previously  and  was  un- 
complicated. She  had  had  no  radiation  sterilization. 

This  patient  had  had  the  usual  childhood  diseases. 
Menarche  occurred  at  the  age  of  12  or  13  and  was 
normal.  The  patient  had  never  conceived  although  she 
had  used  no  contraceptives.  She  denied  having  any 
surgery  and  had  no  history  of  previous  hospitalizations 
except  for  that  required  for  a fracture  of  her  arm 
several  years  earlier.  There  was  no  history  of  allergy, 
tuberculosis  or  diabetes.  Her  family  history  and  systems 
review  were  non-contributory. 

Physical  Examination:  On  admission  her  temperature 
was  99.6  F.  pulse  100,  respirations  18  and  blood  pres- 
sure 160/100.  She  was  a well  developed,  well  nourished 
black  female  who  appeared  pale  and  cachectic.  She  was 
oriented  as  to  time  and  was  cooperative.  Examination 
of  the  head,  nose  and  throat  was  normal.  Her  eyes 
showed  bilateral  arcus  senilis  and  the  fundi  grade  I 
Keith  and  Wagner  retinopathy.  The  pupils  reacted  to 
light  and  accommodation.  Examination  of  the  lungs 
revealed  no  rales,  rhonchi  or  wheezes.  There  was  a 
normal  sinus  rhythm  and  no  cardiomegaly.  The  PMI 
was  in  the  fifth  intercostal  space  at  the  mid-clavicular 
line.  There  were  no  palpable  masses  in  the  breasts  or 
axillae.  Abdominal  examination  revealed  an  ill-defined 
mass  palpable  in  both  lower  quadrants.  No  other 
abnormal  palpable  organs  or  masses  were  felt.  The 
skin  of  the  labia  majora  and  minora  was  thin  and 
atrophic,  and  there  was  graying  pubic  hair  with  a male 
escutcheon.  The  anterior  vaginal  wall  was  relaxed  to  the 
level  of  the  introitus.  The  vaginal  mucosa  showed  thin- 
ning, reflecting  estrogen  deprivation.  Traces  of  blood 
appeared  in  the  vaginal  vault.  There  were  no  gross 
lesions  of  the  cervix  which  was  small  and  normally 
situated,  but  blood  was  trickling  from  the  external 
cervical  os.  The  uterus  was  anteflexed,  soft  and  12  to 
14  weeks  gestational  size.  It  was  semi-fixed,  and  the 
adnexa  were  normal  to  palpation.  Rectal-vaginal  exami- 
nation confirmed  the  above  findings. 

Laboratory  Findings:  Hemoglobin  was  11.6  gm/100 

ml,  hematocrit  35%,  white  blood  count  14,  192/cu  mm 
and  red  blood  count  was  3.8  million/cu  mm.  The  dif- 
ferential showed  83%  neutrophils,  15%  lymphocytes 
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and  1%  monocyte.  Serum  BUN  was  34  mg/ 100  ml, 
serum  chloride  was  96  mEq/liter  and  serum  sodium  140 
mEq/liter.  Blood  and  vaginal  cultures  showed  no 
growth.  The  pathological  report  of  the  mass  expelled 
through  the  vagina  revealed  that  it  was  a pale,  blunted 
cylindrical  mass,  composed  of  necrotic  tissue  with  some 
endometrical  elements. 

Admission  impressions:  (1)  postmenopausal  vaginal 

bleeding;  (2)  intrauterine  mass  expelled;  (3)  anemia 
secondary  to  (1)  and  (2);  (4)  hypertensive  cardiovas- 
cular disease;  (5)  uterine  enlargement,  etiology  to  be 
determined. 

Hospital  Course:  After  the  patient’s  blood  was  typed 
and  cross-matched  for  transfusion,  and  her  hypertension 
was  evaluated  and  treated,  she  was  then  taken  to  the 
operating  room  where  differential  dilatation  and  curet- 
tage and  punch  cervical  biopsy  were  performed. 

MEDICAL  STUDENT;  I have  a question 
about  the  nulliparous  history.  Was  this  volun- 
tary? Was  she  married  before  and  had  no  chil- 
dren, or  was  she  an  old  maid? 

DR.  HENRY  W.  FOSTER:  She  was  mar- 

ried, and  allow  me  to  make  this  comment.  In 
our  population  approximately  10%  of  married 
couples  are  infertile.  However,  three  of  these  ten 
infertile  couples  are  voluntarily  infertile,  whereas 
the  remainder  are  thought  to  be  involuntarily 
infertile. 

MEDICAL  STUDENT:  I would  like  to  know 
something  about  this  mass:  the  size,  the  location, 
etc.? 

DR.  BYRD:  I did  not  enter  this  information 
into  the  protocol  because  I was  unable  to  answer 
most  of  these  questions.  I felt  that  there  was  a 
mass  in  the  pelvis.  It  was  not  dramatic  enough 
or  far  enough  out  of  the  pelvis  for  me  to  make 
a more  definite  determination 

DR.  FOSTER:  May  I make  a comment  at 
this  point.  I have  been  faced  with  similar  situa- 
tions. I think  that  a better  choice  of  words  would 
be  an  “ill-defined  mass.”  Sometimes  you  do  get 
a fullness,  but  you  really  cannot  say,  for  example, 
if  it  is  8 or  10  centimeters,  etc.  You  have  an 
impression  that  the  pelvis  is  occupied  by  some 
ill-defined  or  non-specific  fullness  rather  than  a 
distinct  mass.  A mass,  in  a sense,  connotes 
positive  and  definable  confines  while  a fullness  is 
a bit  more  indefinite  and  nebulous. 

DR.  BYRD:  I think  it  might  be  helpful  if 

I gave  my  pelvic  examination  findings  again. 
On  examination  we  concluded  that  the  mass  was 
in  the  uterus,  was  soft  and  was  12  to  14  weeks 
gestational  size.  This  was  about  all  we  could 
determine.  The  tubes  and  ovaries  were  not 
palpable  and  we  couldn't  determine  whether  or 
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not  the  mass,  which  was  movable,  extended  to 
the  lateral  pelvic  wall. 

DR.  FOSTER:  Dr.  Byrd,  were  these  findings 
confirmed  on  both  rectal  and  vaginal  examination, 
or  were  they  by  vaginal  examination  alone? 

DR.  BYRD:  This  was  by  rectal-vaginal  ex- 
amination. 

DR.  FOSTER:  Are  there  any  other  questions 
regarding  physical  findings? 

MEDICAL  STUDENT:  What  is  the  explana- 
tion of  the  14,192  white  blood  count? 

DR.  BYRD:  This  is  a good  point  for  specula- 
tion. Due  to  the  fact  she  expelled  a necrotic 
tissue  mass  from  the  cervix  in  the  Emergency 
Room,  we  presume  she  developed  some  degree  of 
intrauterine  infection.  At  this  point  I think  that 
this  is  about  all  we  are  free  to  say. 

DR.  CHARLES  E.  McGRUDER:  In  a case 
such  as  this,  I think  we  should  speculate  about 
the  various  causes  of  vaginal  bleeding  in  a post- 
menopausal woman.  For  example,  women  can 
bleed  from  atrophic  vaginitis  especially  following 
intercourse.  They  may  also  bleed  from  taking 
estrogens  but  we  know  she  did  not  take  hormone 
therapy. 

MEDICAL  STUDENT:  Would  you  please  tell 
us  again  what  was  done  in  the  hospital? 

DR.  FOSTER:  She  had  a fractional  dilatation 
and  curettage.  As  you  heard  from  the  patholog- 
ical report,  the  tissue  was  composed  of  necrotic 
material  with  some  endometrial  glandular  ele- 
ments. In  view  of  the  findings  of  a pelvic  mass, 
postmenopausal  bleeding,  and  the  pathological 
report  of  glandular  elements  we  must  assume  that 
the  cause  of  her  admission  was  related  to  the 
endometrium.  Our  next  step  must  be  to  diagnose, 
confirm  or  rule  out  the  possible  disorders  in- 
volving the  endometrium  which  could  be  respon- 
sible for  her  symptomatology. 

DR.  HAROLD  O.  BERNARD:  May  I say 
one  word  here  as  to  responsibility.  I don’t  think 
we  have  taken  everything  into  consideration.  In 
view  of  the  fact  that  she  passed  a mass,  could 
this  lady  have  had  a degenerate  myoma  or  an 
endometrial  polyp  that  passed  vaginally? 

DR.  FOSTER:  I agree  that  these  should  be 
considered.  She  could  have  had  a lithopedion. 
These  sometimes  erode  and  pass  through  the 
vagina.  However,  I would  say  from  the  histolog- 
ical report  presented  there  is  no  support  for  these 
possibilities. 

DR.  McGRUDER:  Who  among  the  medical 
students  wants  to  speculate  about  the  diagnosis 
of  material  obtained  on  dilatation  and  curettage? 
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MEDICAL  STUDENT:  Quite  possibly  the 

specimen  could  have  shown  endometrial  adeno- 
carcinoma. 

DR.  McGRUDER:  That  is  a good  choice. 

DR.  FOSTER:  Is  there  anyone  here  who 

would  disagree  with  this  diagnosis  if  we  had  not 
had  a pathological  report?  It  certainly  would 
have  been  the  most  likely  diagnosis.  Nobody 
could  argue  with  this,  but  it  so  happens  that  this 
is  not  what  she  had.  If  it  had  been  the  diagnosis, 
the  case  would  not  have  been  as  interesting  as  it 
is  now.  What  else  could  this  lady  have  had? 

DR.  McGRUDER:  I am  not  sure,  but  there 
are  many  other  diagnoses  which  might  be  con- 
sidered. 

DR.  BYRD:  Okay,  now  I will  add  a few  little 
pertinent  pearls  into  the  protocol.  I think  a very 
significant  positive  statement  was  the  mention  of 
possible  radiation  induced  menopause.  This 
should  have  given  someone  a hint. 

DR.  FOSTER:  This  is  important  information 
since  unfortunately  many  years  ago  women 
received  x-ray  treatment  for  abnormal  bleeding 
problems.  This  should  serve  as  a key  statement. 
Also  what  about  trophoblastic  disease?  In  this 
age  group,  of  course,  it  would  be  embryonic 
origin  as  is  seen  in  men. 

DR.  BYRD:  One  other  bit  of  pertinent  in- 
formation is  the  character  of  the  lesion.  These 
lesions  characteristically  simulate  the  pregnant 
uterus.  Her  uterus  was  not  only  enlarged  but  it 
was  soft.  This  uterus  in  a lady  30  years  would 
be  considered  a pregnant  uterus  and  most  phy- 
sicians would  refuse  to  place  an  intrauterine 
device  in  such  a uterus. 

DR.  McGRUDER:  Something  that  wasn’t 

mentioned  in  the  protocol  is  that  this  lady  had 
no  chest  x-ray.  From  what  has  been  said  thus 
far,  my  diagnosis  would  be  uterine  sarcoma. 

DR.  FOSTER:  Dr.  McGruder  has  the  cor- 
rect diagnosis.  However,  this  woman  had  a rare 
form  of  uterine  sarcoma.  She  had  endometrial 
stromal  sarcoma. 

DR.  McGRUDER:  In  all  my  practice  I have 
only  seen  one  previous  case  of  endometrial 
sarcoma. 

DR.  FOSTER:  It  is  good  to  remember  there 
are  four  basic  sites  of  origin  of  sarcoma  in  the 
uterus:  (1)  in  the  myometrium,  (2)  in  the 

stroma  of  the  endometrium  as  in  this  case,  (3) 
in  myomas,  and  (4)  in  any  of  the  blood  vessels 
of  the  uterus. 

DR.  PHILLIP  A.  NICHOLAS:  When  the 
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HISTORY 

This  29-year-old  white  male  was  admitted  to  St. 
Thomas  Hospital  because  of  severe  dyspnea  and  hemop- 
tysis. He  had  been  known  to  have  congenital  heart 
disease  since  birth  and  on  three  previous  occasions  (the 
last,  one  year  ago)  had  undergone  cardiac  cathe- 
terization with  the  finding  of  a ventricular  septal  defect 
and  severe  pulmonary  hypertension.  Pulmonary  artery 
pressures  had  been  found  to  approach  systemic  levels 
and  during  exercise  systemic  arterial  desaturation  with 
mild  cyanosis  had  been  noted. 

Surgery  had  not  been  advised  and  he  was  considered 
to  represent  an  example  of  the  so-called  Eisenmenger 
syndrome.  (Large  ventricular  septal  defect  with  severe 
irreversible  pulmonary  hypertension).  His  electrocardio- 
gram (ECG)  is  dramatically  abnormal  and  is  illustrated 
in  Figure  1. 


Fig.  1 


DISCUSSION 

The  most  obvious  abnormality  involves  the 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37203. 


magnitude  and  direction  of  both  the  QRS  and 
P waves.  The  arm  leads  are  not  reversed  as 
might  be  suspected  by  analysis  of  standard  lead 
I and  he  does  not  have  situs  inversus  of  the 
abdominal  viscera.  Marked  rightward  deviation 
of  the  QRS  is  noted.  The  possibility  of  left 
posterior  hemiblock  as  a cause  of  the  right  axis 
deviation  (RAD)  is  remote  in  the  presence  of 
severe  chronic  pulmonary  hypertension.  The  de- 
gree of  right  axis  deviation  and  anterior  displace- 
ment of  the  QRS  vector  is  noteworthy.  It  should 
be  recalled  that  the  normal  newborn  ECG  is 
much  more  “right  ventricular”  than  after  enough 
time  has  elapsed  for  systemic  blood  pressure  to 
“mature”  the  ECG  toward  the  normal  left  ven- 
tricular dominated  pattern  of  the  adult. 

The  degree  of  right  ventricular  enlargement 
(RVE)  due  to  disease  acquired  after  normal 
“electrical  maturation”  of  the  ECG  is  not  usually 
as  remarkable  as  in  the  above  example.  Thus  the 
evidence  of  RVE  in  an  adult  with  mitral  stenosis 
might  be  RAD  without  a significant  anterior  QRS 
vector.  The  extreme  degree  of  RVE  evidenced  in 
the  ECG  of  the  above  patient  reflects  the  presence 
of  pulmonary  artery  pressures  approximating  or 
equal  to  systemic  pressures  since  infancy. 

The  P waves  in  this  patient  are  also  of  interest 
in  that  they  are  unusually  anterior,  inferior  and 
somewhat  rightward.  Although  rightward  direc- 
tion of  the  P wave  is  distinctly  unusual  as  a 
manifestation  of  uncomplicated  right  atrial  en- 
largement (RAE),  the  normal  position  of  the 
abdominal  viscera  minimizes  the  possibility  of 
atrial  inversion. 

Final  ECG  diagnosis : Severe  right  ventricular 
and  right  atrial  enlargement. 

Final  pathophysiologic  diagnosis : Ventricular 
septal  defect  with  severe  pulmonary  hypertension 
(Eisenmenger  syndrome). 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell.  M.D. 

Co-Directors 
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Hereditary  Spherocytosis 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  hereditary 
spherocytosis  in  need  of  splenectomy  for  a study  of  the  effects  of  hemolysis  on  hepatic 
function  being  conducted  by  the  National  Institute  of  Arthritis,  Metabolism,  and  Digestive 
Diseases’  Section  on  Diseases  of  the  Liver  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Patients  will  undergo  studies  of  bilirubin  production  and  other  aspects  of  hepatic  function. 
Following  these  baseline  studies  splenectomy  will  be  performed  when  clinically  indicated  for 
the  management  of  hemolysis.  Physiologic  studies  will  be  repeated  during  the  post-operative 
recovery  period. 

Physicians  interested  in  having  their  patients  considered  for  admission  to  this  study 
may  write  or  telephone:  Paul  D.  Berk.  M.D.,  Clinical  Center,  Room  4D-52,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland  20014.  Telephone:  (301)  496-1721. 


AUGUST,  1974 


667 


^ x-ray 
of  the  month 


Loculated  Pleural  Effusion 

(Answer  on  page  672.) 


Fig.  1 


Clinical  Presentation 

60-year-old  black  male  with  shortness  of  breath. 
Please  examine  the  roentgenogram  in  Figure  1.  The 
opacity  in  the  right  mid  lung  most  likely  represents: 

1 ) Bronchogenic  Carcinoma 

2)  Right  middle  lobe  atelectasis 

3)  Bronchial  adenoma 

4)  Pseudotumor 


Fig.  2 


From  the  Department  of  Radiology,  University  of  Tennessee  Medical  School  and  the 
Memphis  VA  Plospital,  Memphis.  Tenn.  38103. 


❖ ❖ ❖ 


Staff  Conference 

continued  from  page  666 

disease  originates  in  the  walls  of  blood  vessels, 
the  prognosis  is  poorest. 

MEDICAL  STUDENT:  Do  you  mean  in 

terms  of  years? 

DR.  NICHOLAS:  Yes. 

DR.  BYRD:  Within  two  years  nearly  all  such 
patients  are  dead. 

MEDICAL  STUDENT:  What  about  early 

diagnosis?  Would  that  have  helped  this  woman? 

DR.  FOSTER:  I don’t  know.  I do  not  believe 
this  would  affect  the  five  year  survival.  You  see, 
one  of  the  main  problems  in  . early  diagnosis  is 
that  it  is  difficult  to  accomplish  and  also  such 
sarcomas  are  highly  malignant. 


MEDICAL  STUDENT:  Do  all  uterine  carci- 
nomas bleed? 

DR.  NICHOLAS:  No,  those  in  the  myome- 
trium do  not  bleed  early. 

DR.  FOSTER:  Now  let  us  hear  about  treat- 
ment. 

DR.  BYRD:  The  fact  that  she  does  not  have 
distant  metastases  will  influence  what  we  do.  She 
should  have  a pelvic  sweep,  and  whether  or  not 
to  use  irradiation  postoperatively  is  a matter  of 
philosophy. 

DR.  NICHOLAS:  These  tumors  are  char- 

acteristically radioresistant  and  whatever  we  do 
the  prognosis  is  uniformally  poor.  However,  I 
certainly  agree  that  total  abdominal  hysterectomy 
with  removal  of  the  adnexa  as  well  as  postopera- 
tive irradiation  should  be  offered  this  woman. 
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Pseudoaldosteronism 

Pseudoaldosteronism  is  a familial  renal  dis- 
order characterized  by  hypertension  and  renal 
wastage  of  potassium  affecting  both  sexes  of 
successive  generations.  The  clinical  symptoms 
are  the  same  as  those  present  in  primary  al- 
dosteronism but  there  is  negligible  aldosterone 
secretion.  The  hypertension  and  hypokalemia 
respond  to  triamterene,  an  agent  which  inhibits 
renal  tubular  ion  transport  either  in  the  presence 
or  absence  of  aldosterone. 

CLINICAL  SYMPTOMS 

The  patients  with  pseudoaldosteronism  studied 
at  Vanderbilt  had  hypertension  and  hypokalemic 
alkalosis  but  had  aldosterone  secretory  rates  that 
were  actually  subnormal  when  on  normal  sodium 
diets  as  well  as  when  they  were  placed  on  low 
sodium  diets.  Correction  of  their  hypokalemia 
for  brief  periods  also  failed  to  elevate  their 
aldosterone  secretory  rates  to  normal.  Plasma 
renin  and  angiotensin  levels  were  also  suppressed 
to  very  low  values. 

Patients  with  pseudoaldosteronism  are  consid- 
ered not  to  have  an  excess  of  any  mineralocor- 
ticoid, since,  in  contrast  to  patients  with  min- 
eralocorticoid  excesses,  their  salivary  sodium- 
potassium  ratios  are  high;  their  electrolyte  excre- 
tion cannot  be  modified  by  treatment  with  adrenal 
inhibitors  or  mineralocorticoid  antagonists;  their 
urinary  steroids  are  either  within  normal  limits 
or,  in  the  case  of  aldosterone,  subnormal. 

When  placed  on  a low  potassium  diet,  the 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital.  Nashville,  Tenn.  37232. 


pseudoaldosteronism  patient  shows  limited  ability 
to  conserve  potassium. 

The  rationale  of  therapy  is  to  administer  an 
agent  that  will  promote  the  excretion  of  sodium 
and  the  conservation  of  potassium.  In  patients 
with  steroid  hypertension  these  objectives  can  be 
achieved  by  the  administration  of  amino- 
glutethimide  (which  inhibits  steroid  biosynthesis) 
or  by  the  administration  of  spironolactone  (which 
blocks  the  actions  of  mineralocorticoids) . Neither 
of  these  agents  is  effective  in  pseudoaldosteron- 
ism; one  would  not  expect  them  to  be  if  the 
primary  disorder  were  one  of  renal  tubular 
dysfunction  rather  than  one  of  mineralocorticoid 
excess.  Instead,  pseudoaldosteronism  is  treated 
with  triamterene,  a drug  which  acts  directly  on 
the  renal  tubule  to  promote  sodium  excretion  and 
potassium  conservation,  and  which  does  so  in  the 
absence  as  well  as  in  the  presence  of  mineralocor- 
ticoids. 

Patients  with  pseudoaldosteronism  have  been 
successfully  treated,  with  consistently  normal 
blood  pressures  and  consistently  normal  serum 
potassium  concentrations,  for  as  long  as  fourteen 
years,  using  triamterene  100  to  200  mg  daily. 
Before  treatment  became  available,  the  disorder 
was  known  to  result  in  early  death  from  such 
complications  of  hypertension  as  cerebral  hemor- 
rhage. 
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Birth  Control  Pills  Sometimes 
Add  to  Heart  Disease  Risk 

Birth  control  pills  and  the  estrogen  often  administered  to  women  following  the  menopause 
sometimes  cause  increases  in  cholesterol  and  other  fats  in  the  blood,  an  important  risk 
factor  leading  to  heart  disease,  says  a report  in  the  current  (Feb.  4)  issue  of  the  Journal  of 
the  American  Medical  Association. 

A research  group  from  the  University  of  California  at  Los  Angeles  reports  on  three  cases 
of  elevated  blood  fats  among  post-menopausal  women  on  estrogen  therapy  and  one  case  in 
a woman  receiving  oral  contraceptives.  In  all  cases  the  level  returned  to  normal  when  the 
medications  were  discontinued.  Each  of  the  patients  had  a mild  tendency  toward  high 
blood  fats  even  without  the  estrogens. 

Patients  with  a tendency  toward  elevated  blood  fats  probably  should  not  receive  estrogen 
therapy,  the  report  declares.  They  advised  that  women  receiving  oral  contraceptive  and  post- 
menopausal estrogen  therapy  should  be  checked  at  six-month  intervals  for  blood  fats  level. 
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NUTRITION  AND  ITS  ROLE 
IN  PREGNANCY 

Diets  for  pregnant  women  have  been  given 
special  attention  throughout  recorded  history. 
Some  foods  have  traditionally  been  restricted  or 
prohibited.  The  restrictions  seem  to  have  had 
strong  appeal  in  ancient  times,  but  remain  com- 
mon today  among  both  primitive  societies  and 
some  highly  developed  cultures  despite  a con- 
sistent lack  of  scientific  data. 

The  need  for  accurate  information  on  the 
nutritional  needs  of  pregnant  women  is  under- 
scored by  the  American  College  of  Obstetricians 
and  Gynecologists  in  their  “Policy  Statement  on 
Nutrition  and  Pregnancy”1  (December  1972): 

“A  woman’s  nutritional  status  before,  during, 
and  after  pregnancy  contributes  to  a sig- 
nificant degree  to  the  well  being  of  both 
herself  and  the  infant.  Therefore,  what  a 
woman  consumes  before  she  conceives  and 
while  she  carries  the  fetus  is  of  vital  im- 
portance to  the  health  of  succeeding 
generations.” 

A basic  concept  to  the  understanding  of  the 
role  of  nutrition  in  reproduction  is  that  preg- 
nancy is  a normal  state,  not  a pathological  one. 
Since  pregnancy  is  normal,  a pregnant  woman’s 
nutritional  status  and  her  diet  should  be  thought 
of  as  contributing  to  normal  processes  leading  to 
the  birth  of  a healthy,  full-term  baby;  they  should 
not  be  thought  of  as  a means  of  forestalling  pos- 
sible complications.2 

Nutrition  problems  which  may  require  the  at- 
tention of  physicians  caring  for  pregnant  women 
include  nutritional  supplementation,  caloric  in- 
take and  sodium  metabolism. 

NUTRITIONAL  SUPPLEMENTATION 

Vitamins  Other  than  Folic  Acid 

R.  M.  Pitkin  and  his  associates  in  their  “A 
Selective  Review  of  Clinical  Topics — Maternal 
Nutrition,”3  present  the  following  findings. 
Double  blind  studies  have  usually  failed  to  show 
that  vitamin  supplements  have  a beneficial  effect 
on  pregnancy  outcome.  Although  the  evidence 
does  not  indicate  that  vitamins  have  a positive 
effect,  neither  does  it  generally  note  that  there 
are  harmful  results.  Vitamin  D,  however,  is  a 


possible  exception.  There  is  evidence  that  sug- 
gests a relationship  between  maternal  hyper- 
vitaminosis  D and  the  development  of  severe 
infantile  hypercalcemia.  For  this  reason,  no  in- 
crease in  vitamin  D is  recommended  during 
pregnancy. 

The  most  potential  danger  of  routine  vitamin 
supplementation  during  pregnancy  is  that  it  may 
convey  a false  sense  of  security  regarding  nutri- 
tional status.  Vitamins  will  not  compensate  for 
poor  eating  habits. 

Iron  and  Folic  Acid 

In  a normal  pregnancy  maternal  erythropoiesis 
increases  at  the  very  time  that  appreciable  nutri- 
tional demands  already  exist — because  of  the 
nutrient  needs  of  the  fetus.  Therefore,  it  is  not 
surprising  that  anemia  is  a rather  common  com- 
plication of  pregnancy.  Normal  hematopoiesis 
takes  place  only  under  conditions  of  appropriate 
nutritional  intake.  For  example,  in  hemoglobin 
production  there  must  be  an  adequate  supply  of 
protein  to  furnish  essential  amino  acids;  there 
must  be  sufficient  calories  to  prevent  wasteful 
catabolism  of  these  amino  acids.  Folic  acid,  vita- 
min B 12  and  several  other  vitamins  are  also 
needed  for  this  process,  because  they  serve  as 
cofactors  in  the  synthesis  of  heme  and  globin. 
Iron  and  other  metals,  including  copper  and  zinc, 
must  also  be  available. 

If  iron  is  readily  available,  the  iron  utilization 
in  a pregnancy  with  a single  fetus  amounts  to 
about  800  mg;  multiple  fetuses  require  more.  If 
this  amount  is  spread  over  the  last  half  of  preg- 
nancy, when  virtually  all  the  placental  transfer  to 
the  fetus  takes  over,  the  iron  needed  for  preg- 
nancy totals  nearly  6 mg  per  day.  To  this  amount 
0.5- 1.0  mg  must  be  added  to  cover  daily  losses 
of  iron  through  the  gut,  the  urinary  tract  and  the 
skin.2  This  relatively  large  amount  of  iron  might 
be  obtained  from  the  following  sources: 

1.  Maternal  iron  stores.  Maternal  iron  is  avail- 
able, but  frequently  in  amounts  insufficient 
for  demand.  Iron  stores  in  young  healthy 
American  women  have  been  found  to  aver- 
age about  300  mg.4  In  addition,  many 
women  enter  pregnancy  with  no  iron  stores, 
possibly  as  a result  of  multiple  pregnancies 
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or  menstrual  blood  loss. 

2.  Food.  Food  rarely  provides  enough  iron  in 
order  to  allow  6-7  mg  to  be  absorbed  per 
day.  The  usual  diet  of  pregnant  women 
contains  10  to  15  mg  of  iron  daily,  of  which 
only  10  to  20  percent  (1  to  3 mg)  is 
absorbed. 

3.  Supplementation.  A simple  ferrous  salt 
taken  during  pregnancy  will  furnish  suffi- 
cient iron  to  both  mother  and  fetus. 

Frequent  findings,  especially  in  deprived  pop- 
ulations, of  biochemical  and  cytologic  changes 
which  suggest  maternal  folate  deficiency  have 
resulted  in  the  trend  toward  routine  folic  supple- 
mentation during  pregnancy.  The  benefits  of 
widespread  folic  acid  supplementation  during 
pregnancy  have  not  been  determined,  but  it  will 
eradicate  megaloblastic  anemia  due  to  folate 
deficiency.  The  only  recognized  danger  from 
daily  ingestion  of  folic  acid  during  pregnancy  is 
its  potential  for  masking  the  symptoms  of 
Addisonian  pernicious  anemia.  This  risk  seems 
small  in  view  of  the  low  incidence  of  Addisonian 
pernicious  anemia  in  the  reproductive  years  and 
the  unlikelihood  that  a daily  dose  of  between 
200-400  fxg  would  mask  neurologic  complica- 
tions.3 

CALORIC  INTAKE 

After  publication  of  Maternal  Nutrition  and  the 
Course  of  Pregnancy2  by  the  National  Academy 
of  Sciences  in  1970,  many  physicians  began  to 
re-evaluate  the  practice  of  severely  restricting 
weight  gain  during  pregnancy.  Recently  studies 
have  linked  excessive  weight  restrictions  to  in- 
creased incidence  of  low  weight  infants.  As  a 
result,  the  1972  Policy  Statement  of  American 
College  of  Obstetricians  and  Gynecologists1  states 
that  (1)  caloric  intake  approximately  10  percent 
above  nonpregnant  requirements  is  advisable, 
and  (2)  weight  gain  during  pregnancy  should  not 
be  restricted  unduly,  nor  should  weight  reduction 
normally  be  attempted.  The  average  weight  gain 
in  normal  pregnancy  is  10  to  12  kg  (22  to  27 
lbs). 

Most  interest  with  respect  to  excessive  weight 
gain  has  been  in  relation  to  its  suspected  rela- 
tionship to  toxemia  of  pregnancy.  The  concept 
that  limiting  weight  gain  during  pregnancy  by 
caloric  restriction  protects  against  toxemia  was 
derived  from  the  reduction  in  the  incidence  of 
eclampsia  in  Europe  during  World  War  II.  Be- 
cause the  war  brought  about  a scarcity  of  food, 
pregnant  women  gained  less,  and  it  was  con- 


cluded without  further  study  that  the  restricted 
diet  was  protective.  During  the  1920s  and  1930s 
caloric  restrictions  intended  to  limit  weight  gain 
were  widely  advocated  in  the  United  States  as  a 
means  of  preventing  toxemia  and  other  complica- 
tions. The  practice  found  its  way  into  textbooks 
and  until  recently  had  been  widely  adopted  by 
the  medical  profession. 

To  be  sure,  some  retrospective  studies  indi- 
cated a relationship  between  excessive  weight 
gain  and  toxemia  (and  other  complications  of 
pregnancy),  but  these  studies  have  generally 
failed  to  distinguish  between  actual  tissue  ac- 
cumulation and  extracellular  fluid  retention.  Re- 
cent studies  have  failed  to  show  a relationship 
between  excessive  weight  gain,  on  the  basis  of 
fat  accumulation,  and  toxemia  of  pregnancy. 
Likewise,  the  hypothesis  that  excessive  weight 
gain  predisposes  to  a number  of  other  obstetric 
complications,  such  as  abortion  and  postpartum 
hemorrhage,  seems  to  have  little  supportive  evi- 
dence. Although  it  is  a fact  that  a larger  weight 
gain  in  pregnancy  will  usually  be  associated  with 
a larger  infant,  the  increase  in  the  infant’s  weight 
usually  is  not  great  enough  to  cause  mechanical 
difficulties  during  delivery.  Even  if  it  were,  limit- 
ing maternal  weight  gain  for  the  sole  purpose  of 
limiting  fetal  size  hardly  seems  acceptable,  in 
view  of  modern  obstetric  concepts. 

SODIUM  METABOLISM 

Two  reports  from  Washington  have  aroused  the 
concern  of  many  practicing  physicians,  since  the 
reports  question  a long  established  doctrine.  A 
recommendation  in  the  report  of  the  White  House 
Conference  on  Food,  Nutrition  and  Health5 
states:  “The  wisdom  of  restricting  sodium  and 

administering  diuretics  during  the  course  of 
normal  pregnancy  must  be  questioned  and  the 
practice  examined  critically.”  The  second  state- 
ment appearing  in  the  National  Academy  of 
Sciences  report  on  Maternal  Nutrition  and  the 
Course  of  Pregnancy2  indicates  that  “the  matter 
of  salt  restriction  requires  reassessment”  and 
that  “the  practice  of  routinely  restricting  sodium 
intake,  and  at  the  same  time  prescribing  diuretics 
is  potentially  dangerous.” 

Pike’s6  experiments  with  rats  indicate  that  the 
requirement  for  sodium  is  greatly  increased  dur- 
ing pregnancy,  and  this  may  also  be  true  in 
human  beings.  Studies  such  as  these  have  led  to 
the  Policy  Statement  on  Nutrition  and  Preg- 
nancy,1 which  includes:  “Essential  nutritional 

elements  (such  as  sodium)  should  not  be  re- 
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stricted  during  normal  pregnancy.” 

The  time  for  reappraisal  of  the  role  of  sodium 
intake  during  pregnancy  is  long  overdue.  It  has 
become  apparent  that  dietary  sodium  limitation 
is  difficult  to  justify  on  the  basis  of  either  labora- 
tory animal  or  clinical  evidence  and,  indeed,  may 
upset  the  balanced  biochemical  and  physiologic 
adjustments  normally  associated  with  increased 
nutrient  requirements  during  pregnancy.7 

SUMMARY 

The  renewed  interest  in  nutrition  during  the 
prenatal  period  has  resulted  in  changes  in  some 
widely  accepted  obstetric  practices.  Current 
recommendations  are: 

1.  Vitamin  and  mineral  supplements  should 
not  be  considered  a substitute  for  sound 
nutrition. 

2.  A simple  ferrous  salt  is  recommended  dur- 
ing pregnancy  to  furnish  sufficient  iron  to 
both  mother  and  fetus. 

3.  A folic  acid  (200  to  400  ^g)  daily  sup- 
plementation is  recommended  as  prophy- 
laxis against  megaloblastic  anemia. 

4.  There  is  no  evidence  that  prescribed  caloric 

* 

(Answers  to  X-Ray  of  the  Month  from  page  668.) 

Pseudotumor  caused  by  loculated  pleural  fluid. 

Note  in  Figure  2 that  the  opacity  has  disap- 
peared and  that  this  chest  film  was  exposed  only 
3 days  following  the  one  in  Figure  1.  This  patient 
had  been  in  congestive  heart  failure.  Digitaliza- 
tion compensated  it  and  the  “tumor”  disappeared 
when  the  pleural  fluid  absorbed.  Note  also  de- 
crease in  heart  size  and  pulmonary  congestion. 

Pleural  fluid  may  become  loculated  anywhere 
in  the  pleural  space,  either  between  parietal  and 
visceral  pleural  over  the  periphery  of  the  lung 
or  between  visceral  layers  in  the  interlobar 
septaV2’4  Encapsulation  is  caused  by  adhesions 
between  contiguous  pleural  surfaces  and  tends  to 
occur  during  or  following  episodes  of  pleuritis 
such  as  pyothorax  or  hemothorax.3  A potential 
space  often  remains  between  2 layers  of  pleura 
in  which  fluid  may  accumulate.  Loculated  inter- 
lobar effusions  are  most  commonly  caused  by 
congestive  heart  failure  and  may  be  transient, 
reappearing  in  the  same  or  different  locations 
during  recurrent  bouts  of  failure.  These  effusions 
produce  pseudotumors  which  are  usually  elliptical 
with  convex  borders  and  with  extremities  that 
blend  imperceptibly  with  the  interlobar  fissure. 

These  pseudotumors  often  simulate  masses  and 
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restriction  in  pregnancy  has  any  effect  on 
the  incidence  of  toxemia  and  no  evidence 
that  women  who  gain  excessively  in  fatty 
tissue  are  more  likely  to  develop  toxemia 
than  women  who  do  not. 

5.  Sodium  restrictions  are  contraindicated  dur- 
ing normal  pregnancy. 
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have  been  operated  on.  If  in  the  lateral  view,  the 
long  axis  of  the  opacity  conforms  to  the  position 
of  the  distended  fissure  and  the  tapering  ex- 
tremities fade  into  the  fissure,  however,  a diag- 
nosis of  pseudotumor  should  be  suspected. 
Further  supportive  evidence  is  an  enlarged  heart 
and  pulmonary  venous  congestion.  Confirmation 
is  obtained  if  the  “mass”  disappears  with  com- 
pensation of  the  congestive  heart  failure.  In 
Right  Middle  Lobe  Collapse,  at  least  one  border 
of  the  opacity  is  concave  or  straight,  whereas  in 
interlobar  effusion  both  margins  are  usually 
convex.  True  mass  lesions  such  as  bronchiogenic 
carcinomas  and  bronchial  adenomas  do  not 
disappear. 

Jack  C.  Clark,  M.D. 

Stephen  L.  Gammill,  M.D. 

REFERENCES 

1.  Feldman,  DJ:  Localized  Interlobar  Effusion  in 

Heart  Failure.  JAMA,  146:1408,  1951. 

2.  Felson,  B:  Chest  Roentgenology.  Philadelphia, 

W.  B.  Saunders  Company,  1973,  p 360-365. 

3.  Fraser,  RG,  and  Pare,  JA:  Diagnosis  of  Diseases 
of  the  Chest.  Vol.  I,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1970. 

4.  Storey,  CF:  Encapsulated  Pleural  Effusion  Sim- 
ulating Mediastinal  Tumor:  Report  of  Two  Cases. 

Radiology,  58:408,  1952. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


laboratory 

medicine 


Blood  Group  Analysis  and  Pregnancy 

One  of  the  most  significant  medical  milestones 
of  this  century  was  the  simultaneous  discovery  of 
the  Rhesus  blood  group  system  and  the  elucida- 
tion of  erythroblastosis  fetalis  in  1940. 

Although  fetomaternal  blood  group  incom- 
patibility may  be  due  to  any  of  the  many  hun- 
dreds of  blood  group  antigens,  the  most  common 
and  clinically  significant  factor  involved  is  the 
Rhesus  antigen  Rh0(D). 

In  spite  of  the  fact  that  the  etiology,  pathology, 
therapy,  and  prophylaxis  of  Rh  isoimmunization 
has  been  clearly  defined,  there  is  no  doubt  that 
erythroblastosis  fetalis  will  continue  to  claim 
many  infants  each  year. 

The  introduction  of  Rh  immune  globulin  for 
the  prevention  of  isoimmunization  focused  atten- 
tion on  the  problem  and  in  many  instances 
publicity  has  created  concern  on  the  part  of 
expectant  parents.  A significant  number  of 
expectant  mothers  are  subjected  to  unnecessary 
mental  anguish  when  they  are  told  they  are  Rh 
negative,  simply  because  the  husband’s  Rh  type 
is  not  determined.  Fifteen  to  seventeen  percent 
of  Rh  negative  females  are  mated  to  Rh  negative 
males.  Identification  of  such  matings  immedi- 
ately eliminates  mental  morbidity  on  the  part  of 
both  prospective  parents. 

Much  prognostic  information  can  be  gained 
from  a complete  blood  group  analysis  of  the 
prospective  mother  and  father.  Some  assurance 
may  be  gained  by  identification  of  the  antigenic 
differences  in  the  two  individuals  that  are  known 
to  be  associated  with  a decreased  incidence  of 
isoimmunization.  The  factors  include  the  ABO 
blood  groups  and  the  specific  Rhesus  factors 
possessed  by  each  prospective  parent.  Although 
the  antigen  Rh0(D)  is  known  to  cause  90  per- 
cent of  the  cases  of  erythroblastosis,  the  other 
Rhesus  factors  c(hr'),  C(rh'),  E(rh"),  and 
e(hr")  may  also  cause  the  disease.  The  partic- 
ular combination  of  antigens  possessed  by  the 
prospective  father  may  give  some  identification 
of  zygosity  for  the  D antigen.  For  example,  a male 
who  has  the  phenotype  CcDee  has  a 94  percent 
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chance  of  being  heterozygous  for  the  D antigen. 
In  contrast,  a male  whose  phenotype  is  CCDee 
has  only  a 4 percent  chance  of  being  heterozygous 
for  the  D antigen. 

The  complete  blood  group  analysis  affords  not 
only  prognostic  information  regarding  potential 
catastrophic  fetomaternal  incompatibility  but  also 
provides  clues  to  the  identification  of  unexpected 
maternal  antibodies  detected  during  emergency 
compatibility  testing.  Antibodies  present  in  ma- 
ternal serum,  unassociated  with  clinically  sig- 
nificant disease  in  the  newborn,  include  those 
directed  at  Rhesus  factors  other  than  the  D 
antigen. 

Another  significant  factor  to  be  considered  is 
the  antigen  Dr.  In  a recent  study  on  1200  mated 
couples,  1 .5  percent  of  the  women  previously 
classified  as  Rh  negative  were  found  to  be 
Rho(Dl  ) positive.  In  most  instances,  there  is  no 
fetomaternal  incompatibility  between  a Dr  posi- 
tive mother  and  a D positive  infant  and  therefore 
the  D'  mother  has  no  need  to  be  concerned. 
Recent  studies,  however,  indicate  the  possibility 
of  mosaic  differences  between  a normal  D positive 
infant  and  a D1  positive  mother.  This  has  not 
been  completely  elucidated  at  this  time. 

Maternal  sensitization  to  Rh  incompatible  cells 
may  occur  in  conditions  other  than  term  delivery, 
including  therapeutic  and  pathologic  abortion, 
ectopic  pregnancy,  and  unrecognized  massive 
fetomaternal  bleed. 

The  laboratory  can  be  of  invaluable  assistance 
in  cases  where  there  is  coexistent  ABO  and  Rh 
incompatibility.  A positive  direct  Coombs  test 
on  an  infant’s  cells  associated  with  a negative 
antibody  screen  on  the  maternal  serum  quite  fre- 
quently is  due  to  ABO  incompatibility.  An  eluate 
made  from  the  infant’s  cells  will  clearly  demon- 
strate the  lack  of  Rhesus  antibodies.  In  such 
instances,  the  mother  should  be  given  Rh  immune 
globulin. 

We  can  expect  new  developments  and  refine- 
ments in  the  criteria  for  the  use  of  Rh  immune 
globulin,  including  specific  dosage  based  on  cal- 
culated fetomaternal  hemorrhage.  For  the  pres- 
ent, however,  we  should  adhere  to  the  published 
criteria  for  the  use  of  Rh  immune  globulin.  It  is 
important  to  remember  that  in  pretransfusion 
studies,  Rh  testing  is  preventive;  but  in  obstetrics, 
it  is  not  only  preventive  but  prognostic  and  should 
be  performed  on  both  the  prospective  mother  and 
father. 

Hugh  C.  Moore,  M.D. 
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Nuclear  Cardiology 

In  the  last  few  years  the  application  of  radio- 
nuclides to  the  study  of  cardiac  function  has  been 
so  explosive  that  we  are  virtually  witnessing  the 
birth  of  a new  field:  nuclear  cardiology.  In 

nuclear  cardiology  there  are  three  general  areas 
of  development: 

1.  The  study  of  infarcted  myocardium  with 
technetium  complexes. 

2.  The  study  of  viable  and  ischemic  myocar- 
dium with  potassium  analoges  and  fatty 
acids. 

3.  The  study  of  pump  function  with  intravas- 
cular tracers. 

In  this  first  of  a three  part  series,  we  will 
consider  the  use  of  tracers  that  image  infarcted 
myocardium. 

When  a myocardial  infarction  occurs  and 
muscle  fibers  become  non-viable,  the  cristae 
within  mitochondria  disappear  and  crystals  form. 
These  crystals  are  thought  to  be  hydroxyapatite 
crystals  like  those  formed  in  bone,  since  they 
absorb  calcium  and  phosphorous  compounds. 
Bearing  this  in  mind,  Bonte  used  technetium 
pyrophosphate  to  achieve  very  acceptable  “hot 
spot”  images  of  infarcted  myocardium  in  experi- 
mentally induced  infarcts  in  dogs  as  well  as  in 
humans  with  myocardial  infarctions.  The  tech- 
netium 99m  pyrophosphate  “hot  spot”  images 
can  first  be  appreciated  about  twelve  hours  post 
infarction,  reach  a peak  concentration  in  the 
infarct  in  one-to-two  days,  and  become  very 
difficult  to  demonstrate  six-to-seven  days  post 
infarction.  The  optimum  imaging  time  is  30-to- 
60  minutes  post  injection,  approximately  2 hours 
earlier  than  the  optimal  time  of  localization  of 
this  agent  in  bone.  This  agent  achieves  an  in- 
farct to  normal  myocardium  ratio  of  10-1,  which 
is  adequate  for  imaging  and  slightly  better  than 
the  ratios  obtained  with  technetium  polyphos- 
phate and  technetium  diphosphonate. 

Since  the  technetium  pyrophosphate  has  al- 
ready been  approved  for  bone  scanning  and  since 
the  absence  of  adverse  reaction  with  very  large 
doses  attests  to  its  safety,  this  agent  will  probably 
be  given  early  approval  for  this  type  of  study  by 

From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 
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the  Food  and  Drug  Administration. 

Two  problems  are  attendant  with  the  use  of 
technetium  phosphate  compounds: 

1.  Only  muscle  that  is  irreversibly  infarcted  is 
imaged,  and  not  ischemic  muscle  that  will 
recover. 

2.  Occasionally  the  ribs  and  sternum  which 
overlie  an  area  of  infarction  may  concen- 
trate so  much  technetium  pyrophosphate 
that  it  would  be  difficult  to  image  the 
underlying  infarction  unless  subtraction 
techniques  (usually  employing  a computer) 
are  applied. 

Chelates  such  as  technetium  tetracycline  and 
technetium  glucoheptonate,  as  well  as  gallium 
67  citrate,  will  also  localize  in  the  infarcted 
muscle.  The  mechanism  of  localization  has  not 
been  clearly  identified.  Technetium  tetracycline 
is  thought  to  localize  in  intracellular  organelles 
(nuclear  chromatin  and  ribosomes)  in  ischemic 
muscle  which  may  or  may  not  be  irreversibly 
damaged.  It  apparently  does  not  localize  in  old 
fibrous  scars.  Technetium  glucoheptonate  local- 
ization in  infarcted  muscle  is  not  understood.  It 
was  originally  thought  that  the  glucoheptonate 
behaved  as  glucose  does  but  this  is  now  known  to 
be  incorrect.  Gallium  citrate  goes  to  white  cells 
which  concentrate  in  an  area  of  infarction,  and 
is  non-specific  in  its  method  of  localization.  These 
agents  concentrate  best  in  an  infarction  that  is 
two  days  old  and  show  maximum  concentration 
24  hours  after  injection. 

The  clinical  value  of  these  agents  is  somewhat 
diminished  when  compared  with  technetium 
pyrophosphate  because: 

1.  The  pharmaceutical  preparation  is  more 
difficult  than  that  of  pyrophosphate  (partic- 
ularly tetracycline). 

2.  The  24  hour  delay  between  the  time  of 
injection  and  the  time  of  scanning  is  clin- 
ically undesirable. 

On  the  other  hand,  localization  of  these  agents 
in  damaged  muscle  that  may  be  able  to  recover, 
as  well  as  in  totally  infarcted  muscle  that  can  no 
longer  recover,  may  make  interpretation  of  the 
images  more  difficult  but  also  more  valuable  than 
images  made  with  technetium  pyrophosphate.  At 

continued,  on  page  676 
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from  (he  regional  medical 
programs 


On  July  1,  1974  the  Tennessee  Mid-South 
Regional  Medical  Program  was  awarded 
$2,027,636  for  the  support  of  health  care  projects 
throughout  the  region.  This  money  became  avail- 
able as  a result  of  a successful  civil  suit  filed 
against  the  Administration  for  the  release  of  im- 
pounded funds. 

Dr.  Richard  O.  Cannon,  Program  Director, 
stated  that  the  following  projects  were  approved 
by  the  Regional  Advisory  Group  for  funding: 

Rural  Student  Health  Coalition — Center  for  Health 
Services,  Vanderbilt  students  will  conduct  health  fairs 
in  the  East  Tennessee  Mountains.  $49,505. 

Student  Apprenticeship  in  Family  and  Community 
Health — Meharry  Medical  College  students  will  work 
on  projects  emphasizing  community  medicine.  $15,800. 

Hypertension  Follow-up  Program — Alton  Park  Com- 
munity Center,  Chattanooga.  $90,650. 

Southeast  Health  Services  Education  Program — South- 
east AHEC,  Chattanooga.  $115,978. 

Mid-East  Health  Services  Education  Program — U.T. 
AHEC,  Knoxville.  $20,512. 

Coordinated  Pediatric  Education  Service  System — U.T. 
Memorial  Research  Center  and  Hospital,  Knoxville. 
Services  for  high-risk  neonates.  $125,330. 

Regionalization  of  High  Risk  New  Born  Care — Van- 
derbilt. High-risk  newborns  will  be  transported  to 
Vanderbilt  from  outlying  areas,  and  training  will  be 
provided  for  professionals.  $147,305. 

Cayce  Homes  Community  Clinic — Nashville.  $85,540. 

Nurse  Clinician  Projects — Cleveland.  Primary  Care 
will  be  provided  in  Bradley  and  Polk  Counties. 
$14,900. 

High  Risk  Obstetrics — Vanderbilt.  Quality  care  will 
be  provided  for  high-risk  pregnancies  in  outlying 
areas.  $37,382. 

Upper-East  Tenn.  EMS  System — Johnson  City,  Telem- 
etery  in  coronary  care  will  be  tested  in  one  hospital 
as  part  of  the  total  EMS  system.  $23,655. 

Wynn-Habersham  Clinic — United  Health  Services  of 
Tenn.  and  Kentucky.  Primary  health  care  services 
to  the  rural,  medically-underserved.  $33,026. 

Tenn.-Appalachian  Nurse  Midwifery  Project — Kings- 
port. Nurse-midwives  provide  pre-natal,  maternity 
and  post  natal  care  to  the  medically  underserved. 
$22,176. 

Organ  Donor  Education  Program — Kidney  Founda- 
tion, Nashville.  $53,119. 

Public  Health  Education — Vanderbilt.  An  attempt  to 


improve  teaching  of  health  in  public  schools. 
$50,960. 

Chronic  Kidney  Disease  Patient  Care  System — Van- 
derbilt. $118,803. 

Hypertension.  Screening — Chattanooga  Area  Heart 
Association.  $11,400. 

Cost  Reduction  of  Health  Services — South  Central 
CHP,  Columbia.  $23,677. 

Regional  Dental  Project — Health  Department,  John- 
son City.  A mobile  dental  van  for  isolated  rural 
areas.  $49,400. 

Meigs  County  Primary  Care  Project — Decatur. 
$78,039. 

Primary  Care  Program  for  Stoney  Fork,  Tenn. — 
$12,179. 

Public  Health  Mobile  Clinic  Services — Clarksville. 
$5,006. 

“Life  Adjustment”  Services  for  the  Cancer  Patient — 
E.  Tenn.  Cancer  Research  Ctr.,  Knoxville.  A plan 
will  be  developed  to  help  cancer  patients  meet  their 
physical  and  emotional  needs.  $27,674. 

Planning  for  Lung  Cancer  Detection — E.  Tenn.  Can- 
cer Research  Ctr.,  Knoxville.  $50,118. 

Hypertension  Management  Center — Knoxville  Neigh- 
borhood Health  Services.  $68,263. 

Pneumoconiosis  Surveillance  & Management  Program- 
13.  T.  Chest  Disease  Hospital,  Knoxville.  $40,368. 

Venereal  Disease  Information  Center — Nashville. 
$19,579. 

Southeast  Tenn.  Rehabilitation  Therapy  Program — 
Chattanooga.  $52,619. 

Upper-East  Tenn.  Dialysis  Project — Johnson  City. 
$24,415. 

Tenn.  Hospital  Engineering  & Safety  Program — Nash- 
ville. The  services  of  a qualified  maintenance  engi- 
neer will  be  provided  to  small  hospitals  on  a shared 
basis.  $35,910. 

RAP  House  Community  Clinic — Nashville.  $66,432. 

Training  of  Nurse  Practitioners  for  Chronic  Care — 
Central  State  Psychiatric  Hospital,  Nashville.  $86,611. 

Career  Ladders  for  Allied  Health  Personnel — Aquinas 
Jr.  College,  Nashville.  Allied  health  personnel  in 
small  hospitals  will  improve  their  skills  by  earning 
A.D.  degrees.  $23,423. 

Dental  Auxiliary  Modular  Educational  Program — - 
Chattanooga  State  Technical  Community  College. 
$47,500. 

According  to  Dr.  Cannon,  these  projects  will 
be  supported  through  June  30,  1975. 
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of  mental  health 


Commitment  procedures  to  Mental  Health 
Treatment  facilities  were  amended  by  Acts  of  the 
88th  General  Assembly  in  its  second  session.  The 
amendments  were  made  to  simplify  the  law  and 
to  put  into  written  law  rulings  that  the  Court 
had  established  in  common  law  or  case  law. 

Previously  the  only  access  to  a treatment  re- 
source for  a drug  abuser  or  an  alcoholic  was 
through  a court  having  jurisdiction  over  mis- 
demeanors. The  1974  General  Assembly 
amended  Title  33,  Chapter  800, 1 et  seq.  so  that 
all  mentally  ill  persons  (the  statutory  definition 
includes  alcoholics  and  drug  abusers)  who  have 
no  criminal  charges  or  convictions  against  them 
can  have  the  same  commitment  procedures. 

Commitment  of  drug  abusers  or  alcoholics  who 
are  not  convicted  or  charged  with  a misdemeanor 
or  felony  now  fall  into  four  categories  as  do  any 
other  commitments  for  mental  illness.  Patients 
who  come  voluntarily  seeking  treatment  may  now 
apply  directly  to  the  superintendent  or  director  of 
the  treatment  resource.  If  there  are  available 
beds,  the  patient  will  be  admitted.  Upon  written 
request  to  the  superintendent  or  director,  he  may 
be  released  within  forty-eight  hours  of  the  receipt 
of  his  request. 

The  second  category  deals  with  individuals 
who  are  brought  by  a concerned  friend,  guardian, 
or  relative.  This  individual  may  be  brought  di- 
rectly to  the  superintendent.  For  admission  the 
petitioning  party  should  have  a certification  of 
two  physicians  who  have  examined  the  individual 
within  the  past  three  days,  which  certifies  to  the 
individual’s  need  for  evaluation  of  his  symptoms 
of  mental  illness  and/or  the  need  for  treatment. 
Though  the  individual  does  not  directly  request 


1 Public  Chapter  802  (1974) 


Nuclear  Medicine 

continued  from  page  674 

the  present  time  there  is  no  large  clinical  series 
of  human  myocardial  infarction  studies  with  both 
the  pyrophosphate  and  technetium  tetracycline  to 
compare  the  accuracy  of  these  agents.  Regard- 
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treatment,  he  must  not  object  to  treatment.  He, 
too,  is  entitled  to  release  at  his  written  request 
or  the  written  request  of  relative  or  friend  and, 
for  this  type  of  admission,  seventy-two  hours  may 
lapse  between  request  and  discharge.  The  super- 
intendent may  deem  it  advisable  to  refuse,  and 
in  that  instance  a judicial  hearing  must  follow. 

A third  admission  procedure  is  provided  for  a 
patient  who  is  dangerous  to  self  or  others.  This 
procedure  is  initiated  by  an  arresting  officer  or 
any  practicing  physician  who  considers  the  in- 
dividual in  need  of  hospitalization  and  treatment 
and  therefore  takes  the  individual  into  custody, 
without  an  arrest  warrant.  Secondly,  the  patient 
is  required  to  be  examined  by  two  physicians, 
and  then  the  county  judge  of  the  county  of  the 
patient’s  residence  must  have  immediate  notifica- 
tion of  the  allegations  against  the  patient.  The 
judge  may  select  one  of  three  options:  He  may 
order  immediate  release  of  the  individual,  order 
the  individual  held  at  the  treatment  resource 
pending  a hearing,  or  he  may  order  the  patient 
hospitalized. 

The  fourth  procedure  is  the  judicial  hospitaliza- 
tion by  which  a relative,  friend,  or  guardian,  can 
by  court  proceedings,  commit  an  individual  who 
needs  treatment  and  is  not  able  to  recognize  the 
need. 

The  foregoing  are  identical  with  the  provisions 
that  have  existed  since  1965  for  the  care  of 
mentally  ill  persons,  and  the  statutes  do  now  what 
the  definition  for  mental  illness  sought  to  do 
when  it  was  written  to  include  alcoholism  and 
drug  abuse. 

Alcoholics  and  drug  abusers  who  have  gone 
contra  to  the  law  are  under  different  admission 
procedures,  and  they  will  be  discussed  next 
month. 


less  of  which  radiopharmaceutical  agent  gains 
major  acceptance,  we  will  certainly  see  the  de- 
velopment of  small  portable  gamma  cameras  as 
well  as  improved  methods  of  evaluating  myo- 
cardial infarction. 

Robert  L.  Bell,  M.D.,  Director 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Glu  /elf-evaluation  quiz 


THE  COOPER  REVIEW 

Answer  true  or  false  unless  otherwise  indicated 

(Answers  found  beginning  on  page  697.) 

1.  A previously  healthy  49-year-old  man  describes  a single  “spell”  which  occurred  several  days 
previously.  At  that  time  he  noted  the  abrupt  onset  of  marked  weakness  and  clumsiness  of  his 
right  arm  and  hand,  a strange  feeling  of  lightheadness,  and  difficulty  speaking  properly.  All  of 
these  complaints  subsided  in  a half  hour  and  have  not  recurred.  The  most  likely  diagnosis  is: 

a.  Focal  seizure 

b.  Multiple  Sclerosis 

c.  Transient  cerebral  ischemic  attack 

d.  Hysterical  paralysis 

The  proper  course  of  management  at  this  point  should  be: 

a.  Simple  reassurance 

b.  Anticonvulsant  medication 

c.  A vasodilator  drug 

d.  Complete  physical  exam  and  further  study 

e.  Anticoagulant  therapy 

2.  With  regard  to  cardiac  papillary  muscle  dysfunction,  the  following  statements  are  true  or  false: 

a.  There  is  usually  significant  mitral  regurgitation. 

b.  The  apical  systolic  murmur  is  rarely  associated  with  a thrill. 

c.  Mid-systolic  clicks  are  frequent. 

d.  The  murmur  may  be  sometimes  confused  with  that  of  aortic  stenosis. 

3.  The  first  symptom  of  the  presence  of  a chromophobe  adenoma  of  the  pituitary  gland  is  usually: 

1.  A lowered  metabolic  rate. 

2.  A depression  in  sexual  function. 

3.  Symptoms  of  diabetes  insipidus. 

4.  Headache. 

5.  Moderate  obesity. 

4.  A 74-year-old  man  presents  to  your  office  with  a chief  complaint  of  pain  and  stiffness  of  his 
neck,  shoulders  and  hip  regions.  He  states  that  he  has  been  told  he  has  osteoarthritis  and  treated 
by  another  physician  with  Indocin,  without  real  relief.  On  physical  examination  there  is  really  no 
tenderness  to  palpation  of  any  of  his  muscles  or  joints,  and  there  is  no  limitation  of  motion.  You 
are  suspicious  that  the  patient  may  indeed  be  suffering  from  polymyalgia  rheumatica.  Which  of  the 
following  lab  tests  would  help  to  insure  this  diagnosis? 

1.  Rheumatoid  factor 

2.  Antinuclear  antibody  by  the  immunoffuorescent  technique. 

3.  X-rays  of  the  cervical  spine,  hips  and  shoulders 

4.  Westergren  sed.  rate 

5.  Uric  acid 


^Published  by  the  Dept,  of  Medical  Education,  the  Cooper  Hospital,  Camden,  N.J.,  Sherman  Garrison,  M.D., 
Director.  Reprinted  by  permission. 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


HERE 


Sutures 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 

€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).:;;Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vz 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


from  (he 
executive 

director 

J.  E.  BALLENTINE 


mSDICM  DIGEST 

NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


TENNESSEE  FOUNDATION  FOR  MEDICAL  CARE  RECEIVES  OPERATIONAL  CONTRACT 

. . . The  operational  budget  for  implementation  of  PSRO,  funded  by  the 
Federal  Government  for  the  next  eighteen  months,  has  been  approved. 

The  amount  is  $1.6  million  for  the  Tennessee  Foundation  to  implement  peer 
review,  required  by  Federal  law,  for  83  counties  in  PSRO  Area  II  of 
Tennessee  • . • The  contract  was  made  by  the  U.S.  Department  of  Health, 
Education  and  Welfare  . . . Generally,  the  Foundation  in  keeping  with 
the  Federal  law,  will  review  what  happens  to  each  Federally-subsidized 
patient  once  he  is  admitted  to  a hospital  ...  A "physician  advisor"  in 
each  hospital  will  deal  with  the  question  of  medical  treatment.  A panel 
of  physicians  will  be  named  to  resolve  cases  where  the  patient's  attend- 
ing physician  disputes  the  opinion  of  the  advisor.  Physicians  will 
control  the  quality  of  care  for  the  Federal  program  ...  It  makes  the 
physician  responsible  for  the  quality  of  care,  and  puts  him  in  the 
position  of  certifying  the  quality. 


##MED!CAL  UNDERGROUND"  CLAIM  . . . According  to  the  June  20  New  England 
Journal  of  Medicine,  a number  of  uncertified  and  unlicensed  foreign 
medical  graduates  are  caring  for  patients  without  proper  supervision. 

The  Journal  article  stated  that  the  results  of  the  survey  made  raised 
serious  questions  concerning  the  regulations  of  the  delivery  of  medical 
care  in  the  United  States.  The  results  "are  sufficient  to  cause  alarm 
regarding  the  state  of  control  of  the  health  care  system"  . • . Data 
shows  that  more  than  ten  thousand  unlicensed  physicians  were  working 
in  the  health  field  as  of  1971  . . . The  study  also  reported  that  an 
increasing  number  of  foreign-trained  doctors  were  taking  the  ECFMG 
Examination  once  they  have  already  entered  the  country,  rather  than 
going  through  the  approved  route  of  taking  the  exam  before  entering  the 
U.S.  The  article  stated  of  the  3,935  foreign  medical  graduates,  48%  were 
already  working  in  the  health  field  at  the  time  they  took  the  certifying 
exam  in  this  country. 

J/  *A» 

^ ^ 

AMA  HOUSE  OF  DELEGATES  ACTIONS 

PSRO  SURVIVES  AT  AMA  SESSION  . . . The  247-member  AMA  House  of  Delegates 
voted  in  favor  of  the  Reference  Commitee  report  for  continuing  efforts 
to  constructively  amend  the  PSRO  law  to  eliminate  objectional  featuers. 

The  vote  was  185  to  57.  The  implementing  resolution  stated: 

"...  Instructs  the  Board  of  Trustees  to  seek  constructive 
amendments  to  the  PSRO  program,  particularly  in  potentially 
dangerous  areas  such  as  confidentiality,  malpractice,  development 
of  norms,  quality  of  care,  and  the  authority  of  the  Secretary  of  HEW. 
• . . Directs  the  AMA  to  continue  efforts  to  achieve  legislation 
which  allows  the  profession  to  perform  peer  review  according  to 


established  medical  philosophy  in  the  best  interest  of  the  patient. 
. . • Emphasizes  that  state  medical  associations  which  elect 
non-compliance  with  PSRO  are  not  prevented  from  doing  so  by  the  new 
policy,  but  urges  such  associations  to  develop  effective  non-PSRO 
programs  embodying  the  principles  endorsed  by  the  profession  as 
PSRO  alternatives.” 

. • . The  new  policy  provides  that  in  the  event  the  PSRO  program 
does,  in  fact,  adversely  affect  patient  care  or  conflict  with  AMA 
policy,  the  Board  of  Trustees  will  be  instructed  to  use  all 
legal  and  legislative  means  to  rectify  these  shortcomings.” 


LENGTHY  AMA  HOUSE  SESSION  . . . Meeting  for  a total  of  19  hours  and  38 
minutes,  the  House  acted  on  66  reports  and  137  resolutions  for  a total 
of  203  items  of  business  over  the  five-day  period  • . . Speculation 
over  possible  changes  in  PSRO  policy  by  the  House  dominated  the 
attention  of  those  attending  the  House  session,  including  the  media. 


SOME  OF  HOUSE  ACTIONS  TAKEN  WERE: 

• Adopted  a report  of  the  Board  of  Trustees  supporting  legislation  to 
amend  Medicare  to  provide  not  only  for  administrative  but  judicial 
review  in  the  courts  of  Part  B claims  under  Madicare. 

• Went  on  record  as  being  unalterably  opposed  to  blanket  pre-admission 
certification  while  recognizing  in  certain  local  conditions  in 
particular  circumstances  may  make  voluntary  pre-admission  certification 
desirable, 

• Reaffirmed  the  belief  that  peer  review  of  medical  and  health  care 
delivery  in  Federal  institutions  is  needed  and  desirable. 

• Referred  to  Council  on  Medical  Service  a statement  defining  cosmetic 
surgery.  Complex  problems  were  cited  involving  reimbursement  rules 
of  health  insurance  programs. 

• Adopted  a statement  of  ethics  on  artificial  insemination,  prepared 
by  the  Judicial  Council,  urging  concern,  consent,  competence  and 
confidentiality  as  guidelines  in  the  practice. 

• Adopted  a Council  on  Medical  Service  report  commending  efforts  to 
draft  a so-called  Physician's  Bill  of  Rights.  While  the  intent 
behind  such  efforts  is  good,  it  would  be  unwise  to  codify  the  many 
rights  and  privileges  accorded  to  physicians  by  custom  and  tradition. 

• Urged  medical  associations  across  the  country  to  lobby  for  acceptance 
of  the  AMA  Uniform  Insurance  Claim  Form. 

• Protested  denials  of  claims  for  diagnostic  hospital  admissions. 
Physicians  said  the  House  should  be  notified  in  advance  of  the  denial; 
and  where  possible,  peer  review  agencies  should  be  brought  in  to 
adjudicate  all  claims'  conflicts. 

• Backed  a moratorium  on  state  licensing  of  additional  health  occupations. 

• Approved  and  amended  a resolution  meant  to  prevent  the  National  Board 
of  Medical  Examiners  from  assuming  supervisory  roles  in  medical  educa- 
tion on  manpower  regulations;  Board  members  assured  the  Delegates 
that  the  National  Board  had  no  such  intention,  and  the  resolution  was 
revised  to  point  that  out. 

O-  +J+  v»- 
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OPPOSED  “PUBLIC  UTILITY"  MEDICINE  ...  The  House  went  on  record  as  being 
opposed  to  certain  bills  in  Congress  which  would  replace  the  Federal 
Health  Profession  Education  Assistance  Act  which  expired  June  30.  The 
House  directed  the  Board  of  Trustees  to  mobilize  AMA  membership  in 
opposition  to  offensive  sections  of  the  proposed  legislation  and  take 
strong  actions  on  other  fronts. 


WAYS  AND  MEANS  COMMITTEE  DRAFTING  NHI  LEGISLATION  ...  The  House  Ways 
and  Means  Committee  went  into  executive  session  in  mid-July  to  begin 
deliberations  and  drafting  of  a National  Health  Insurance  bill.  The 
committee  chairman,  Wilbur  Mills  (D-Ark)  has  promised  that  his  committee 
will  report  a NHI  bill  this  year  and  that  the  House  would  pass  it.  On 
the  Senate  side.  Chairman  Russell  Long  (D-La)  of  the  Finance  Committee, 
continues  to  state  that  he  will  seek  prompt  Senate  action  on  any  NHI  bill 
the  House  sends  over.  It  is  significant  that  these  two  influential 
legislators  are  predicting  Congressional  action  in  1974.  Many  other 
legislators  are  skeptical,  however,  of  such  a timetable  in  view  of  the 
complexity  of  the  issues  involved  and  other  pending  problems  facing 
Congress  that  will  require  action. 

>1-  vl.  S»-  vV 
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STANDARDS  FOR  RETENTION  AND  STORAGE  OF  MEDICAL  RECORDS  ADOPTED  ...  The 

Public  Health  Council  recently  adopted  minimum  standards  for  hospitals  in 
the  retention  and  storage  of  medical  records.  The  revised  regulations  are 
as  follows: 

(a)  All  medical  records,  either  original  records  or  microfilm  of  the 
same,  shall  be  treated  as  confidential  and  shall  be  stored  in  the 
hospital  for  a minimum  of  10  years  following  the  discharge  of  the 
patient,  or  his  death  during  his  period  of  treatment  within  the 
hospital.  In  cases  of  patients  under  mental  disability  or  minority 
their  complete  hospital  record  shall  be  retained  for  the  period  of 
the  minority  or  known  mental  disability  plus  one  year  or  10  years 
following  the  discharge  of  the  patient,  whichever  is  longer. 

(b)  X-ray  film  may  be  retired  7 years  after  the  date  of  exposure 
provided  the  written  findings  by  a radiologist,  who  has  read  and 
signed  such  X-ray  film  reports,  are  retained  for  the  same  period 
as  other  hospital  records  under  (a)  of  this  section. 

(c)  Upon  retirement  of  the  record  as  provided  in  (a)  and  (b)  of  this 
section  the  record  or  any  part  thereof  retired  shall  be  destroyed 
by  shredding  or  incinerating,  or  other  effective  method  in  keeping 
with  the  confidential  nature  of  its  contents.  Destruction  of  such 
records  must  be  made  in  the  ordinary  course  of  business,  and  no 
record  shall  be  destroyed  on  an  individual  basis.  When  records 
are  destroyed  the  date  and  time  and  circumstances  of  such 
destruction  shall  be  recorded,  with  the  appropriate  entry  made  on 
the  patient  index  card. 

(d)  Upon  the  closing  of  any  hospital  a person  of  authority  representing 
the  hospital  may  request  final  storage  or  disposition  of  the 
hospital's  medical  records  by  the  Tennessee  Department  of  Public 
Health.  Request  by  the  representative  of  the  institution  will 
give  to  the  Department  complete  control  for  final  storage  of  the 
records  in  the  files  of  the  State  Archives.  Records  will  be 
destroyed  in  accordance  with  (a),  (b)  and  (c)  above.  These  records 
upon  receipt  by  the  Department  will  become  the  property  of  the 
State  of  Tennessee. 
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If  an  NHI  program  were  enacted,  physicians’ 
and  dentists’  offices  would  be  swamped,  costs 
would  be  in  the  billions  of  dollars  and  there 
would  be  little  effect  on  the  life  expectancy  or 
general  well-being  of  Americans,  according  to  a 
report  by  the  Rand  Corporation,  Santa  Monica, 
Calif.  The  report,  published  in  the  June  13  issue 
of  the  New  England  Journal  of  Medicine,  is  based 
on  two  prototypical  national  health  insurance 
plans,  one  providing  full  coverage  and  one  con- 
taining a 25%  coinsurance  provision.  Under  the 
full-coverage  plan,  the  demand  for  physicians’ 
services  would  be  increased  75%;  the  demand  for 
hospital  services  would  be  increased  5%  to  15%; 
and  costs  for  inpatient  and  ambulatory  services 
would  be  increased  by  $8  to  $16  billion.  Under 
the  coinsurance  plan,  the  demand  for  physicians’ 
services  would  rise  30%;  the  demand  for  hospital 
services  would  increase  0%  to  8%;  and  costs  for 
inpatient  and  ambulatory  services  would  rise  by 
$3  billion.  The  report  notes  that  estimates  are 
conservative,  are  not  corrected  for  general  in- 
flation, and  are  based  on  the  assumption  that 
supply  would  equal  demand. 

A bill  designed  to  hold  the  production  of  physi- 
cians and  other  health  professionals  at  about 
current  levels  was  proposed  by  the  Adminstra- 
tion  recently.  Charles  C.  Edwards,  MD,  HEW 
assistant  secretary,  said  it  is  also  intended  to 
change  the  “mix”  of  the  kinds  of  professionals 
produced.  “In  our  judgment,”  he  said,  “if  the 
rate  of  enrollment  increases  of  the  past  five  years 
were  to  continue  unabated,  we  are  likely  to  have  a 
surplus  of  health  professionals,  especially  phy- 
sicians and  nurses,”  which  is  undesirable. 

AMA  will  distribute  •one  complimentary  copy 
of  the  26th  edition  of  the  American  Medical 
Directory  to  each  state,  county  and  medical 
specialty  society  on  the  AMA’s  cooperative  list. 
Additional  copies  may  be  purchased  for  $125  in 
the  U.S.,  possessions,  Canada  and  Mexico  and 
$140  in  all  other  countries.  There  will  be  no 
free  distribution  of  the  Directory’s  supplement, 
Directory  of  Women  Physicians  in  the  U.S. 

Medical  mail  received  by  physicians  has  de- 
clined 38%  since  1959,  the  Pharmaceutical  Manu- 
facturers Association  reports.  The  typical  phy- 
sician gets  an  average  of  four  pieces  of  medical 
mail  daily,  the  PMA  said. 


Pharmacists  would  be  allowed  to  substitute 
generic  or  chemically  equivalent  drugs  for  brand 
name  drugs  under  a bill  passed  by  the  Michigan 
State  Senate.  The  Michigan  State  Medical  Society 
has  opposed  the  bill  since  its  introduction  in  1973. 
MSMS  was  successful  in  getting  an  amendment 
attached  to  the  bill  which  allows  physicians  to 
write  “Dispense  as  Written”  or  “DAW”  on 
prescriptions  when  they  want  specific  brands 
used.  There  is  no  provision  in  the  bill  for  estab- 
lishing therapeutic  equivalence  for  substituted 
drugs.  After  the  governor  signs  the  bill,  it  will 
become  effective  Jan.  1. 

A major  theme  at  the  fourth  Western  Hemi- 
sphere Nutrition  Congress,  Aug.  19-22,  in  Bal 
Harbour,  Fla.  is  the  economics  of  food  produc- 
tion. The  congress  is  sponsored  by  the  AMA’s 
Council  on  Foods  and  Nutrition  and  the  American 
Institute  of  Nutrition  in  cooperation  with  the 
Nutrition  Society  of  Canada  and  La  Sociedad 
Latinoamericana  de  Nutricion.  Contact  Dept,  of 
Foods  and  Nutrition,  AMA  Headquarters,  for 
more  information. 

A new  National  Institute  on  Aging,  within  the 
National  Institutes  of  Health,  will  conduct  and 
support  biomedical,  social,  and  behavioral  re- 
search and  training  related  to  the  aging  process, 
disease  and  special  needs  of  the  elderly.  Under 
a new  law  creating  the  institute,  HEW  must  con- 
duct scientific  studies  to  measure  the  biological, 
medical  and  psychological  aspects  of  aging;  carry 
out  public  information  and  education  programs; 
and  prepare  a comprehensive  aging  research 
plan  within  one  year. 

Available  from  AMA:  “Action  Plan  for  Physi- 
cian Recruitment,”  an  information  packet  explain- 
ing how  to  recruit  and  retain  MDs  in  small  towns 
and  rural  communities.  Available  free  from  Phy- 
sicians’ Placement  Service,  AMA  Headquarters 
. . .Audio  cassettes  of  the  six  major  presentations 
made  at  the  1974  AMA  National  Leadership  Con- 
ference, $3  each.  Write  Dept,  of  Field  Services, 
AMA  Headquarters. . .Audio  cassette  highlights 
of  the  27th  National  Conference  on  Rural  Health 
and  the  8th  National  Conference  on  the  Socio- 
economics of  Health  Care.  Tapes  for  each  meet- 
ing, $3  for  AMA  members  and  medical  societies 
and  $5  for  others,  are  available  from  Radio-TV- 
Film  Dept.,  AMA  Headquarters. 


Newark  is  a vertigo  festival. 


Antivert/25 

(25  mg.  meclizineHCl)  Tablets 

for  vertigo* 


\ntiverlr  (meclizine  HC1)  has  been  found 
lseful  in  the  management  of  vertigo  assocb 
ited  with  diseases  affecting  the  vestibular  sys^ 
em.  It  is  available  as  Antivert/25  (25  mg. 
necliz,ine  HC1)  and  Antivert  (12.5  mg. 
neclisine  HC1)  scored  tablets  for  convenience 
ind  flexibility  of  dosage.  Anti  vert/2  5 (25  mg. 
necluine  HC1)  Chewable  Tablets  are  avaib 
ible  for  the  management  of  nausea,  vomiting, 
ind  dizziness  associated  with  motion  sickness. 

3RIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

'^INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences^National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assoch 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica* 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12T5  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos^ 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 
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Let  's  Mend  Our  Political  Fences 

When  this  issue  of  the  TMA  Journal  goes  to  press,  our  primary  elections 
will  be  behind  us,  and  the  party  candidates  for  various  offices  will  have 
been  selected. 

It  is  time  to  look  at  the  candidates  for  all  offices,  local,  State  and 
National,  select  a candidate  for  each  office  and  support  him.  Each  of  these 
candidates  is  important,  since  they  will  provide  your  voice  in  government 
for  some  time  to  come. 

Local  candidates  may  not  have  as  much  direct  influence  on  our  practice 
of  medicine  as  the  candidates  for  State  and  National  offices.  They  do 
have  influence.  It  behooves  us  to  become  their  friend  and  win  their 
influence. 


Our  political  action  organizations  (IMPACT  and  AMP  AC)  do  not 
provide  financial  aid  to  local  candidates.  However,  through  these 
organizations  physicians  can  contribute  to  candidates,  who  in  the  judgment 
of  your  political  organizations,  are  friendly  to  medicine.  It  is  not  too 
late  to  join  medicine’s  political  action  organizations. 

If  you  do  not  elect  to  contribute  through  our  medical  organizations,  let 
me  urge  you  to  support  the  candidate  of  your  choice  with  your  personal 
effort  and  your  private  contribution.  The  next  four  years  will  be  the 
most  critical  that  medicine  will  have  to  face  in  the  legislative  chambers 
of  this  country.  We  must  keep  our  political  fences  mended  and  all 
avenues  open  to  our  legislative  contact  men  and  our  legislative  committees. 

I recognize  the  pressure  upon  you  as  a physician — from  all  facets  of 
government,  from  insurance  carriers,  from  the  public,  and  even  from 
patients — and  I do  not  want  to  add  additional  problems.  Instead,  I urge  you 
to  become  involved  because  you  can  contribute,  and  because  all  of  us 
stand  to  gain  from  your  contribution. 


Yours  truly, 


President 
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editorial/ 

The  Political  Scene — 

On  Keeping  Informed 

Under  the  guise  of  giving  information  and 
sound  advice  to  the  public  on  affairs  of  health, 
The  Nashville  Tennessean  on  July  27  delivered  it- 
self of  an  editorial  filled  with  error  and  innuendo, 
charging  the  AMA  with  assorted  crimes  against 
the  American  people,  setting  forth  our  White 
Knights  in  Washington  as  the  only  true  and  spot- 
less keepers  of  the  nation’s  health.  It  is  a perfect 
example  of  misuse  of  a set  of  statistics  for  purely 
political  purposes.  Any  thoughtful  reader  of  the 
editorial,  knowing  the  political  bias  of  the  news- 
paper, would  be  quick  to  spot  its  true  intent — 
support  of  Senator  Kennedy’s  aspirations  to  be 


the  watchdog  of  the  health  services  of  this 
country.  Unfortunately,  the  vast  majority  of  the 
newspaper’s  readers  are  likely  to  be  neither 
thoughtful  nor  perceptive,  and  since  the  nature 
of  the  editorial  was  inflammatory,  many  of  its 
readers  will  be  inflamed — against  the  AMA,  not 
against  the  editorial. 

I defend  the  right  of  the  Nashville  Tennessean 
to  support  Senator  Kennedy  and  his  efforts,  and 
I am  willing  to  impute  pure  motives  to  the  writer 
of  the  editorial.  My  quarrel  is  with  the  pragma- 
tism which  allows  disregard  for  the  truth  in  pre- 
senting and  interpreting  a set  of  facts — that  there 
was  a 15%  increase  in  the  number  of  medical 
licenses  issued  last  year  over  the  previous  year, 
but  nearly  half  of  those  were  foreign  medical 
graduates  (FMG’s)1,  interpreted  by  the  writer  of 
the  editorial  to  mean  that  our  medical  schools  are 
“failing  badly  in  the  effort  to  overcome  the  short- 
age of  physicians  in  the  U.S.”  According  to  a 
cited  NIH  study,  there  is  a deficit  of  30,000  phy- 
sicians. (Other  studies,  ignored  by  the  paper, 
indicate  that  the  problem  is  actually  not  one  of 
numbers  but  of  distribution.) 

The  AMA,  along  with  the  Federal  Government, 
is  charged  with  poor  management,  failure  to  keep 
abreast  of  public  needs,  callous  disregard  for  the 
health  of  the  people,  policies  calculated  to  exclude 
qualified  people  from  the  “close-knit  medical 
fraternity”  (whatever  that  is — I haven’t  noticed  it 
being  all  that  close  knit,  witness  the  power  strug- 
gle in  June  in  Chicago),  to  keep  the  supply  of 
doctors  low  and  fees  high.  “Experience  has  shown 
that  when  it  comes  to  delivering  medical  care  to 
the  most  people  at  a bearable  cost  sic  the  AMA 
has  blundered  badly.” 

Conclusion:  “There  is  no  excuse  for  leaving 
the  American  people  defenseless  against  disease 
and  the  pain  and  misery  of  sickness.  . . . The 
nation’s  health  picture  will  not  change  as  long  as 
the  AMA  continues  to  be  given  monopolistic 
power  to  dictate  the  nation’s  medical  policies.  . . . 
It  is  long  past  time  for  the  American  people  to 
exercise  greater  control  over  their  institutions  of 
health  and  medical  care  and  break  the  AMA’s 
rigid  hold  on  all  matters  such  as  health  insurance, 
the  training  of  doctors,  and  others.  But  this  can 
only  be  done  by  determined  political  action  at  the 
grass  roots  level  and  by  electing  office  holders 
who  are  sensitive  to  the  people's  needs  in  the  area 
of  health  and  medical  care.  (Emphasis  mine — 
Ed.) 

Make  no  mistake.  These  were  not  the  maun- 
derings  of  a single  editorial  writer.  This  was  a 
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political  editorial,  and  the  battle  lines  are  clearly 
drawn.  It  is  not  enough  to  allow  your  TMA 
representatives  to  fight  your  battles.  Sure — they 
answered  the  editorial;  and  I’m  sure  their  rebuttal 
went  into  the  circular  file.  Do  you,  doctor,  have 
enough  information  to  answer  these  charges  when 
they  are  brought  up  by  your  patients?  Because 
they  will  be.  You  cannot  afford  to  be  “too  busy 
taking  care  of  your  patients”  to  bother  with  such 
mundane  things.  Senator  Kennedy  and  hundreds 
— perhaps  thousands — like  him  have  in  mind  to 
“exercise  greater  control  over  their  institutions  of 
health  and  medical  care.”  Is  this  what  you  want? 

The  news  media  are  very  powerful,  and  exercise 
great  influence,  because  vast  numbers  of  their 
readers,  listeners,  or  viewers  accept  uncritically 
what  comes  from  them.  Too  often  those  in  the 
media  themselves  accept  uncritically  what  is  being 
fed  to  them.  We  must  not  fall  into  this  same 
trap-from  either  side.  The  Chicago  meeting  of  the 
AMA  should  have  dispelled  any  notion  that  there 
is  a unified  thought  and  voice  for  “medicine,”  as 
the  Tennessean  editorial  implied  there  is,  nor, 
fortunately,  is  there  a unified  voice  from  the 
media.  We  are  in  trouble  when  everyone  begins 
to  think  and  talk  alike. 

“Determined  political  action  at  the  grass  roots 
level”  can  be  countered  only  by  determined 
political  action  at  the  grass  roots  level.  You  need 
to  be  a part  of  it.  To  be  effective,  you  need  to 
stay  informed. 

J.B.T. 
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1.  Medical  Licensure  1973 — A Statistical  Review. 
JAMA,  229:445,  July  22,  1974. 

And  On  Being  Available 

In  line  with  the  thoughts  expressed  in  the 
previous  editorial,  the  Journal  extends  its  con- 
gratulations and  thanks  to  two  physicians  who 
accepted  the  challenge  to  be  candidates  for 
elected  office.  Though  both  Dorothy  Brown, 
M.D.  and  Nat  Winston,  M.D.  came  out  on  the 
short  end  of  the  voting,  both  ran  a good  race, 
and  amassed  a creditable  showing  at  the  polls. 

For  various  reasons,  not  all  of  us  are  suited 
for  public  office.  But  all  of  us  are  suited,  and 
even  demanded,  for  support  of  those  who  are,  and 
I am  certain  a lot  more  of  us  could  make  the 
effort  than  do.  Perhaps  more  of  us  would  make 
the  effort  if  they  could  count  on  the  active  sup- 
port of  those  of  us  who  stay  at  home. 

We  have  another  election  coming  up  in 
November.  If  you  want  good  government,  get  out 
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and  support  the  candidate  of  your  choice.  In  the 
democratic  process,  not  every  candidate  can  win, 
but  you  will  have  done  your  part.  And  in  the 
meantime,  thanks,  Dorothy  and  Nat,  for  being 
available. 

J.B.T. 

CME 

It  has  taken  several  years  of  coaxing  and 
steady,  gentle  pressure  by  your  CME  committee, 
implementing  the  mandate  of  your  elected  of- 
ficials, and  with  their  active  support,  but  at  last 
most  of  the  membership  has  apparently  become 
convinced  of  the  necessity  not  only  for  continu- 
ing medical  education,  but  also  for  documenta- 
tion of  it. 

Last  fall  TMA  made  application  to  AMA  for 
consideration  of  the  annual  meeting  for  accredita- 
tion. Our  thanks  are  due  to  the  Committee  on 
Scientific  Affairs,  under  the  chairmanship  of 
Oscar  McCallum,  M.D.,  and  to  the  presidents 
and  program  chairmen  of  the  specialty  societies, 
for  putting  together  a program  deemed  worthy 
of  recommendation  for  accreditation  by  the 
survey  team  for  Category  I credit  for  the  Phy- 
sicians’ Recognition  Award  of  the  AMA.  Ac- 
creditation of  course  is  by  the  Council  on  Med- 
ical Education  of  the  AMA,  which  approved  the 
survey  team  report  at  its  meeting  in  May.  This 
means  that  any  scientific  program  you  attended, 
either  the  general  session  or  any  specialty  society 
scientific  meeting,  can  be  claimed  for  Category  I 
credit  on  an  hour-for-hour  basis,  since  approval 
is  granted  retroactively  to  include  the  surveyed 
meeting. 

Too  few  of  you  were  present.  Next  year  we 
will  meet  in  Chattanooga.  You  be  there,  and 
support  your  Association. 

J.B.T. 

Vacation  Rumination:  Color  Patches 

Consider  the  lilies  of  the  field,  how  they  grow.  They 
toil  not,  neither  do  they  spin.  Yet  I tell  you,  even 
Solomon  in  all  his  glory  was  not  arrayed  like  one  of 
these. 

Are  not  two  sparrows  sold  for  a farthing?  and  one 
of  them  shall  not  fall  to  the  ground  without  your 
Father.  . . . But  the  very  hairs  of  your  head  are  all 
numbered. 

Matt.  6:28,  10:29 

1-75  is  mostly  a monotonous  double  strip  of 
asphalt  and  concrete  which  roughly  bisects 
Georgia  in  connecting  Tennessee  and  Florida  and 
which,  except  for  scattered  scenic  strips,  affords 
passengers  little  but  boredom.  As  an  antidote,  for 
the  times  when  I wasn’t  driving  I brought  along  a 
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book  which  had  been  around  the  house  for  some 
weeks,  whose  title  and  blurbs  had  attracted  me — 
Annie  Dillard’s  Pilgrim  at  Tinker  Creek } Annie 
Dillard  is  a biologist  of  sorts  with  an  eye  for 
detail,  “a  penchant  for  quirky  facts,”  and  the 
soul  of  a poet.  Pilgrim  is  her  observations  about 
life  as  lived  during  one  year  by  many  species, 
herself  included,  on  Tinker  Creek  in  the  Roanoke 
Valley  of  Virginia.  It  is  sometimes  beautiful, 
sometimes  depressing,  even  dreary,  but  always 
beautifully  written  and  exciting.  It  told  me,  for 
instance,  that  when  children  blind  from  birth 
because  of  congenital  cataracts  have  their  vision 
restored,  they  cannot  readily  associate  objects  as 
they  are  with  their  prior  mental  image  of  them, 
and  so  their  newly  sighted  world  is  seen  for  a 
time  simply  as  a dazzle  of  color  patches,  nothing 
more. 

As  a thirteen-year-old  summer  camper  I 
received  a certificate  for  being  able  to  identify 
accurately  two  hundred  plant  species.  In  the  en- 
suing forty  years  I have  learned  several  thousand 
biological  names,  at  the  same  time  forgetting 
many  hundreds  of  them.  (It  turned  out  that  way 
not  by  design,  but  because  of  lack  of  practice — 
disuse  atrophy.)  Although  a pathologist  is  a sort 
of  biologist,  most  of  what  I use  daily,  except  my 
powers  of  observation,  don’t  do  much  for  me  in 
the  outdoor  natural  world.  So  this  is  about  bi- 
ology, but  mostly  as  color  patches. 

If  you  have  been  properly  instructed,  you  can 
turn  eastward  and  approach  Sidney  Lanier’s 
“Marshes  of  Glynn”  and  their  adjacent  broad, 
white  beaches,  not  by  the  heavily  traveled,  truck 
infested  U.S.  82,  but  by  a nearly  deserted  yet  well 
paved,  straight  parallel  road,  free  of  billboards, 
called  unimaginatively,  Ga.  Route  32.  It  takes 
you  through  Alma,  Georgia  (coincidentally,  the 
double  name  of  an  old  friend,  who  wasn’t  called 
that)  through  a crossroads  with  the  unlikely  name 
of  Hortense,  and  through  the  Satilla  Forest  where 
the  road  is  flanked  by  dark  drainage  canals 
abloom  with  water  hyacinths  and  occasionally  in- 
habited by  herons  and  other  water  birds.  The 
pine  and  hardwood  trees  become  sprinkled  with 
live  oaks  and  an  occasional  palm,  and  there  is 
palmetto  underfoot  in  the  sandy  soil.  Brightly 
blooming  thistles  and  thickets  of  Queen  Anne’s 
lace  line  the  roadside.  The  odor  of  salt  water 
makes  you  open  the  windows  in  spite  of  the  heat, 
as  you  drive  through  a darkened  tunnel  of  low 
hanging  limbs  of  ancient  live  oaks  bearded  with 
Spanish  moss  and  “braided  and  woven  with  intri- 
cate shades  of  the  vines  that  myriad  cloven 


clamber  the  forks  of  the  multiform  boughs.” 
Suddenly  you  burst  into  open  marsh  land. 

As  with  Bre’r  Rabbit  and  his  briar  patch,  I 
was  “bawn  an’  bred”  in  the  mountains.  I love 
them,  and  they  are  home.  They  have  a grandeur 
and  majesty  shared  by  nothing  else.  It  is  exhil- 
arating to  be  on  their  peaks  and  bluffs,  and  the 
scenery  from  them  is  breath-takingly  beautiful 
and  awesome.  But  I go  to  the  seashore  whenever 
I can,  because  here  is  all  the  vastness  of  the 
universe,  and  a sense  of  freedom  that  for  me  is 
nowhere  else,  and  I’m  sure  that  not  even  in 
Tinker  Creek  is  there  such  an  abundance  of  life 
in  so  many  forms. 

It  is  impossible  to  walk  along  the  seashore 
without  being  aware  that  it  is  teeming  with  life. 
Even  the  relatively  sterile  dunes  are  covered  with 
sea  oats  and  grass,  and  in  the  mornings  are 
spread  with  a covering  of  morning  glories.  From 
the  top  of  the  dunes  you  can  see  marsh  on  one 
side  of  the  narrow  island  and  the  breaking  ocean 
on  the  other,  and  if  you  time  it  right,  man  and 
his  works  are  far  away  and  out  of  sight.  You 
become  quickly  aware  of  lower  forms,  though, 
because  the  dunes  harbor  a vicious  breed  of  mos- 
quito, which  attack  with  vigor  and  in  droves.  You 
cut  your  dune  visit  short  and  hurry7  back  to  the 
beach,  where  you  are  scolded  by  screeching  gulls 
for  disturbing  them  and  a variety  of  terns  which 
populate  the  wide  strip  of  sand.  Overhead  is  a 
flight  of  pelicans  in  perfect  V formation.  All  are 
hunting,  for  food  abounds,  and  predation  is  every- 
where. It  is  easy  to  get  the  impression  that  every 
form  of  life  exists  as  food  for  another,  the  ulti- 
mate being  man.  Besides  this,  there  is  an  appalling 
amount  of  life  constantly  coming  to  inglorious 
and  non-productive  end  at  the  seashore  and  in  the 
ocean.  It  is  the  season  for  starfish,  and  hoards  of 
“fry”  are  washed  up  on  the  beach  to  perish  in 
the  sun  and  drying  sand.  Their  undersurface  is 
covered  with  myriads  of  small  tentacles  which  un- 
dulate purposefully  in  waves  with  a sweeping 
motion,  directing  floating  microscopic  plankton 
toward  their  centrally  located  mouths.  Scores  of 
snail  and  conch  shells  are  there,  many  with  a 
neatly  drilled  hole  through  which  its  owner  was 
despoiled  of  its  house  and  life.  Often  the  shell 
is  re-occupied  by  a hermit  crab,  and  shells  are 
often  seen  scurrying  along  the  beach  in  unseemly 
fashion.  Numberless  masses  of  varying  sorts  of 
bivalve  shells,  evidence  of  billions  upon  multiplied 
billions  of  lost  lives,  are  everywhere,  and  under- 
foot are  sand-dollars,  living,  newly  dead,  and 
bleached. 
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When  the  wind  is  right  (or  wrong),  jellyfish 
litter  the  beach — lovely,  intricate  creatures,  but 
not  nearly  so  lovely — or  dangerous — as  the 
Portuguese  Man-of-War,  which  fortunately  is  rare 
in  these  waters.  But  a few  do  wash  up,  with  their 
lovely  transparent  blue  sails,  shaped  like  a con- 
quistador’s helmet,  standing  erect,  and  a mass  of 
purple  to  red  tentacles  coiled  underneath.  This 
is  also  the  season  when  the  giant  sea-turtles  come 
up  on  the  beach  at  night  under  the  full  moon  and 
bury  their  eggs,  and  one  morning  I found  a huge 
one,  dead  from  the  exertion,  unable  to  make  it 
back  to  the  water.  Her  carapace  measured  over 
three  feet  in  length.  Dead  crabs  and  crab  parts 
are  everywhere. 

The  multicolored  shells,  the  jelly-fish  and  the 
starfish,  the  sand-dollars,  the  varicolored  sand, 
the  advancing  and  receding  water,  often  with 
brown  flecked  spume  at  its  leading  edge,  some- 
times with  seaweed  and  driftwood — what  an 
enchantment  of  changing  form  and  color — of 
color  patches.  And  yet  life  and  death  are  con- 
stantly being  worked  out  here — to  what  end? 
The  question  palls,  and  calls  for  an  answer, 
because  it  is  “agin  reason.”  One  answer  is  that 
it  is  all  Chance,  and  that  there  is  no  meaning. 
Or,  if  there  is  a creator,  why  does  He  do  it  so? 
As  I thought  about  it,  the  answer  I got  is  that  we 
live  in  a fallen  but  still  beautiful  world,  and  I 
can  see  only  the  back  of  the  tapestry.  But  my 
Father  knows  and  cares — He  sees  the  whole 
picture,  and  He  is  “for”  His  creation.  “Not  a 
sparrow  falls.  . . .” 

Since  it  is  all  a part  of  His  plan,  I don’t  mind 
rain  at  the  beach.  The  beach  is  for  getting  wet, 
anyhow.  Raindrops  make  an  everchanging  lacy 
pattern  in  the  sand.  The  leaden  sky  makes  a 
perfect  foil  for  the  blue-green-gray  sea,  disturbed 
only  by  the  breaking  waves,  and  the  horizon  has 
disappeared.  Over  the  dunes  the  sky  is  black,  and 
the  blackness  is  sometimes  cut  by  lightning.  The 
lightning  stays  away,  but  the  rain  soon  comes 
down  in  torrents — and  stops  as  suddenly  as  it 
began.  I was  in  a real  storm  once — the  edge  of 
a hurricane.  That  was  different.  The  force  of 
the  wind  and  the  surging  masses  of  water  are 
truly  awesome.  I’m  glad  I saw  it,  but  I’d  as  soon 
not  repeat  it. 

I hurt  for  those  who  are  so  bound  by  sleep 
that  they  miss  the  sunrise  over  the  ocean.  No 
two  are  the  same.  The  sun  may  come  up  a huge 
orange  ball  in  a cloudless  sky,  or  there  may  be 
only  a faint  reddish  tint  to  nearly  solid  clouds; 
mostly  it’s  in  between.  First  the  clouds  overhead 
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catch  the  first  pink  rays,  and  then  the  color 
spreads,  catching  each  drifting  cloud,  turning  it 
from  gray  to  pink  to  gold,  until  finally  the  sun 
appears,  and  the  clouds  are  white. 

Woe  to  him  who  has  eyes  that  see  not  and 
ears  that  hear  not.  We  are  trained  to  observe, 
but  too  often  we  have  gun-barrel  sight,  zeroed  in 
on  our  own  narrow  area.  Sometimes  the  treated 
cataract  children  live  with  their  restored  eyes 
closed,  preferring  their  old  sightless  world  with 
their  own  mental  images.  How  tragic  when  the 
color  patches  never  make  any  other  connections 
in  our  brains,  so  that  “seeing  we  see  not  and 
hearing  we  hear  not.”  Don’t  just  look — see! 

J.B.T. 

1.  Dillard,  Annie.  Pilgrim  at  Tinker  Creek,  Harper’s 
Magazine  Press.  New  York,  1974. 
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June  24,  1974 

To  The  Editor: 

The  PSRO  mechanism,  in  the  judgment  of  the  Union 
of  American  Physicians,  is  foredoomed  to  failure  be- 
cause it  is  in  reality  a cost  control  review  organization. 
As  such,  PSRO  will  become  a buffer  between  the  legisla- 
tor-politician and  the  public,  with  the  physician  being 
the  one  who  would  appear  to  be  denying  remedies  to 
patients. 

Without  being  able  to  control  cost  factors  such  as 
inflation,  increased  patient  utilization  demand,  budgetary 
allocation,  or  even  presidential  impoundment  of  funds, 
physicians  would  be  progressively  squeezed  into  com- 
promises in  the  quality  and  quantity  of  care  they  could 
render.  What  would  be  considered  “superfluous”  would 
soon  broaden,  in  the  consequent  need  to  conserve  funds. 
The  structure  would  fall  apart.  The  physician,  then, 
would  have  “failed”  and  would  receive  the  wrath  of 
the  nation.  He  would  become,  in  essence,  the  scapegoat, 
a role  for  which  he  was  set  up.  Before  long  the  Depart- 
ment of  Health,  Education  and  Welfare  (HEW)  would 
move  in  to  “save”  the  public  and  administer  the 
program. 

Because  of  this  intolerable  situation,  the  Union  of 
American  Physicians  has  drawn  up  a special  two-part 
form,  a copy  of  which  is  attached.  This  document  will 
fix  properly  in  the  mind  of  every  American  patient  that 
the  real  responsibility  for  the  fact  that  his  personal 
health  care  is  being  rationed  actually  lies  in  the  hands  of 
his  elected  officials.  ( Form  is  printed  below — Ed.) 

Estimates  for  the  distribution  of  the  first  twenty  mil- 
lion of  these  forms  to  every  physician  in  the  United 
States  have  been  obtained,  and  they  will  be  available 
immediately  upon  implementation  of  PSRO. 
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We  recommend  that  every  physician  study  and  utilize 
this  form.  It  is  the  means  to  avoid  taking  the  blame, 
and  becoming  the  “patsy”  for  the  PSRO  fiasco. 

Sanford  A.  Marcus,  M.D.,  President 
Union  of  American  Physicians 
World  Trade  Center 
San  Francisco,  CA  94111 


patient’s  name 


ADDRESS  DATE 


CITY,  STATE,  ZIP 

Dear  : 

On (date)  I requested  authorization 

to  perform  the  following  (procedure)  (tests)  (examina- 
tion) as  being  necessary  to  your  medical  care: 


Despite  the  fact  that  I regard  this  as  essential  in  my 
medical  judgment,  the  request  was  denied  by  the  local 
Professional  Standards  Review  Organization,  an  agency 
of  the  United  States  Government.  Prior  to  the  enact- 
ment of  compulsory  Nationalized  Health  Insurance 
there  would  have  been  no  question  about  this  service 
being  rendered.  Now,  however,  I am  powerless  to  in- 
tervene in  your  behalf  without  placing  myself  in  pro- 
fessional jeopardy.  I suggest,  therefore,  that  you 
complete  and  mail  this  form  to  your  congressman  with- 
out delay. 

Sincerely  yours. 


PHYSICIAN 


ADDRESS 


CITY,  STATE,  ZIP 


Hon. 


CONGRESSMAN  OR  SENATOR 


ADDRESS  DATE 

Washington,  D.C. 


Dear  : 

Your  agency  has  denied  the  request  of  my  physician 
to  perform  the  above  designated  procedure,  which  he 


regards  as  necessary  to  the  preservation  of  my  health. 
As  your  constituent  I respectfully  request  that  you 
intervene  immediately  in  my  behalf  in  order  that  I may 
not  be  denied  this  essential  care.  Thank  you  for  your 
attention  to  this  matter. 

Respectfully  yours, 


PATIENT 


ADDRESS 


CITY,  STATE,  ZIP 


OLDS,  IOHN  G.,  Halls,  died  June  16,  1974,  age  68. 
Graduate  of  University  of  Tennessee,  1934.  Member 
of  Northwest  Tennessee  Academy  of  Medicine. 


ncui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Glenn  Byers,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

David  A.  Grigsby,  M.D.,  Hixson 

DAVIDSON  COUNTY  MEDICAL  SOCIETY- 
NASHVILLE  ACADEMY  OF  MEDICINE 

Helena  P.  Brown,  M.D.,  Nashville 
Ralph  J.  Cazort,  M.D.,  Nashville 
Sandra  G.  Kirchner,  M.D.,  Nashville 
Henry  B.  Stokes,  M.D.,  Nashville 
Arthur  M.  Townsend,  III,  M.D.,  Nashville 
Charles  G.  Cannon,  Jr.,  M.D.,  Nashville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Sidney  A.  Berry,  M.D.,  Columbia 

MEMPHIS -SHELBY  COUNTY 
MEDICAL  SOCIETY 

John  G.  Adams,  Jr.,  M.D.,  Memphis 
Irvin  C.  Baker,  M.D.,  Memphis 
Reed  C.  Baskin,  M.D.,  Memphis 
T.  Albert  Farmer,  Jr.,  M.D.,  Memphis 
Stephen  G.  Gelfand,  M.D.,  Memphis 
Perry  D.  Holmes,  M.D.,  Memphis 
Richard  B.  Krakaur,  M.D.,  Memphis 
Lewis  I.  Loskovitz,  M.D.,  Memphis 
Jack  G.  Rabinowitz,  M.D.,  Memphis 
C.  Gaylon  Smith,  M.D.,  Memphis 
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MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Jesse  C.  Woodall,  M.D.,  Trenton,  KY 

SMITH  COUNTY  MEDICAL  SOCIETY 

Ray  A.  Olaechea,  M.D.,  Celina 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

J.  Wayne  Battle,  Jr.,  M.D.,  Johnson  City 


pi  091am/  and  neui/  of 
medical  /octette/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  June  11,  1974  at  KAM  Head- 
quarters. 

The  Continuing  Medical  Education  Program  was  as 
follows: 

Surgery — Ward  O.  Griffen,  Jr.,  M.D.,  Professor  and 
Chairman  of  Albert  B.  Chandler  Medical  Center, 
Department  of  Surgery,  University  of  Kentucky, 
Lexington,  spoke  on,  “Surgical  Diseases  of  the 
Pancreas.” 

Psychiatry — David  Shapiro,  Ph.D.,  Psychoanalyst,  Los 
Angeles,  and  author  of  Neurotic  Styles,  spoke  on 
“Aspects  of  Treatment  in  Neuroses.” 

General  Practice — William  M.  Law,  M.D.,  Knoxville, 
spoke  on,  “Grave’s  Disease.” 

Pediatrics — Bertram  R.  Henry,  M.D.,  Knoxville,  spoke 
on,  “Sleep  and  Sleep  Disorders.” 

Pathology — Area  pathologists  met  and  presented  slides 
of  interest  of  unusual  cases. 

Marshall  County  Medical  Society 

The  Society  met  on  June  24,  1974  at  Henry  Horton 
Park. 

The  scientific  program  consisted  of  a monograph, 
movie  and  self-evaluation  test,  prepared  by  MEDCOM. 
Inc.  on  the  subject  of  ATHEROSCLEROSIS. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Academy  has  completed  renovation  of  their  new 
building  which  they  occupied  on  July  15,  1974.  The 
Academy  Headquarters  is  located  at:  205-23rd  Ave., 
North,  Nashville,  TN  37203. 


national  neui/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  humdrum  hearings  on  national  health  in- 
surance (NHI)  before  the  House  Ways  and 
Means  Committee  got  something  of  a lift  when 
the  long-absent  chairman,  Wilbur  D.  Mills,  (D- 
Ark.),  unexpectedly  showed  up  one  Friday  in 
mid-June  and  announced  that  whatever  bill  his 
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committee  approves  undoubtedly  would  not  look 
like  any  single  bill  presently  under  consideration. 

This  pronouncement  from  the  august  chairman 
immediately  gave  rise  to  the  belief  that  closed 
door  talks  may  be  going  on  among  committee 
members  in  an  effort  to  hack  out  a compromise 
bill  that  could  secure  congressional  enactment 
this  year. 

But  the  startling  lack  of  interest  evident  in  the 
House  Ways  and  Means  Committee  hearings — 
only  two  or  three  members  attending  each  hear- 
ing and  chairman  Mills  showing  up  for  just  the 
second  time  in  months — and  the  indefinite  post- 
ponement of  Senate  Finance  Committee  hearings 
would  seem  to  say  the  Congress  is  not  busting 
its  britches  to  pass  a NHI  bill  this  year. 

Mills  said  his  own  plan  (Mills-Kennedy) 
“doesn’t  do  everything  I would  like  it  to  do.” 
He  said,  however,  he  believes  the  method  of  reim- 
bursing physicians  under  Mills-Kennedy  is  better 
than  under  Medicare.  It  would  eliminate  the 
apparent  discrimination  between  the  city  phy- 
sician and  the  rural  physician,  Mills  believes. 

He  declared  his  primary  concern  is  that  the 
poor  receive  at  least  as  good  medical  services  as 
the  rest  of  the  people.  Referring  to  the  com- 
promise with  Kennedy,  he  said,  “we  were  trying 
to  lay  before  the  public  a program  we  thought 
had  a chance  to  pass.”  He  said  he  wanted  to 
avoid  a bill  that  “would  provide  nothing  more 
than  catastrophic,”  which  would  cover  only  five 
percent  of  the  need.  The  compromise  is  subject 
to  further  compromise,  Mills  said.  Catastrophic  is 
the  roof,  and  “we  need  the  floor  and  walls  along 
with  the  roof.” 

Mills  said  his  intent  with  the  Mills-Kennedy 
compromise  NHI  bill  was  not  to  exceed  the  cost 
of  the  Administration’s  “CHIP”  plan  and  to  come 
up  with  a different  method  of  financing.  He  said 
the  bill  was  introduced  to  present  an  alternative 
to  the  Administration  plan  for  discussion  and 
comment. 

Here  are  selected  sample  bits  of  testimony  from 
the  many  medical-health  care  oriented  organiza- 
tions who  have  trooped  to  Washington  to  have 
their  say  about  NHI: 

***  The  American  Public  Health  Association 
urged  more  consumer  policy  input  than  provided 
in  any  of  the  major  NHI  bills  before  the  com- 
mittee and  more  preventive  services  benefits. 
APHA  President  C.  Arden  Miller,  M.D.  said  the 
major  measures  for  the  most  part  provide  in- 
sufficient benefits  and  controls. 

***  The  American  Association  of  Medical 
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Clinics  supported  maintenance  of  the  free  enter- 
prise system  of  health  care,  and  said  funding 
should  be  from  mandated  employer  plans  and 
general  tax  funds  for  the  poor  and  medically 
indigent. 

***  The  Colorado  Health  and  Environment 
Council  witness  discussed  the  Colorado  Com- 
munity-Cooperative-Decentralized plan  which 
emphasizes  preventive  medicine  and  home  health 
care.  The  importance  of  the  physician’s  office 
as  a basic  health  care  facility  was  stressed. 

***  The  National  Association  of  Social 
Workers  favored  the  Kennedy-Griffiths,  Health 
Security  Act  provisions. 

***  The  American  Academy  of  Family  Phy- 
sicians told  the  House  Ways  and  Means  Commit- 
tee any  NHI  bill  must  provide  that  family 
physicians  receive  the  same  fee  as  other  specialists 
when  providing  the  same  service.  Family  phy- 
sicians should  not  be  treated  as  “second  class 
members  of  the  health  care  delivery  team,”  said 

James  Price,  M.D.,  Academy  President. 

^ ^ 

Working  on  a sweeping  tax  reform  bill,  the 
House  Ways  and  Means  Committee  tentatively 
has  decided  to  change  the  tax  laws  affecting 
medical  deductions  and  business  expenses  that 
would  affect  consumers  and  physicians. 

Apparently  with  an  eye  on  the  possibility  of  a 
national  health  insurance  program  being  enacted, 
the  Committee  voted  to  remove  the  present 
deduction  for  one-half  the  amount  an  individual 
pays  for  his  health  insurance  premium  (up  to 
$150),  and  to  increase  the  present  three  percent 
of  income  floor  applicable  to  medical  expenses 
up  to  five  percent.  The  one  percent  of  income 
test  for  drug  costs  would  be  abandoned,  with 
the  drug  expenses  coming  under  the  five  percent 
medical  expenses  category.  Only  prescription 
drugs  would  be  covered. 

In  addition,  the  Committee  decided  to  do  away 
generally  with  the  sick  pay  exclusion  under  which 
a tax  break  is  provided  employees  who  are  paid 
while  sick  beyond  a certain  length  of  time. 

In  the  business  field,  the  Committee  closed  the 
door  on  business  expenses  resulting  from  attend- 
ing conventions  overseas  unless  there  is  an  over- 
riding reason  for  holding  the  meeting  abroad. 
Not  counted  would  be  Puerto  Rico,  Hawaii,  and 
the  American  possessions.  All  cruise  ship  busi- 
ness expenses  would  not  be  acceptable,  if  the 
Committee’s  decision  should  be  enacted  by 
Congress. 


Florida’s  experience  is  that  the  average  start-up 
time  for  a full  service  Health  Maintenance 
Organization  (HMO)  is  three  to  five  years, 
Tampa  physician-legislator  Richard  S.  Hodes, 
M.D.,  has  told  the  House  Ways  and  Means 
Committee. 

Testifying  at  the  Committee’s  national  health 
insurance  hearings,  Dr.  Hodes  headed  a delega- 
tion of  the  National  Legislative  Conference,  an 
organization  of  state  legislators. 

Dr.  Hodes  outlined  Florida’s  recent  activities 
in  health  services,  noting  that  unless  federal  sup- 
port is  continued  for  such  programs  as  Hill- 
Burton,  Comprehensive  Health  Planning  and 
Regional  Medical  Programs,  a state’s  health 
program  might  be  further  snarled  by  adding  na- 
tional health  insurance. 

Dr.  Hodes  is  chairman  of  the  Florida  House  of 
Representatives  Committee  on  Health  and  Re- 
habilitative Services,  and  heads  the  Human  Re- 
sources Task  Force  of  the  National  Legislative 
Conference’s  Inter-governmental  Relations  Com- 
mittee. 

Florida  has  had  an  HMO  licensing  act  for  over 
two  years,  he  noted,  but  thus  far,  only  five  are 
licensed. 


medical  new/ 
m tenne//ee 


Medical  Assistants  Install  Officers 

The  newly  elected  officers  of  the  American  As- 
sociation of  Medical  Assistants,  Tennessee  Society 
are:  Mrs.  Mary  Lou  Archer,  Johnson  City, 

President;  Mrs.  Sue  Naylor,  Henderson,  Presi- 
dent-Elect; Mrs.  Katherine  Walton,  Kingsport, 
Vice  President;  Mrs.  Sue  McJunkin,  Knoxville, 
Secretary;  Mrs.  Lois  France,  Johnson  City, 
Treasurer;  Miss  Kaye  Squibb,  Johnson  City,  Cor- 
responding Secretary  (appointed);  and  Mrs. 
Martha  Thomas,  Memphis,  Parliamentarian  (ap- 
pointed) . 

Four  Pharmacy  Training  Centers 
Due  for  State 

Four  pharmacy  training  centers  were  estab- 
lished throughout  the  state  on  July  1,  according 
to  Dr.  Edmund  Pellegrino,  chancellor  of  the 
University  of  Tennessee  Medical  Units  in  Mem- 
phis. 

The  U-T  College  of  Pharmacy  established  the 
centers  in  Memphis,  Nashville,  Knoxville  and 
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Kingsport,  Pellegrino  said  at  the  annual  meeting 
of  the  Tennessee  Pharmaceutical  Association. 

This  will  enable  pharmacy  students  enrolled  at 
Memphis  to  transfer  to  one  of  the  centers  for 
their  final  quarter,  he  said.  An  effort  will  be 
made  to  assign  students  near  their  hometown, 
he  added. 

U-T  Psychiatry  Gets  Chairman 

Dr.  William  L.  Webb,  psychiatry  professor  at 
the  University  of  Pennsylvania  in  Philadelphia, 
assumed  the  position  of  chairman  of  the  Univer- 
sity of  Tennessee  Department  of  Psychiatry  and 
superintendent  of  the  Tennessee  Psychiatric  Hos- 
pital and  Institute  on  July  1. 

Dr.  Webb’s  appointment  was  announced  by 
Gov.  Winfield  Dunn  and  ends  a 10-month  search 
by  U-T  and  the  state  for  the  “number  one” 
qualified  person  nationally. 

Dr.  Webb,  44,  was  born  in  Chattanooga  and 
received  his  bachelor’s  from  Princeton  and  his 

M.D.  from  Johns  Hopkins  School  of  Medicine. 

❖ ❖ ❖ 

Anthony  S.  Jennings,  M.D.,  of  the  Department 
of  Medicine,  Vanderbilt  University  School  of 
Medicine,  Nashville,  and  Nelson  Lamkin,  M.D., 
of  the  Dept,  of  Allergy,  University  of  Tennessee 
College  of  Medicine,  Memphis,  have  been 
awarded  research  project  grants  by  Southern 
Medical  Association  (SMA).  Drs.  Jennings  and 
Lamkin  are  two  of  32  researchers,  selected  from 
more  than  100  applicants,  to  receive  an  SMA 
research  grant  this  year. 

The  grant  will  help  fund  Dr.  Jennings’  project, 
“Cholinergic  Modification  of  Insulin  Release  In 
Vivo.”  Dr.  Lamkin’s  project  is  “Isolation  of 
Active  Antigenic  Fractions  of  Bermuda  Grass 
Pollen.” 

The  Research  Project  Fund,  established  in 
1969,  is  one  of  several  SMA  programs  that  sup- 
port the  organization’s  exclusive  purpose  of  de- 
veloping and  fostering  scientific  medicine.  Based 
in  Birmingham,  Ala.,  Southern  Medical  Associa- 
tion is  comprised  of  22,000  physicians  from  16 
states  and  the  District  of  Columbia. 


pei/onol  new/ 


DR.  WILLIAM  C.  ALFORD,  JR.,  Nashville,  has  been 
granted  a fellowship  in  the  American  College  of 
Cardiology. 

DR.  WILLIAM  B.  BERRY,  Chattanooga,  was  inducted 
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into  the  North  Chapter  of  the  International  Cardiovas- 
cular Society  recently  in  Chicago. 

DR.  WILLIAM  R.  BISHOP,  Chattanooga,  has  retired 
as  vice  president  and  medical  director  of  Provident  Life 
and  Accident  Insurance  Company  after  23  years  of 
service. 

DR.  FRANCIS  H.  COLE,  Memphis,  and  DR. 
GORDON  PEERMAN,  Nashville,  have  been  appointed 
to  three-year  terms  on  the  state  Health  Facilities  Com- 
mission by  Gov.  Winfield  Dunn. 

DR.  HUBERT  HILL,  Knoxville,  has  been  re-elected  to 
a three-year  term  on  the  St.  Mary’s  Memorial  Hospital 
Advisory  Board. 

DR.  RALPH  F.  MORTON,  Kingsport,  has  been  ap- 
pointed vice  president  of  Indian  Path  Hospital’s  medical 
staff. 

DR.  JOHN  R.  REYNOLDS,  Chattanooga,  has  been 
elected  to  the  executive  committee  of  the  Southeastern 
Society  of  Plastic  and  Reconstructive  Surgeons. 

DR.  GARDNER  RHEA,  JR.,  Paris,  has  been  named 
Chief  of  Staff  of  Henry  County  General  Hospital. 

DR.  MARGARET  RHINEHART,  Spencer,  has  been 
selected  by  the  American  Biographical  Institute  to  be 
listed  in  the  Seventh  Edition  of  “personalities  of  the 
South.” 

DR.  J.  ED  STRICKLAND,  Chattanooga,  has  been 
elected  President-elect  of  the  Chattanooga  Area  Heart 
Association. 

DR.  HARRY  N.  WAGGONER,  Johnson  City,  was 
recognized  recently  when  Greene  Valley  Development 
Center  proclaimed  a day  in  his  honor. 

The  following  physicians  have  completed  continuing 
education  requirements  to  retain  active  membership  in 
the  American  Academy  of  Family  Physicians:  DR. 

FLOYD  DAVIS,  Kingsport;  DR.  JAMES  SUTTON 
HASTIE,  Goodlettsville;  DR.  JAMES  B.  HAVRON, 
South  Pittsburg;  DR.  WILLIAM  L.  HEADRICK,  JR., 
South  Pittsburg;  DR.  ROYCE  L.  HOLSEY,  JR., 
Elizabethton;  DR.  MAXWELL  E.  HUFF.  Oneida;  DR. 
H.  M.  LEEDS,  Oneida;  DR.  FRANK  H.  LOWRY,  JR., 
Madisonville;  DR.  TELFORD  A.  LOWRY,  Sweetwater; 
DR.  T.  R.  PURYEAR,  Lebanon;  DR.  LEE  RUSH,  JR., 
Somerville;  DR.  EUGENE  M.  RYAN,  South  Pittsburg; 
DR.  JOHN  J.  SMITH,  Clinton;  DR.  WARREN  Y. 
SMITH.  Kingsport;  DR.  WILLIAM  N.  SMITH,  New 
Tazewell;  DR.  JOHN  V.  SNODGRASS,  JR.,  Rockwood; 
and  DR.  TERRELL  B.  TANNER,  Gatlinburg. 


announcement/ 


CALENDAR  OF  MEETINGS 

1974  NATIONAL 

Sept.  18-21  American  Thyroid  Association,  Stouffer’s 
Riverfront  Inn,  St.  Louis 
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Oct.  4-11 

Oct.  4-11 

Oct.  5-12 
Oct.  6-8 
Oct.  14-17 
Oct.  17-19 
Oct.  19-24 


American  Society  of  Clinical  Patholo- 
gists, Sheraton  Park,  Shoreham,  Statler- 
Hilton  and  Mayflower  Hotels, 
Washington 

College  of  American  Pathologists,  Shera- 
ton Park,  Shoreham,  Statler-Hilton,  and 
Mayflower  Hotels,  Washington 

Western  Orthopedic  Association,  Hilton 
Honolulu,  Honolulu 

Emergency  Medicine  Symposium.  Shera- 
ton-Towers  Hotel,  Orlando,  FL 

American  Academy  of  Family  Phy- 
sicians, Los  Angeles 

American  Association  for  the  Surgery  of 
Trauma,  Homestead,  Hot  Springs,  VA 

American  Academy  of  Pediatrics,  St. 
Francis  and  San  Francisco  Hilton,  San 
Francisco 


Oct.  20-23 


Oct.  21-25 


Oct.  24-27 


Nov.  2 


Oct.  11-12 


* * * 


American  College  of  Gastroenterology, 
Americana,  Bal  Harbour,  FL 

American  College  of  Surgeons,  60th 
Annual  Clinical  Congress,  Miami  Beach 

American  Academy  of  Child  Psychiatry, 
Fairmont  Hotel,  San  Francisco 


STATE 

Tennessee  Licensure  Examination  for 
Medical  Laboratory  Personnel.  Applica- 
tions available  from:  Laboratory  Li- 

censing Service,  Room  358,  Capitol  Hill 
Bldg.,  Nashville,  TN  37219 

American  College  of  Physicians,  Ken- 
tucky/Tennessee Regional  Meeting. 
Ramada  Inn,  Lexington,  KY 


ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  677) 

1.  (1)  “c” — Transient  cerebral  ischemic  attack. 

(2)  “d” — Complete  physical  exam  and  further  study. 

2.  a.  False.  Although  papillary  muscle  dysfunction  may 

sometimes  be  associated  with  significant  mitral 
regurgitation,  in  the  majority  of  patients,  mitral 
regurgitation  is  insignificant. 

b.  True 

c.  False.  Mid-systolic  clicks  are  often  found  in 
patients  with  various  deformities  of  the  mitral 
valve  leaflets  and/or  chordae  tendinae,  but  are  un- 
usual in  patients  with  papillary  muscle  dysfunction. 

d.  True.  The  murmur  of  valvular  aortic  stenosis  is 
often  well  heard  or  actually  loudest  at  the  apex. 
Moreover,  the  murmur  of  aortic  stenosis  is  usually 
harsher  than  that  of  papillary  muscle  dysfunction 
and  is  associated  with  a thrill.  Amylnitrite  inhala- 
tion is  associated  with  an  increase  in  the  intensity 
of  the  murmur  of  aortic  stenosis  and  a decrease 
in  the  intensity  of  the  murmur  of  papillary 
muscle  dysfunction. 

3.  (2)  Reference:  Anderson,  WA:  Pathology,  1971, 

Page  1418. 

4.  (4)  Westergren  sed.  rate 

The  ESR  is  txtremely  high  in  this  condition  known 
as  polymyalgia.  Actually,  the  other  studies  may  in- 
deed be  misleading.  For  example,  if  one  orders  X- 
rays  of  the  cervical  spine,  hips  and  shoulders  for  a 
man  of  his  age,  most  likely  the  radiology  will  report 
some  osteoarthritis,  and  one  could  easily  be  misled 
to  believe  that  the  patient’s  pain  is  secondary  to  this 
diagnosis.  Also,  the  rheumatoid  factor  test  has  been 
shown  to  be  positive  in  as  many  as  33%  of  all  elderly 
people;  that  is,  even  normal  people  without  any 
arthritis.  Also,  an  elevated  uric  acid  may  really  re- 
flect low  doses  of  analgesics  that  this  patient  probably 
took  because  of  his  pain,  such  as  low  dose  aspirin; 
hence  one  could  easily  be  misled  into  the  diagnosis  of 
gout. 


Research  scientists  in 
university  laboratories 
throughout  the  country  need 
thousands  of  mice  to  help 
save  lives  from  cancer. 

Will  you  help? 

GIVE  TO  YOUR 
American  Cancer  Society 
p Fight  cancer 

§ ’with  a checkup 

and  a check. 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBUSHER 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee , you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 


Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 

To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken- Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

Free  Directory  of  Casette  Producers 

Cassette  House,  Inc.  has  just  compiled  a directory 
listing  over  250  companies  producing  spoken  voice 
audio  cassettes.  The  producers  are  listed  alphabetically 
according  to  the  subject  matter  of  the  tapes  they  pro- 
duce. There  are  63  firms  listed  that  produce  tapes  on 
medical,  dental,  nursing,  pharmaceutical,  health  ad- 
ministration and  related  fields;  and  40  on  adult  educa- 
tion and  self-improvement,  etc. 

For  a free  copy  of  this  directory  write  to:  Cassette 
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House,  Inc.,  1030  E.  Northwest  Highway,  Mount 
Prospect,  IL  60056. 

University  of  Louisville  School  of  Medicine 
Symposium  on  Drugs  in  the  Newborn 

The  Department  of  Pediatrics,  University  of  Louisville 
School  of  Medicine,  presents  its  Eighth  Annual  Newborn 
Symposium,  November  7 and  8,  1974,  to  be  held  at  the 
Health  Sciences  Center  Auditorium.  Louisville,  Ken- 
tucky. 

Dr.  Virginia  Apgar  will  deliver  the  1974  Tenth  Annual 
Louisville  Pediatric  Lecture  on  November  6. 

For  information  write:  Dr.  Billy  F.  Andrews,  200 

East  Chestnut  Street.  Louisville,  KY  40202. 

American  Board  of  Family  Practice 
Set  Exam  Date 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  October  19-20,  1974.  It  will  be  held 
in  five  centers  geographically  distributed  throughout  the 
United  States.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano.  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  #2.  Room  229 
Lexington.  KY  40506 

PLEASE  NOTE.  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a completed 
application  with  the  Board  office.  Deadline  for  receipt 
of  application  in  this  office  was  June  15,  1974. 

The  American  College  of  Physicians 
Postgraduate  Courses  for  October 

CURRENT  CONCEPTS  OF  CLINICAL  HEMAT- 
OLOGY, University  of  Virginia  Medical  School, 
Charlottesville.  VA,  Oct.  2-4. 

CLINICAL  COURSE  IN  NEPHROLOGY,  Royal  Vic- 
toria Hospital.  McGill  University,  Montreal,  P.Q.. 
CAN.  Oct.  7-9. 

OCCUPATIONAL  MEDICINE  FOR  THE  INTER- 
NIST AND  FAMILY  PHYSICIANS,  Americana 
Hotel,  New  York.  NY,  Oct.  8-11. 

NEW  DEVELOPMENTS  IN  DIAGNOSIS  AND 
TREATMENT  OF  DISEASE  WITH  RADIONU- 
CLIDES, University  of  Michigan  Medical  Center, 
Towsley  Center.  Ann  Arbor,  MI,  Oct.  21-25. 
RHEUMATIC  DISEASES,  Harvard  Medical  School  and 
Peter  Bent  Brigham  Hospital,  Jimmy  Fund  Audi- 
torium. Children's  Hospital  Medical  Center,  Boston, 
MA,  Oct.  21-25. 

VALVULAR  HEART  DISEASE— University  of  New 
Mexico  School  of  Medicine,  Albuquerque,  NM,  Oct. 
24-26. 

CRISIS  MEDICINE.  Albany  Medical  College.  Hyatt 
House,  Albany.  NY.  Oct.  28-31.  Info:  Registrar, 

Postgraduate  Courses,  ACP.  4200  Pine  Street,  Phila- 
delphia, PA  19104. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

and  the 

AMERICAN  LUNG  ASSOCIATION  OF 
NASSAU-SUFFOLK 

Dresents 

A POST  GRADUATE  COURSE 

on 

FLEXIBLE  FIBEROPTIC  BRONCHOSCOPY 

Clinical  Experiences 
A Practical  Workshop 
Dates:  September  19-20,  1974 
Place:  Nassau  County  Medical  Center, 

East  Meadow,  N.Y. 

Program  will  include  the  latest  diagnostic  and  ther- 
apeutic experiences  in  the  use  of  flexible  fiberoptic 
bronchoscopes.  Specialists  will  provide  an  up-to-date 
review  of  fundamental  and  advanced  techniques  for  the 
practicing  physician. 

Practical  workshops  will  be  held  at  participating  hos- 
pital centers:  Long  Island  Jewish  Hillside  Medical  Cen- 
ter, Nassau  County  Medical  Center,  Queens  Hospital 
Center  Affiliation  of  Long  Island  Jewish  Hillside  Medical 
Center,  Suffolk  Developmental  Center  and  St.  Francis 
Hospital. 

Credit:  12  hours  credit  towards  the  American  Med- 

ical Association. 

Tuition:  ACCP  Member  $100.00 

Non-member  125.00 

Intern  & Resident  55.00 

Members  and  non-members  wishing  to  attend  can 
make  reservations  by  writing  to  Oscar  Cunanan,  M.D., 
“Post  Graduate  Course,”  American  Lung  Association  of 
Nassau-Suffolk.  405  Ostrander  Avenue,  Riverhead.  NY 
11901  or  American  College  of  Chest  Physicians.  112 
E.  Chestnut  Street.  Chicago,  IL  60611. 

FIFTH  ANNUAL  AUTUMN  SYMPOSIUM 
on 

PEDIATRIC  GASTROENTEROLOGY 
AND  NUTRITION 

Friday  and  Saturday,  September  20-21,  1974.  at  the 
University  Club  of  Nashville 
Harry  L.  Greene,  M.D.,  Moderator 

Extended  discussion  periods  are  planned,  and  regis- 
trants are  encouraged  to  bring  particular  questions  and 
problems  for  discussion. 

Sponsors:  Department  of  Pediatrics  and  Division  of 
Continuing  Education.  Vanderbilt  University  School  of 
Medicine:  Davidson  County  Pediatric  Society;  Tennessee 
Academy  of  Family  Physicians;  Children's  Hospital  at 
Vanderbilt  University. 

For  further  information  and  registration,  contact  Van- 
derbilt Continuing  Education.  305  Medical  Arts  Bldg., 
Nashville  37212;  telephone  615-322-2716. 

CONSULTATION  ON  EUTHANASIA  AND 
HUMAN  EXPERIMENTATION 

Thursday,  October  17,  1974 
at  the 

Center  of  Continuing  Education  at  Scarritt  College 
19th  Avenue  South,  Nashville.  Tennessee 

....  to  bring  together  medical  doctors,  clergy, 
humanists,  nurses,  social  workers,  and  directors  of 
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nursing  homes  and  retirement  homes  to  explore  and 
analyze  critical  issues  involved  in  euthanasia  and  human 
experimentation  ...  to  consider  and  clarify  bases  for 
decisions  and  actions  in  these  areas. 

Presented  by:  The  Center  of  Continuing  Education  at 
Scarritt  College;  Division  of  Continuing  Education,  Van- 
derbilt University  School  of  Medicine;  Vanderbilt  Uni- 
versity Divinity  School;  Tennessee  Academy  of  Family 
Physicians. 

For  further  information  and  registration  contact 
Vanderbilt  Continuing  Education,  305  Medical  Arts 
Building,  Nashville  37212;  telephone  615-322-2716. 
Registration  fee  of  $10.00  includes  luncheon. 

SYMPOSIUM  ON  CLINICAL 
IMMUNOLOGY  AND  CANCER 

Friday,  September  13  and  Saturday,  September  14,  1974 
University  Club  of  Nashville 

Presented  by:  The  Tennessee  Division,  American 

Cancer  Society;  the  Department  of  Pathology  and  the 
Division  of  Continuing  Education,  Vanderbilt  University 
School  of  Medicine;  the  Cancer  Research  and  Treatment 
Center,  Vanderbilt  University  Medical  Center;  the  Nash- 
ville Academy  of  Medicine;  the  Tennessee  Mid-South 
Regional  Medical  Program;  the  Tennessee  Academy  of 
Family  Physicians. 

For  further  information  and  registration,  contact  Van- 
derbilt Division  of  Continuing  Education,  305  Medical 
Arts  Bldg.,  Nashville  37212;  telephone  615-322-2716. 
($10.00  registration  fee  waived  for  students,  graduate 
students,  fellows  and  house  staff  members) 

American  College  of  Gastroenterology 

COURSE  IN 

POSTGRADUATE  GASTROENTEROLOGY 

October  24,  25,  26,  1974 

The  Annual  Course  in  Postgraduate  Gastroenterology 
of  the  American  College  of  Gastroenterology  will  again 
be  offered  on  October  24,  25,  26,  1974,  at  The  Ameri- 
cana, in  Bal  Harbour,  Fla.,  immediately  following  the 
39th  Annual  Convention  to  be  held  at  the  same  place 
on  October  21,  22,  23,  1974. 

This  year  the  Course  will  be  given  in  cooperation 
with  the  University  of  Miami,  by  a distinguished  faculty 
from  various  parts  of  the  United  States  and  abroad. 

The  Course  will  be  open  to  members  and  non- 
members of  the  College. 

THIS  COURSE  HAS  RECEIVED  CATEGORY  “A” 
APPROVAL  AND  ACCREDITATION  OF  THE 
COUNCIL  ON  MEDICAL  EDUCATION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION. 

Write:  American  College  of  Gastroenterology 
299  Broadway,  N.Y.  City  10007 

American  College  of  Physicians 
Specialty  Courses 

PULMONARY  DISEASE 

For  Information  and  Registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

“Mechanisms  and  Management  of  Clinical  Pulmonary 
Disease”  Sept.  30-Oct.  4,  1974,  Philadelphia,  PA.  The 
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course  is  held  in  conjunction  with  the  University  of 
Pennsylvania  School  of  Medicine. 

The  course  is  aimed  at  internists  and  pulmonary 
specialists  who  are  responsible  for  the  diagnosis  and 
treatment  of  respiratory  disease.  The  theories  and 
techniques  of  general  pulmonary  care  will  be  covered 
in  the  morning  sessions;  afternoon  workshops  will  stress 
the  practical  aspects  of  clinical  pulmonary  care.  Partici- 
pant interaction  with  the  faculty  in  the  performance 
of  important  diagnostic  and  therapeutic  techniques  will 
be  emphasized. 

TREATMENT  OF  GASTROINTESTINAL  DISEASE 

“Physiologic  Approaches  to  the  Diagnosis  and  Treat- 
ment of  Gastrointestinal  Disease”  Sept.  30-Oct.  3,  1974, 
Philadelphia,  PA.  The  course  is  held  in  conjunction  with 
the  Gastrointestinal  Section  of  the  University  of  Pennsyl- 
vania. 

Morning  lectures  will  deal  with  the  pathophysiology, 
diagnostic  approach  and  therapeutic  rationale  for  major 
gastrointestinal  disease  problems.  Small  group  work- 
shops will  be  conducted  on  these  topics  in  the  afternoon; 
they  will  be  problem-oriented  and  deal  with  actual  case 
histories  including  x-rays,  biopsies  and  special  studies. 

EMERGENCY  ROOM  MEDICINE 

“Emergency  Room  Medicine”  Sept.  16-18,  1974, 
Arlington  Heights,  IL.  The  course,  held  in  conjunction 
with  the  American  College  of  Surgeons  and  the  Loyola 
University  Stritch  School  of  Medicine,  will  take  place 
at  the  Arlington  Towers  Hotel. 

Morning  sessions  will  provide  a lecture  and  con- 
current workshops  in  shock  and  respiratory  care.  These 
are  designed  to  review  pathophysiology  and  discuss 
current  methods  of  treatment.  Lecture  and  panel  dis- 
cussions will  be  given  in  the  afternoons.  Lectures  on 
the  third  afternoon  will  deal  with  some  of  the  organiza- 
tional, social  and  economic  problems  faced  by 
physicians  specializing  in  emergency  room  medicine. 

ENDOCRINOLOGY  AND  METABOLISM 

“Selected  topics  in  Endocrinology  and  Metabolism” 
Sept.  11-13,  1974,  Indianapolis,  IN.  The  course,  held 
in  conjunction  with  the  Indiana  University  School  of 
Medicine,  will  take  place  at  the  Indianapolis  Hilton. 

The  course  is  planned  to  review  selected  topics  in 
endocrinology  and  metabolism  from  the  viewpoint  of 
the  practicing  internist.  It  will  emphasize  clinical 
relevance  and  areas  in  which  knowledge  is  growing 
most  rapidly.  Diabetes  and  thyroid  disease  will  be 
discussed.  Lectures,  question  periods  and  panel  discus- 
sions will  be  included  in  the  format. 

GASTROENTEROLOGY 

"Clinical  Gastroenterology,  1974”  Sept.  16-18,  1974, 
Rochester,  MN.  The  course,  held  in  conjunction  with 
the  Mayo  Clinic,  will  take  place  at  the  Clinic. 

The  main  objective  of  the  course  is  to  review  newer 
concepts  in  the  pathogenesis,  diagnosis,  and  treatment  of 
selected  gastrointestinal  disorders.  Whenever  possible, 
topics  will  be  introduced  through  the  presentation  of 
case  histories.  Emphasis  will  be  placed  on  topics  of 
current  interest  in  clinical  gastroenterology,  although 
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basic  mechanisms  of  disease  will  be  discussed  when 
relevant. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1974-1975 
Postgraduate  Programs 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  Each  program  will  incorporate  a variety  of 
educational  methods  designed  to  insure  student  partici- 
pation in  the  learning  process. 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education.  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1974 

September  10-13 

“International  Symposium  on  Asthma” 

Location:  Pacific  Grove,  California 

September  19-21 

"Hypoxemic  Respiratory  Failure:  Mechanisms  and 

Management” 

Location:  Ann  Arbor,  Michigan 
September  19-20 

“Flexible  Fiberoptic  Bronchoscopy — Clinical  Experi- 
ence and  Practical  Workshop” 

Location:  East  Meadow,  Long  Island,  N.Y. 

October  3-5 

"Coronary  Artery  Disease — 1974” 

Location:  New  York,  New  York 
October  21-November  1 

"A  National  Seminar  for  Registered  Nurses  Working 
in  Critical  Care” 

Location:  Denver,  Colorado 

November  4 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  New  Orleans,  Louisiana 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 
February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 
March  12-14 

"Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 


April  2-4 

"Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

"Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

5-C 

For  further  information  contact: 

Bradford  W.  Claxton,  M.Ed. 

Director  of  Continuing  Education 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 

1974-1975 

CONTINUING  MEDICAL  EDUCATION 

HYPERTENSION  - CARE 

Medical  Center  of  Central  Georgia,  Macon,  Georgia 
September  17,  1974 
FAMILY  PRACTICE  SYMPOSIUM 
September  23-27,  1974 

ADMINISTRATION  AND  EDUCATION  IN  THE 
CLINICAL  LABORATORY 
October  18-19,  1974 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 
GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 
PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

October  22,  and  November  26,  1974; 

January  28,  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 
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The  Cleveland  Clinic 
Educational  Foundation 

Postgraduate  Course  Schedule 
1974-1975 

MEDICAL  TECHNOLOGY 
September  19,  1974 

CURRENT  CONCEPTS  IN  RENAL  DISEASE 
AND  HYPERTENSION 
October  9 and  10,  1974 

MYOCARDIAL  REVASCULARIZATION 
SURGERY,  1974 

SELECTION  OF  PATIENTS.  PITFALLS,  AND 
POSTOPERATIVE  RESULTS 
October  16  and  17,  1974 

GASTROENTEROLOGY:  CLINICAL  PROBLEMS 
November  20  and  21,  1974 

PERSPECTIVES  IN  OPHTHALMOLOGY 
December  4 and  5,  1974 

CONTROVERSIES  IN  SURGERY 
January  15  and  16,  1975 

MEDICAL  PROGRESS  FOR  THE  FAMILY 
PHYSICIAN 
January  29  and  30.  1975 

SPORTS  MEDICINE 
February  5 and  6,  1975 

PRESSURES  IN  ANESTHESIOLOGY 
February  7.  8.  and  9,  1975 

SPECIAL  TOPICS  IN  RHEUMATIC  DISEASE 
February  19  and  20,  1975 

BLOOD  BANK  MANAGEMENT 
February  26  and  27,  1975 

ADVANCES  IN  UROLOGY 
March  5 and  6,  1975 

MEDICAL  PROGRESS  AND  ITS 
RELATIONSHIP  TO  DENTISTRY 
March  12  and  13,  1975 

RECENT  PROGRESS  IN  CLINICAL  CANCER 
March  19  and  20.  1975 

PRACTICAL  NEUROLOGY 
April  2 and  3,  1975 

REFRESHER  SEMINAR  IN  PEDIATRICS  FOR 
PEDIATRICIANS  AND  GENERAL 
PRACTITIONERS 
April  9 and  10,  1975 

DIAGNOSTIC  IMMUNOLOGY 
April  23  and  24,  1975 

NEW  ADVANCES  IN  DERMATOLOGY 
May  15  and  16.  1975 

These  programs  in  continuing  medical  education  are 
accredited  by  the  AMA  and  are  acceptable  for  Category 
1 credit  toward  the  AMA  Physician's  Recognition 
Award. 

For  further  information  and  detailed  programs  write 
to:  Director  of  Education 

The  Cleveland  Clinic  Educational  Foundation 
9500  Euclid  Avenue,  Cleveland,  Ohio  44106 


Cook  County  Graduate  School  of  Medicine 
CONTINUING  EDUCATION  COURSES 
FALL  1974  — SPRING  1975 

INTERNAL  MEDICINE 

ADVANCED  CARDIOLOGY 
One  Week,  May  19. 

ADVANCES  IN  MEDICINE 
One  Week,  November  18,  April  28. 

BASIC  ELECTROCARDIOGRAPHY 
One  Week,  October  28,  March  3. 

BASIC  INTERNAL  MEDICINE 
One  Week,  November  11,  March  17. 

FLUIDS  & ELECTROLYTES 
One  Week,  September  23. 

INTERMEDIATE  CARDIOLOGY 
Four  and  a half  days,  September  23. 

INTERMEDIATE  ELECTROCARDIOGRAPHY 
Two  Days,  May  8 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  21. 

SPECIALTY  REVIEW  COURSES 
IN  INTERNAL  MEDICINE,  CERTIFYING: 

One  Week,  May  12,  June  2. 

SPECIALTY  REVIEW  COURSES 

IN  THE  SUBSPECIALTIES  (One  Week): 
Hematology,  September  30. 

Infectious  Diseases,  September  30, 

Nephrology,  September  30 
Pulmonary,  September  9. 

Rheumatology,  September  9. 

SPECIALTY  REVIEW  COURSE 

IN  MEDICINE,  RECERTIFICATION: 

One  Week,  October  14. 

UPPER  GASTROINTESTINAL  ENDOSCOPY 
Two  Weeks,  Sept.  9,  Nov.  4,  Jan.  13,  Mar.  3. 

ORTHOPAEDICS 

SPECIALTY  REVIEW  COURSE 
IN  ORTHOPAEDICS 
One  Week,  August  25,  1974,  Sept.  7,  1975. 

MANAGEMENT  OF  COMMON  FRACTURES 
AND  DISLOCATIONS 
One  Week,  October  28, 

PSYCHIATRY  & NEUROLOGY 

NEUROLOGY,  PART  I,  BASIC 
One  Week,  March  17. 

NEUROLOGY,  PART  II,  CLINICAL 
One  Week,  September  9. 

REVIEW  COURSE  IN  NEUROPATHOLOGY 
One  Week,  March  10. 

PSYCHIATRY  FOR  THE 
MEDICAL  PRACTITIONER 
Four  Days,  October  7. 

RECENT  ADVANCES  IN  PSYCHIATRY 
One  Week,  December  2. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  21. 
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NORMAL  DEVELOPMENT- 
CHILD  ADOLESCENCE 
One  Week.  April  28. 

ANESTHESIA 

REGIONAL  ANESTHESIA 

One  Week,  November  4,  March  10. 

ELECTROCARDIOGRAPHY  FOR 
ANESTHESIOLOGISTS 
One  Week.  October  28,  March  3. 

GENERAL  SURGERY 

ADVANCED  PERIPHERAL  VASCULAR  SURGERY 
One  Week,  July  21. 

ADVANCES  IN  SURGERY 
One  Week.  May  12 

BLOOD  VESSELS  SURGERY 
One  Week.  November  18,  April  14. 

DISEASES  OF  ESOPHAGUS, 

STOMACH  & DUODENUM 
Three  Days,  September  26. 

FIBEROPTIC  COLONOSCOPY 
Three  Days.  (1974  dates  filled). 

January  22.  April  23,  July  9. 

FIBEROPTIC  ESOPHAGOGASTRIC  ENDOSCOPY 
Three  Days.  ( 1974  dates  filled). 

January  27,  April  28,  July  14. 

FLUIDS  & ELECTROLYTES 
One  Week.  September  23. 

MANAGEMENT  OF  COMPLICATIONS 
IN  SURGERY 
Four  Days,  September  16. 

MANAGEMENT  OF  TUMORS  OF  HEAD  & NECK 
One  Week.  June  9. 

PRE  & POSTOPERATIVE  CARE 
Four  Days,  October  29,  March  4. 

SPECIALTY  REVIEW  COURSES 
IN  SURGERY  (Two  Weeks): 

For  Part  I Applicants:  September  30.  Nov.  4. 

For  Part  II  Applicants:  Dec.  2,  March  10. 

SPECIALTY  REVIEW  COURSE 
IN  THORACIC  SURGERY 
One  Week.  December  9. 

SPECIALTY  REVIEW  COURSE 
IN  PEDIATRIC  SURGERY 
One  Week.  February  17. 

SURGERY  OF  THE  GASTROINTESTINAL  TRACT 
One  Week,  April  7. 

SURGERY  OF  TRAUMA 
Four  Days,  December  9,  June  2. 

SYMPOSIUM  ON  SHOCK 
Two  Days,  December  13. 

PEDIATRICS 

GENERAL  PEDIATRICS 
One  Week,  November  18. 

COMMON  GENETIC  DISEASES 
One  Week,  May  19. 

MANAGEMENT  OF  PEDIATRIC  HEART  DISEASE 
Three  Days.  October  30. 


NEUROMUSCULAR  & LEARNING  DISORDERS 
IN  CHILDREN 
One  Week,  June  9. 

SPECIALTY  REVIEW  COURSE  IN  PEDIATRICS 
One  Week,  April  7. 

ADVANCES  IN  NEONATOLOGY 
Two  Days,  April  21. 

NORMAL  DEVELOPMENT- 
CHILD  ADOLESCENCE 
One  Week,  April  28. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  21. 

SPECIALTY  REVIEW  COURSE 
IN  PEDIATRIC  SURGERY 
One  Week.  February  17. 

DERMATOLOGY 

BASIC  DERMATOLOGY 
One  Week,  October  14. 

SPECIALTY  REVIEW  COURSE 
IN  DERMATOLOGY 
One  Week.  May  5. 

FAMILY  PRACTICE 

SPECIALTY  REVIEW  COURSE 
FOR  FAMILY  PRACTICE 
Two  Weeks  August  12,  1974,  August  18,  1975 

FAMILY  PRACTICE  REVIEW 
One  Week,  November  4,  April  7. 

ACUTE  CARDIAC  CARE 
Three  Days,  December  4. 

BASIC  DERMATOLOGY 
One  Week,  October  14. 

BASIC  ELECTROCARDIOGRAPHY 
One  Week.  October  28,  March  3. 

BASIC  GYNECOLOGY 
One  Week.  September  16,  April  14. 

BASIC  INTERNAL  MEDICINE 
One  Week.  November  11,  March  17. 

BASIC  OBSTETRICS 
One  Week,  December  2 

DIAGNOSTIC  RADIOLOGY 
One  Week.  October  7,  April  14. 

FIBEROPTIC  COLONOSCOPY 

Three  Days  (1974  dates  filled).  January  22, 

April  23.  July  9. 

FLUIDS  & ELECTROLYTES 
One  Week.  September  23. 

GENERAL  PEDIATRICS 
One  Week,  November  18. 

INTERMEDIATE  ELECTROCARDIOGRAPHY 
Two  Days,  May  8. 

MANAGEMENT  OF  COMMON  FRACTURES 
AND  DISLOCATIONS 
One  Week,  October  28. 

NORMAL  DEVELOPMENT— CHILDHOOD 
ADOLESCENCE 
One  Week.  April  28. 

OFFICE  GYNECOLOGY 
One  Week.  January  20. 
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PSYCHIATRY  FOR  THE 
MEDICAL  PRACTITIONER 
Four  Days,  October  7. 

RECENT  ADVANCES  IN  GERIATRIC  MEDICINE 
One  Day,  March  8. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  21. 

STATE  & NATIONAL  BOARD  REVIEW  COURSES 
Basic,  Six  and  a half  days. 

October  20,  April  27. 

Clinical,  Six  Days 
October  14,  May  5. 

UROLOGY  FOR  FAMILY  PRACTITIONERS 
Two  Days,  November  14. 

OBSTETRICS  AND  GYNECOLOGY 

ADVANCES  IN  OBSTETRICS  & GYNECOLOGY 
One  Week,  November  18. 

BASIC  GYNECOLOGY 

One  Week,  September  16,  April  14. 

BASIC  OBSTETRICS 
One  Week,  December  2. 

GYNECOLOGICAL  LAPAROSCOPY 

Three  Days,  December  11,  February  5,  May  21. 

OFFICE  GYNECOLOGY 
One  Week,  January  20. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  21. 

SPECIAL  REVIEW  COURSE 

IN  GYNECOLOGICAL  PATHOLOGY 
One  Week,  October  14. 

SPECIALTY  REVIEW  COURSE 

IN  OBSTETRICS  AND  GYNECOLOGY 
Two  Weeks,  October  28,  June  2. 

RADIOLOGY 

DIAGNOSTIC  RADIOLOGY 
One  Week,  October  7,  April  14. 

PEDIATRIC  RADIOLOGY 
Three  Days,  September  16. 

RADIATION  SCIENCE  REVIEW 
One  Week,  May  19. 

UROLOGY 

SPECIALTY  REVIEW  COURSE  IN  UROLOGY 
Three  and  a half  days,  October  2. 

SPECIALTY  REVIEW  IN  UROLOGIC 
PATHOLOGY  & X-RAY 
Two  and  a half  days,  December  5. 

UROLOGY  FOR  FAMILY  PRACTITIONERS 
Two  Days,  November  14. 

ADVANCES  IN  UROLOGY 
Two  Days,  March  3. 

NEWER  UROLOGIC  INSTRUMENTATION 
One  Day,  March  5. 

PEDIATRIC  UROLOGY 
Two  Days,  March  6. 

Informal  clinical  courses  in  Dermatology,  Fractures 

& Orthopaedics,  Obstetrics  & Gynecology,  Pediatrics, 


Internal  Medicine,  Cardiology  and  Radiology  are  avail- 
able by  appointment. 

707  South  Wood  Street  • Chicago,  Illinois  60612 
Telephone:  (312)  733-2800  & 2803 

* * * 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21 -month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health;  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CDT;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CDT. 

For  telephone  numbers,  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee’s  practicing  phy- 
sicians and  research  scientists,  Vanderbilt’s  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203,  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored”  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center’s  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1974  will 
be  held  October  26  through  November  1,  1974,  in  the 
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Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital.  The  Department  of  Otolaryngology  of  the 
Abraham  Lincoln  School  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  offers  a condensed  basic 
and  clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Emanual  M.  Skolnik,  M.D.,  with 
Burton  J.  Soboroff,  M.D.,  as  co-chairman.  This  pro- 
gram is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998,  Chicago,  IL  60680. 

Workshop  on  the  Surgery 
Of  Chronic  Ear  Disease 

The  Department  of  Otolaryngology  of  the  University 
of  Illinois,  Abraham  Lincoln  School  of  Medicine,  an- 
nounces a Workshop  on  the  Surgery  of  Chronic  Ear 
Disease  to  be  held  October  2 through  4,  1974. 

The  workshop  will  deal  with  canal  preservation  in 
surgery  for  cholesteatoma.  The  technic  of  canal  pres- 
ervation will  be  taught  by  closed  circuit  surgical  color 
television  and  temporal  bone  dissection.  Seminars  will 
be  held  to  discuss  the  difficulties  and  complications  of 
these  technics. 

Interested  registrants  may  write  directly  to  the  De- 
partment of  Otolaryngology,  University  of  Illinois  Hos- 
pital Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  Illinois  60612. 

Maternal  and  Child  Health  Program 

The  Maternal  and  Child  Health  Program  of  the 
University  of  California  School  of  Public  Health  at 
Berkeley  announces  postgradaute  courses  of  instruc- 
tion for  pediatricians,  obstetricians,  and  other  phy- 
sicians interested  in  receiving  training  in  the  field  of 
Maternal  and  Child  Health.  These  programs  all  lead 
to  the  degree  of  Master  of  Public  Health.  Tax-exempt 
Fellowships  are  available,  consisting  of  support  for 
the  trainee  and  his  dependents,  tuition  and  fees. 

Program  areas  at  the  present  time  include  nine- 
month  programs  in  Maternal  and  Child  Health,  Day 
Care  and  the  Preschool  Child,  Health  of  School-Age 
Children  and  Youth,  and  Maternal  Health  and  Family 
Planning.  Twenty-one  month  programs  in  Care  of 
Handicapped  Children,  Comprehensive  Health  Care 
and  Perinatology  are  also  available. 

Applications  are  now  being  accepted  for  the  group 
entering  September,  1975.  For  information,  write  to 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health, 
University  of  California,  Berkeley,  California  94720. 

PAS  and  MAP  Tutorial  Sessions* 

These  two-day  sessions  teach  representatives  from 
member  hospitals  how  to  do  medical  audit  studies 
using  their  own  PAS  system  reports.  PSRO  health 
care  legislation  and  the  way  CPHA  resources  can  help 
both  hospitals  and  PSROs  are  presented. 

11-12  September  1974 
2-  3 October  1974 

6-  7 November  1974 
11-12  December  1974 


PAS  and  MAP  Institutes* 

PAS  and  MAP  Institutes  are  held  for  nonmember 
hospitals  and  health  care  organizations  to  present  a 
comprehensive  review  of  the  various  CPHA  programs. 
The  Institutes  emphasize  applications  to  the  PSRO 
portion  of  PL  92-603. 

5 September  1974 
5 December  1974 

PAS  and  MAP  Regional  Workshops* 

Regional  workshops,  open  to  both  member  and 
nonmember  hospitals  and  health  care  organizations, 
teach  how  to  do  medical  audit  studies,  using  sample 
PAS  and  MAP  reports.  CPHA  resources  to  help 
hospitals  and  PSROs  are  discussed. 

27  August  1974  — Edmonton,  Alberta,  Canada 

29  August  1974  — Denver,  Colorado 

26  September  1974 — Washington,  D.C. 

8 October  1974  — Vancouver,  British  Columbia, 

Canada 

11  October  1974  — Honolulu,  Hawaii 

12  November  1974 — Charlotte,  North  Carolina 
14  November  1974 — New  Orleans,  Louisiana 
17  December  1974 — Oklahoma  City,  Oklahoma 

Course  In  Techniques  for  the  Health 
Record  Analyst 

The  health  record  analyst’s  role  as  an  expert  in  how 
to  evaluate  the  quality  of  patient  care  is  explored  in 
detail  in  these  intensified  sessions.  They  are  open  to 
member  and  nonmember  hospitals  and  health  care 
organizations.  The  PAS  system  reports  are  used  to 
teach  the  techniques  of  health  record  analysis. 

16-20  September  1974 

7-11  October  1974 
11-15  November  1974 
16-20  December  1974 

Coding  and  Abstracting  Institutes 

Open  to  all  medical  record  personnel  using  H-ICDA, 
these  one-day  sessions  are  designed  to  review  the 
basic  principles  of  H-ICDA  coding.  Methods  of  PAS 
abstracting  are  also  discussed. 

17-19  September  1974 — Boston,  Massachusetts 

8-10  October  1974  — Chicago,  Illinois 

19-21  November  1974 — Los  Angeles,  California 
3-  5 December  1974 — St.  Louis,  Missouri 

* Academic  Credit 

Fully  approved  by  AMA  Council  on  Continuing 
Medical  Education.  Attendance  applies  toward  AMA 
Physician’s  Recognition  Award  (Category  1). 
Acceptable  for  elective  hours  from  American  Academy 
of  Family  Physicians 

All  sessions  are  held  at  CPHA  in  Ann  Arbor,  unless 
otherwise  specified. 

For  information,  write  Commission  on  Professional 
and  Hospital  Activities,  1968  Green  Road,  Ann  Arbor, 
Michigan  48105. 
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Tennessee  Medical  Association's 

Approved 

Business  Overhead  Expense 
Insurance 

Administered  By 

John  E.  Lovelace  & Associates,  Inc. 

2400  Crestmoor  Rd. 

Nashville,  Tennessee  37215 
Phone  615-385-0923 

You  may  purchase  up  to  $3,500  of  monthly  indemnity 
to  pay  office  expenses  when  ever  you  are  disabled 
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National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel — New  York  City 
PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 

AMERICAN  CANCER  SOCIETY’S 
NATIONAL  CONFERENCE  ON 
GYNECOLOGIC  CANCER 

September  18-20,  1975 
Marriott  Hotel — Philadelphia,  Pennsylvania 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

EIGHTH  NATIONAL  CANCER  CONFERENCE 

September  20-22,  1976 
Regency  Hyatt  Hotel — Atlanta,  Georgia 

These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

Course  in  Laryngology 
And  Bronchoesophagology 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine,  University  of  Illinois  and 
the  Eye  and  Ear  Infirmary  of  the  Universit  yof  Illinois 
Hospital,  will  conduct  a continuing  education  course 
in  Laryngology  and  Bronchoesophagology  November 
18-23,  1974.  The  course  is  limited  to  twenty  phy- 
sicians and  will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D. 

Interested  physicians  will  please  write  directly  to 
the  Department  of  Otolaryngology,  Eye  and  Ear  In- 
firmary, 1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 

University  of  Kentucky 
College  of  Medicine 

The  University  of  Kentucky  College  of  Med- 
icine will  present  two  identical,  comprehensive 
reviews  designed  in  part  to  prepare  family  phy- 
sicians for  the  annual  ABFM  examination  sched- 
uled for  late  October.  Approximately  70-74 
topics  will  be  presented  by  University  of  Ken- 
tucky and  guest  faculty. 

The  Fifth  Family  Medicine  Review  will  be 
offered  September  15-21,  1974,  and  again  on 
October  6-12,  1974,  at  the  University  of  Ken- 
tucky Medical  Center.  Program  Chairman: 
Frank  R.  Lemon,  M.D.  Registration  fee:  $195. 
Fifty  hours  of  AAFP  credit  have  been  requested. 


For  further  information  contact: 

Ronald  D.  Hamilton,  M.D.,  Director 
Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 


Fifth  Annual  Autumn  Pediatric  Symposium 
Sept.  20-21,  Vanderbilt  Children’s  Hospital 

The  Children’s  Hospital  of  Vanderbilt  Univer- 
sity announces  the  Fifth  Annual  Autumn  Pedia- 
tric Symposium,  to  be  held  Sept.  20-21.  The 
topic  will  be  Pediatric  Gastroenterology  and 
Nutrition — Diagnosis  and  Management  of  Com- 
mon Problems. 

Guest  faculty  will  include  William  Schubert, 
M.D.,  Department  of  Pediatrics,  University  of 
Cincinnati  School  of  Medicine,  Cincinnati,  OH; 
Phil  Sunshine,  M.D.,  Department  of  Pediatrics, 
Stanford  University  Medical  Center,  Palo  Alto, 
CA;  and  Harvey  Sharp,  M.D.,  Department  of 
Pediatrics,  University  of  Minnesota  Medical  Cen- 
ter, Minneapolis,  MN. 

For  Information,  write: 

Harry  L.  Greene,  M.D, 

Department  of  Pediatrics 

Vanderbilt  University  School  of  Medicine 

Nashville,  TN  37232 


WHITE  SURGICAL  SUPPLY  CO. 


1921 


53  Years 
Service  to 


1974 


PHYSICIANS  AND  HOSPITALS 


Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 


EQUIPMENT— INSTRUMENTS 
—SUPPLIES 


White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-3701 
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REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE-BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note- 

I 

$ Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 

''  Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 


THE  ISLANDS,  RT.  1,  BOX  60, 

CRYSTAL  RIVER,  FLORIDA  32629 

□ Please  send  me  your  kit  of  information  about 
Townhouse  and  Villa  Condominiums  on  The 
Islands  at  Crystal  River,  Florida. 

□ Tell  us  about  a special  “See  For  Ourselves” 
Visit  with  overnight  accommodations,  etc.  (No 
obligation) 

Name  


Gome  visit  as... 

See  w hat’s  so  great  aboat 

ISLAND  LIVING 
IN  FLORIDA ! 


So  near  and  yet  so  far . . . there  is  still  a carefree 
way  of  life  . . . our  condominium  community  is 
seeing  to  that!  Beautiful  Villa-type  and  Town- 
house  Condominiums  are  being  built  right  now 
in  wooded  areas  and  on  waterways  that  flow  to 
the  Gulf.  Choose  from  several  plans  all  designed 
for  indoor/outdoor  living. 

We've  "staked  out" 
this  unique,  planned, 
community  offering 
natural  beauty,  a r*  m 

peaceful  way  of 
life,  gracious  living. 


Address 
City 


.State . 


You  may  call  me  at  (Tel.) 


an  abundance  of  recreational  facilities  and  the 
kind  of  environment  you  had  hoped  you  would 
be  able  to  find  somewhere.  It's  all  here,  care- 
fully planned  so  it  will  remain  for  its  residents 
to  enjoy  for  many  years  to  come. 

. . . FILL  OUT  FORM  AND  SEND  IT  TO  US' 

This  does  not  constitute  an  offer  in  those  states  where 
an  offer  cannot  be  made. 


. 


TENNESSEE  VALLEY 
MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 
THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  September  30,  and  Tuesday,  October  1,  1974 


22ND  ANNUAL  ASSEMBLY 


September  30,  1974 — MONDAY , Read  House 


October  1,  1974 — TUESDAY , Read  House 


7:30  a.m.  REGISTRATION 


9:00  a.m.  William  H.  Masters,  M.D.,  Virginia  E. 

Johnson,  St.  Louis,  Mo.,  “SEX  AND 
SEXUALITY” 


10:00  a.m.  COFFEE  BREAK 
Exhibit  Visitation 


10:30  a.m.  Louis  C.  Lundstrom,  General  Motors 
Corp,  Warren,  Mich.,  "THE  STATUS 
OF  AUTO  SAFETY” 

(GM  ESV  exhibit) 


11:00  a.m.  Joseph  D.  Godfrey,  M.D.,  Buffalo,  N.Y., 
"WHAT’S  NEW  IN  SPORTS  MEDI- 
CINE?” 


1:00  p.m.  LUNCHEON 

Continental  Room 
SPEAKER: 

Joseph  D.  Godfrey,  M.D.,  Team  Phy- 
sician, Buffalo  Bills,  “CONTACT” 


2:00  p.m.  SYMPOSIUM 

to. 

4:00  p.m.  “SEXUAL  DYSFUNCTION” 

William  H.  Masters,  M.D. 
and 

Virginia  E.  Johnson 
Reproductive  Biology  Research 
Foundation,  St.  Louis,  Mo. 
(Symposium  open  to  physicians, 
physician’s  wives  and  R.N.’s) 


8:00  a.m.  REGISTRATION 


9:00  a.m.  Wm.  E.  Thornton,  M.D..  NASA.  Hous- 
ton, Tex.,  “WHAT’S  NEW- 
SKYWARD?” 


9:30  a.m.  C.  A.  Harvey,  M.D..  Naval  Submarine 
Med.  Res.  Lab.,  Groton,  Conn., 
“PACKAGED  ENVIRONMENTS— 
MAN’S  PROGRESS  IN  SUB- 
AQUATIC  SURVIVAL” 

10:00  a.m.  COFFEE  BREAK 
Exhibit  Visitation 

10:30  a.m.  Peter  C.  Gazes,  M.D..  Charleston.  S.C., 
“WHAT’S  NEW  IN  MEDICAL 
OFFICE  EMERGENCIES?” 


11:00  a.m.  E.  C.  Wong,  Master  Acupuncturist,  Den- 
ver, Colo.,  “ACUPUNCTURE  AS  AN 
ADJUNCT” 


11:30  a.m.  Arthur  Taub,  M.D.,  Ph.D.,  New  Haven, 
Conn.,  “ACUPUNCTURE— AN  HIS- 
TORICAL ANALYSIS  AND  PHYSIO- 
LOGICAL CRITIQUE” 


1:00  p.m.  LUNCHEON 

Continental  Room 
SPEAKER: 

W.  J.  Lewis,  M.D.,  Chairman,  AMPAC 
Board.  Dayton,  Ohio,  “POLITICAL 
ACTION— AN  EFFECTIVE  LONG- 
RANGE  PLAN” 

2:00  p.m.  SYMPOSIUM 

to 

4:00  p.m.  “NEW  MEDICAL  HORIZONS  IN 
SPACE  AND  UNDER  THE  SEA” 
Wm.  E.  Thornton,  M.D., 

NASA,  Houston.  Tex. 
and 

C.  A.  Harvey,  M.D., 

Naval  Submarine  Medical  Research 
Laboratory,  Groton,  Conn. 


AUGUST,  1974 


709 


NEW!! 

$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Nam® 

number 

Street 

city 

state  zip  code 

Date  ©f 

Birth 

Mail  to: 

DUNN-LEMLY-SIZER,  INC. 
800  Sudelcum  Building 
Nashville,  Tenn.  37219 

Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
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Acute  Care  Services  for  Alcohol  Abuse: 
Perspective  from  the  Tennessee 
Department  of  Mental  Health 


JAMES  A.  WALLACE, 

Recent  legislative  changes  have  focused  atten- 
tion on  the  availability  and  quality  of  detoxifica- 
tion services  for  acute  alcohol  abuse.  Recogniz- 
ing that  detoxification  alone  does  not  constitute 
treatment  for  alcoholism,  the  State  of  Tennessee 
Department  of  Mental  Health  has  adopted  the 
position  that  tantamount  to  involving  the  pa- 
tient effectively  in  any  type  of  psychosocial  re- 
habilitation is  skillful  and  well-informed  medical- 
psychiatric  management  of  any  acute  condition 
resulting  from  alchohol  abuse. 

In  an  attempt  to  place  detoxification  services 
in  a proper  perspective  in  the  health  delivery 
system,  the  Department  of  Mental  Health  has 
designated  the  Alcohol  and  Drug  Clinic  at  the 
Tennessee  Psychiatric  Hospital  and  Institute  as 
a training-research  resource  to  develop  concepts 
and  services  throughout  the  state. 

Since  1965,  the  Alcohol  and  Drug  Clinic  at 
Tennessee  Psychiatric  Hospital  and  Institute  has 
been  engaged  in  a longitudinal  research  program 
to  explore  current  treatment  modalities  and  to 
generally  improve  the  delivery  of  medical  services 
to  the  acute  alcohol  abuser.  Results  of  the  re- 
search program  are  illustrated  by  the  bibliography 
attached  to  this  paper. 

Salient  features  of  the  diagnostic  and  thera- 
peutic approach  to  detoxification  can  be  sum- 
marized thusly: 

For  the  sake  of  simplicity,  withdrawal  from 
alcohol  can  be  divided  into  (a)  acute  withdrawal, 
(b)  subacute  withdrawal,  and  (c)  chronic  with- 

From  the  Tennessee  Psychiatric  Hospital  and  Institute 
and  The  Department  of  Psychiatry,  University  of  Ten- 
nessee College  of  Medicine,  Memphis,  Tenn. 


M.D.,  DAVID  H.  KNOTT,  M.D.,  Ph.D.,  ROBERT  D.  FINK,  M.D., 

JAMES  D.  BEARD,  Ph.D. 

drawal.  Although  there  are  many  psychophysio- 
logic  complications  which  are  overlapping  in 
these  three  phases  of  withdrawal,  certain  specific 
abnormalities  can  exist  in  each  phase;  appro- 
priate management  of  these  generally  help  to 
expedite  recovery. 

Acute  Withdrawal  Syndrome 

Diagnostic  criteria  of  acute  withdrawal  from 
alcohol  are  better  defined  than  those  of  subacute 
and  chronic  withdrawal;  however,  it  is  important 
to  recognize  that  all  forms  of  acute  withdrawal 
do  not  necessarily  fall  into  the  category  of  de- 
lirium tremens  or  “D.T.’s”.  A progressive  syn- 
drome of  psychomotor  agitation,  autonomic 
hyperactivity,  hallucinations,  intermittent  delu- 
sions and  disorientation  and  seizure  activity  all 
attended  with  some  degree  of  amnesia  constitute 
the  classic  picture  of  delirium  tremens.  Although 
all  types  of  acute  withdrawal  probably  belong  to 
the  same  diagnostic  spectrum,  there  are  forms 
different  from  that  described  above,  e.g.  alcoholic 
hallucinosis  and  its  variants.  Important  in  the 
differential  diagnosis  of  acute  withdrawal  is  at- 
tention to  (a)  presence  and  extent  of,  or  absence 
of,  psychomotor  agitation  and  signs  of  autonomic 
hyperactivity,  (b)  state  of  sensorium  e.g. 
whether  or  not  patient  is  disoriented,  (c)  degree 
of  amnesia  in  regard  to  hallucinatory  or  delu- 
sional status,  (d)  presence  and  type  of  hallucina- 
tions, (e)  temporal  relationship  of  symptomatol- 
ogy and  the  cessation  of  alcohol  ingestion,  and 
(f)  presence  of  associated  medical  disorders,  es- 
pecially a systemic  infection. 

Significant  pathophysiology  of  the  acute  with- 
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drawal  syndrome — particularly  of  the  “delirium 
tremens”  variety  includes: 

1 ) Fluid  and  Electrolyte  Imbalance 

If  malnutrition,  vomiting  or  diarrhea  are 
superimposed  on  acute  withdrawal,  dehydration 
and  electrolyte  depletion  are  not  uncommon;  how- 
ever, in  many  instances  the  above  are  not  promi- 
nent complicating  factors.  Because  alcohol  exerts 
a diuretic  effect  only  as  long  as  the  blood  alcohol 
level  increases,  the  result  of  continued  alcohol 
ingestion  can  actually  be  overhydration  rather 
than  dehydration.  This  increase  in  total  body 
water  is  isosmotic  in  nature  and  in  many  cases, 
initial  short-term  diuretic  therapy  aids  in  restora- 
tion of  fluid  and  electrolyte  balance.  Hypokalemia 
in  the  acutely  withdrawing  patient  not  suffering 
from  protracted  vomiting  is  usually  due  to  the 
respiratory  alkalosis  resultant  from  hyperventila- 
tion, the  cessation  of  which  usually  leads  to  return 
of  normal  extracellular  potassium  concentrations. 
Parenteral  potassium  should  be  used  with  cau- 
tion. Since  prolonged  alcohol  ingestion  apparently 
can  effect  a decrease  in  total  exchangeable  mag- 
nesium levels,  many  persons  prefer  to  use  paren- 
teral magnesium  sulfate  (e.g.  2 cc  of  50%  solu- 
tions I.M.  every  3-4  hours  for  6-8  doses).  Re- 
placement doses  of  magnesium  are  safer  to  use 
than  therapeutic  doses.  Generally  if  a patient 
stops  drinking  alcohol  and  begins  to  eat  regu- 
larly, total  exchangeable  magnesium  levels  will 
return  to  normal  within  4-5  days. 

Another  electrolyte  abnormality  caused  by  al- 
cohol is  an  increase  in  intracellular  sodium  and 
decrease  in  interacellular  potassium  concentra- 
tions, ostensibly  resulting  in  an  altered  transcellu- 
lar  membrane  potential.  This  effect  of  alcohol 
on  the  transcellular  sodium-potassium  ratio  is 
shared  by  many  tissues,  e.g.  central  nervous  sys- 
tem, myocardium,  skeletal-musculature,  red  blood 
cells.  The  careful,  yet  general,  use  of  anti-cou- 
vulsants  such  as  diphenylhydantoin  can  reverse 
this  biochemical  abnormality  by  enhancing  the 
removal  of  sodium  from  the  cells  and  aiding  in 
the  restoration  of  normal  intracellular  potassium 
concentrations.  Speculatively  this  should  improve 
the  function  of  many  physiologic  systems. 

2)  Abnormalities  in  Blood  Glucose 

Because  alcohol  tends  to  deplete  glycogen 
stores  and  impair  gluconeogenesis  even  when  a 
reasonably  nutritious  diet  is  maintained,  the  blood 
glucose  level  of  the  acutely  withdrawing  patient 
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can  be  very  labile.  Acute  withdrawal  is  associated 
with  elevated  catecholamine  levels  which  can  lead 
to  glycogenolysis  of  the  available  glycogen  stores. 
A decrease  in  catecholamine  level  associated 
with  management  of  the  acute  withdrawal  syn- 
drome can  be  accompanied  by  a rather  rapid  de- 
cline in  blood  glucose  which  can,  in  turn,  pro- 
duce increased  agitation,  anxiety,  tension  and 
even  seizure  activity.  Hypertonic  glucose  (50  cc 
of  50%  solution)  given  intravenously  is  often 
helpful  in  transiently  stabilizing  blood  glucose. 
In  addition,  this  will  effect  an  osmotic  diuresis, 
and  often  this  approach  is  as  aggressive  as  re- 
quired in  regard  to  diuresis. 

3)  Associated  Disorders 

Concomitant  infections  (especially  pulmonary 
or  genito-urinary  or  both)  gastritis,  pancreatitis, 
hepatitis  and  trauma  must  be  suspected,  diag- 
nosed and  treated  if  comprehensive  medical  man- 
agement of  the  patient  is  to  occur.  Recognizing 
the  protean  gastrointestinal  consequences  of  al- 
cohol abuse  and  its  effect  on  metabolism,  recent 
investigators  advocate  the  use  of  vitamin  B12 
parenteral  and  folic  acid  during  the  acute  phase. 

The  psychopharmacologic  approach  to  the 
acute  withdrawal  syndrome  depends  largely  on 
the  type  of  acute  withdrawal  present.  Acute  with- 
drawal of  the  “delirium  tremens  variety”  is  often 
handled  best  by  using  minor  psychotropic  agents. 
The  general  approach  should  include  the  use  of 
a drug  which  does  not  produce  excessive  sedation, 
does  not  potentiate  the  lability  of  the  cardio- 
vascular system  (e.g.  hypotension  and  arrhyth- 
mias) and  which  is  not  significantly  synergistic  in 
its  depressive  effects  with  alcohol  in  the  event  a 
blood  alcohol  level  is  present.  In  forms  of  acute 
withdrawal  which  fall  into  the  broad  category  of 
alcoholic  hallucinosis,  often  the  major  psycho- 
tropic agents  (e.g.  phenothiazines)  are  more  ef- 
fective. The  difference  in  the  psychopharmaco- 
logic management  of  acute  withdrawal  is  one 
reason  for  making  a diagnostic  distinction  be- 
tween different  types  of  acute  withdrawal  syn- 
drome. 

Total  and  aggressive  medical  management  of 
the  acutely  withdrawing  patient  often  returns  the 
individual  to  a functional  status  in  a very  short 
period  of  time,  although  it  often  requires  days, 
weeks,  and  even  months  to  completely  treat  the 
pathophysiology  of  alcohol. 

Subacute  Withdrawal 

The  phase  of  subacute  withdrawal  from  alcohol 
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is  less  well-defined  diagnostically.  It  often  in- 
cludes a period  of  many  days  after  the  stage  of 
acute  withdrawal.  It  can  be  characterized  by 
anorexia,  emotional  depression,  frequent  episodes 
of  acute  anxiety  and  agitation,  insomnia,  gastro- 
intestinal complaints  ranging  from  postprandial 
epigastric  pain  to  diarrhea.  Pathophysiology  of 
this  phase  includes  hepatitis,  pancreatitis,  gas- 
tritis, infection,  etc.  Recent  pilot  studies  in  the 
Alcoholism  Treatment  and  Research  Center  of 
the  Tennessee  Psychiatric  Hospital  and  Institute 
suggest  that  many  of  these  individuals  exhibit 
glucose  tolerance  curves  suggestive  of  spontane- 
ous hypoglycemia.  This  can  occur  after  prepara- 
tion with  a standard  carbohydrate  diet  and  at  a 
time  when  hepatic  glycogen  stores  should  be  nor- 
mal. The  etiology  of  this  hypoglycemic  diathesis 
is  enigmatic,  possibly  it  could  be  due  to  a combi- 
nation of  hepatic  disease  and  functional  hyper- 
insulinism.  A high  protein,  low  carbohydrate  diet 
with  between-meal  protein  feedings  often  pro- 
duces marked  improvement  in  the  psychophysio- 
logic  status  of  the  patient.  Drug  therapy  during 
this  phase  can  include  the  appropriate  choice  of 
anxiolytic,  antidepressive  compounds.  Often  the 
continuation  of  diphenylhydantoin  therapy  in  de- 
creasing doses  for  2-3  weeks  is  helpful. 

Chronic  Withdrawal 

The  period  of  chronic  withdrawal  from  alcohol 
is  due  primarily  to  the  psychological  dependency 
on  the  euphoric-producing  and  tranquilizing  prop- 
erties of  alcohol.  The  patient  faced  with  the  emo- 
tional trauma  of  psychosocial  conflict  previously 
attenuated  by  alcohol  suffers  from  anxiety  and 
depression  which  can  often  be  of  an  incapacitat- 
ing nature.  It  is  during  this  period  that  the  use 
of  psychotherapy,  often  combined  with  chemo- 
therapy, is  of  benefit  to  the  patient.  Many  find 
the  adjunctive  use  of  Antabuse  helpful  during  this 
time.  One  must  realize  that  there  is  no  such  thing 
as  the  “typical  alcoholic”  patient,  and  a com- 
prehensive psychosocial  rehabilitative  program 
must  be  flexible  enough  to  meet  the  individual 
needs  of  the  patient.  Psychotherapy  can  be  of- 
fered on  both  a group  and  individual  basis  and 
should  assume  different  dimensions  in  any  com- 
prehensive program.  Therapy  directed  by  profes- 
sionally trained  persons  (physicians,  psycholo- 
gists, social  workers,  nurses,  etc.),  by  an  enlight- 
ened clergy,  or  by  lay  organizations  such  as 
A. A.  can  provide  this  flexible  therapeutic  am- 
bient. By  combining  proper  medical  manage- 
ment during  the  alcohol  withdrawal  periods  with 


a psychosocial  rehabilitative  effort,  the  alcohol 
dependent  patient  can  indeed  recover. 

Alcohol  and  Drug  Services 

Having  established  effective  treatment  methods 
at  Tennessee  Psychiatric  Hospital  and  Institute, 
the  Department  of  Mental  Health  is  constructing 
a network  of  Alcohol  and  Drug  Services  in  the 
State  hospitals  and  Community  Mental  Health 
Centers  under  the  direction  of  Dr.  William 
Howse,  III.  Moving  from  the  pragmatics  of  treat- 
ment procedures  to  the  philosophy  of  the  role  of 
a detoxification  service  in  a comprehensive  pro- 
gram for  alcohol  abusers,  the  Department  of 
Mental  Health  offers  the  following: 

1.  All  State  hospitals  will  establish  a detoxifi- 
cation service  and  attempt  to  relate  effectively  to 
the  parochial  needs  of  the  indigenous  health 
care  system. 

2.  Community  Mental  Health  Centers  will 
provide  necessary  after-care  services  for  “detoxi- 
fied patients.” 

3.  The  general  thrust  of  the  Tennessee  Depart- 
ment of  Mental  Health  in  this  regard  embraces 
the  following  concepts: 

a.  The  delivery  of  “acute  care  services”  to 
the  alcohol  abuser  is  a responsibility  of  the 
general  health  care  system — the  Tennessee 
Mental  Health  Care  system  will  continue  to 
conduct  research  and  training  in  this  regard 
and  to  encourage  and  assist  all  facilities  in 
meeting  the  obvious  need. 

b.  The  Department  of  Mental  Health  recog- 
nizes that  the  success  of  any  detoxification  pro- 
gram is  the  existence  of  the  following: 

1.  Adequate  after-care  system. 

2.  Insurance  of  effective  “patient  flow.” 

3.  Public  education. 

4.  Continued  attempts  to  deal  with  the 
alcohol  problem  at  the  prevention  level — 
e.g.  early  detection,  early  diagnosis,  early 
treatment  if  necessary — and  encouragement 
of  a cooperative  effort  between  all  aspects 
of  the  health  care  system  dealing  with  the 
alcohol  abuser. 

The  Department  of  Mental  Health  endorses 
unequivocally  the  concept  that  skillful  and  well- 
informed  medical  management  of  acute  alcohol 
problems  is  an  essential  precedent  to  any  type  of 
extended  therapy.  Using  Tennessee  Psychiatric 
Hospital  and  Institute  as  a training  and  research 
base,  and  developing  programs  in  all  State  Hos- 
pitals and  Community  Mental  Health  Centers 
should  encourage  the  general  health  delivery  sys- 
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tem  to  assume  a responsible  role  in  combating 
this  nation’s  number  one  drug  problem — alcohol 
abuse. 
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The  Supplemental  Security  Income  Program 

1.  Physicians  are  needed  to  help  the  Tennessee  Disability  Determination  Unit  evaluate 
claims  for  disability  benefits  by  children  from  families  with  limited  income  . . . under  the 
new  Federal  supplemental  security  income  program. 

2.  Some  of  your  severely  impaired  patients  who  haven’t  worked  long  enough  to  be 
eligible  for  Social  Security  benefits  and  who  have  limited  income  and  resources  may  be 
eligible  under  the  new  Federal  supplemental  security  income  program.  Information  about 
the  new  program  is  available  at  any  Social  Security  office. 

3.  The  Tennessee  State  Disability  Determination  Unit  which  evaluates  disability  claims 
under  Social  Security  for  Tennessee  residents  now  perform  the  same  function  for  the 
disabled  and  blind  under  the  new  Federal  supplemental  security  income  program. 

4.  Physicians  will  be  offered  payment  for  medical  evidence  of  record  used  in  establishing 
a patient’s  claim  for  disability  under  the  new  Federal  supplemental  security  income  program. 

5.  A new  Federal  supplemental  security  income  program  has  replaced  State  programs  of 
aid  to  the  aged,  blind  and  disabled  previously  administered  by  State  governments.  The  new 
Federal  payments  are  made  by  the  Social  Security  Administration  from  general  revenues  to 
the  aged,  blind  or  disabled  persons  who  have  limited  income  and  resources. 

6.  For  aged,  blind  and  disabled  patients  with  limited  income  and  resources,  a new  Federal 
program  began  in  January  1974:  Supplemental  Security  Income.  It  replaced  State  and  Local 
public  assistance  for  the  aged,  permanently  and  totally  disabled,  and  the  blind.  Aid  to  fami- 
lies with  dependent  children,  general  assistance,  and  the  full  range  of  welfare  services  con- 
tinue under  State  direction. 
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The  Effect  of  Government  Payment 

Of  Medical  Fees  on  Medical  Practice 

And  Education  in  Canada 

By  JOHN  R.  GUTELIUS  M.D *  * 


Most  of  my  comments  are  based  on  personal 
experience  derived  through  practice  in  three 
Canadian  provinces,  first  as  a part-time  teacher 
and  for  the  last  ten  years  as  a geographical  full- 
time member  of  the  clinical  teaching  staff  of 
medical  schools  in  Quebec,  Saskatchewan  and 
Ontario.  This  experience  as  a surgeon  has  been 
leavened  by  a term  as  Dean  of  a Canadian  Medi- 
cal School  and  a year  as  President  of  the  Asso- 
ciation of  Canadian  Medical  Colleges.  . . . 

How  Pertinent  Is  the  Canadian  Experience? 

One  might  immediately  ask  what  relevance 
changes  in  the  medical  care  system  in  Canada 
have  to  the  United  States.  There  are  a great  num- 
ber of  similarities  in  both  our  political  and  medi- 
cal systems.  Our  forms  of  democracy  are  differ- 
ent but  the  essentials  of  an  elected  legislature  are 
the  same.  Regional  autonomy  is  more  pronounced 
in  Canada  as  each  of  our  ten  provinces  holds  the 
statutory  responsibility  for  health  care  and  edu- 
cation. Since  Canadians,  like  Americans,  have  a 
limit  to  the  level  of  taxation  they  will  accept,  and 
since  our  Federal  government  was  the  first  to 
enter  this  field,  the  willingness  of  the  central  gov- 
ernment to  share  this  tax  revenue  with  the  prov- 
inces has  been  the  method  whereby  the  provinces 
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have  been  persuaded  to  join  a national  plan  for 
socialized  medicine. 

The  political  influence  of  socialism  has  been 
more  evident  in  Canada.  In  the  United  States 
there  is  more  support  for  the  concept  that  each 
individual  should  have  the  right  to  profit  by  his 
ability  to  work  hard  or  rise  above  the  crowd.  In 
Canada  more  emphasis  has  been  placed  on  co- 
operative activities  and  many  people  place  priority 
on  social  measures  even  ahead  of  the  opportunity 
for  individual  development. 

Canadian  medical  practice  has  been  organized 
in  the  same  way  as  in  the  United  States.  Empha- 
sis has  been  given  to  the  attainments  of  the  in- 
dividual practitioner.  Medical  care  has  focused 
on  hospitals  staffed  by  a large  number  of  special- 
ists. Office  visits  have  been  on  an  appointment 
basis  and  fee-for-service  payment  has  been  the 
method  of  physician  remuneration.  Prior  to 
“medicare”  the  majority  of  Canadians  carried 
private  company  health  insurance.  In  summary 
then,  Canada  and  the  United  States  are  similar 
in  their  political  and  social  approach  and  in  the 
system  of  medical  practice. 

Fifteen  Years  of  Change 

In  1956  the  federal  government  brought  for- 
ward specific  proposals  for  cost  sharing  of  hos- 
pital and  diagnostic  services.  By  1961  all  prov- 
inces were  participants  in  the  free  hospitalization 
program.  As  a result  free  hospitalization  was 
available  almost  a decade  before  free  medical 
care  and  this  led  to  an  overemphasis  on  hospital 
care  since  the  provinces  emphasized  this  area  in 
order  to  acquire  federal  cost  sharing. 

Free  hospitalization  was  intended  as  the  first 
phase  of  development  of  an  overall  health  insur- 
ance program.  The  next  steps  required  additional 
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planning,  and  with  this  in  mind  a Royal  Com- 
mission on  Health  Services  was  established  in 
1961.  Before  this  report  could  be  completed, 
Saskatchewan  continued  its  practice  of  being  first 
in  new  approaches  to  the  health  field  by  establish- 
ing a system  of  medical  care  coverage  in  1962. 
Many  of  you  remember  that  the  withdrawal  of 
medical  services  in  that  province  during  July  of 
1962  attracted  world  wide  attention. 

The  reports  of  the  Royal  Commission1  were 
published  by  1965  and  represent  the  most  sig- 
nificant step  in  the  development  of  the  Canadian 
program.  From  its  thousands  of  pages  four  im- 
portant points  emerge.  In  addition  to  supporting 
the  general  concept  of  universal  health  insur- 
ance, the  Commission  recommended  that  this 
insurance  program  should  be  government  con- 
trolled. Private  insurance  carriers  were  rejected 
because  a competitive  market  place  approach  was 
not  considered  appropriate  in  circumstances 
where  the  consumer  was  not  able  to  select  his 
time  of  use  of  the  services  because  of  the  un- 
predictability of  illness.  A second  area  of  impor- 
tance to  medicine  was  the  recommendation  that 
the  fee-for-service  form  of  payment  continue  to 
be  the  basis  of  medical  remuneration.  Thirdly, 
the  potential  demand  on  manpower  which  might 
occur  with  free  medical  services  was  recognized 
and  funds  for  rapid  expansion  of  education  and 
research  facilities  were  suggested.  As  a result  of 
this  recommendation  the  Health  Resources  Fund 
was  established  whereby  a ten-year  program  for 
rebuilding  existing  clinical  teaching  facilities  or 
constructing  new  medical  schools  and  their  hospi- 
tals was  approved.  This  new  program  had  the 
effect  of  adding  to  the  overemphasis  on  hospital 
care.  It  also  provided  the  basis  for  an  increase  in 
Canadian  Medical  Schools  from  12  to  16,  as  a 
result  of  which  our  medical  student  output  has 
almost  doubled  in  a little  over  a decade  and  is 
now  about  25%  greater  per  capita  than  in  the 
United  States.  The  report  also  recognized  that 
health  services  included  much  more  than  medical 
care  and  should  eventually  become  linked  to  anti- 
poverty  measures,  the  activities  of  other  health 
disciplines,  and  revisions  in  the  health  care  sys- 
tem required  to  ensure  accessibility  and  quality 
at  a reasonable  cost. 

Finally,  in  1968  the  Federal  government 
placed  its  proposals  for  medical  care  coverage 
before  the  provinces.  As  with  hospitalization  a 
decade  before,  the  approach  was  to  offer  federal 
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dollars  to  the  extent  of  about  one -half  of  the  cost 
if  the  provinces  would  establish  programs  which 
fulfilled  certain  basic  criteria.  Some  of  these 
have  already  been  reviewed.  Others  of  impor- 
tance included  the  incorporation  of  common 
minimum  benefits,  the  inclusion  of  all  the  popu- 
lation and  the  provision  of  portability  between 
provinces.  By  1971  this  program  had  been  ac- 
cepted and  instituted  by  all  provinces  and  covered 
98%  of  the  population. 

The  Canadian  Program — Medical  Practice 

Since  1971  all  10  Canadian  provinces  have 
participated  in  our  health  insurance  program. 
Essential  benefits  are  medical  services,  diagnostic 
services  and  hospitalization  costs.  Each  province 
adds  special  programs  of  local  interest,  some  of 
which  are  eligible  for  federal  cost  sharing.  The 
dollars  required  originate  from  federal  and  pro- 
vincial tax  revenues  and  from  an  annual  premium 
of  about  $100.  In  most  provinces  the  premium 
is  waived  for  welfare  recipients  and  others  with 
limited  resources. 

Table  I 

Physician  Payment  System 
Available  Alternatives 

1.  Government  Billed  at  Schedule  Rate. 

2.  Patient  Billed  at  Schedule  Rate. 

3.  Patient  Overbilled  with  Prior  Notification — Patient  Re- 
imbursed at  Schedule. 

Each  province  has  its  own  system  for  physician 
payment  within  the  fee-for-service  concept.  In 
most  provinces  the  alternatives  listed  in  Table  I 
are  available.  These  offer  a flexibility  designed  to 
satisfy  the  varying  attitudes  of  physicians.  The 
second  alternative  is  also  considered  by  doctors 
as  a safety  valve  in  case  of  misdirected  govern- 
ment decisions  in  the  future.  If  necessary  all  doc- 
tors could  bill  the  patient  directly  or  even  agree 
to  overbill  all  patients.  This  latter  step  would 
create  great  difficulty  for  the  system  but  is  prob- 
ably a false  refuge  since  most  governments 
would  simply  introduce  legislation  designed  to 
more  directly  control  physicians’  activities.  It 
should  be  noted  that  most  Canadian  doctors  now 
bill  the  government  directly  and  only  rarely 
“overbill.” 

This  system  requires  the  establishment  of  a fee 
schedule.  From  the  beginning  two  terms  have 
been  used.  The  fee  schedule  is  that  decided  upon 
by  the  provincial  medical  association  The  pay- 
ment schedule  is  the  list  of  those  amounts  which 
the  government  agrees  to  pay  for  each  service. 
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Charges  may  be  the  same  but  more  commonly 
the  payment  schedule  is  less  by  an  overall  per- 
centage or  changed  in  selected  areas. 

You  would  be  concerned,  as  we  were  initially, 
with  the  effect  of  this  system  on  patient  utiliza- 
tion and  physician  work  load.  Utilization  of  medi- 
cal services,  particularly  of  lower  economic 
groups,  has  increased  but  not  to  a level  which 
has  proven  difficult.  One  of  the  few  properly  or- 
ganized before  and  after  studies  was  reported  by 
Enterline2  in  1973.  He  studied  a large  popula- 
tion sample  in  Montreal  before  and  after  Medi- 
care was  introduced  and  amongst  the  factors 
reviewed  were  the  number  of  physician  services 
utilized,  and  the  time  of  waiting  for  an  office 
appointment.  While  office  visits  increased,  the 
numbers  of  overall  physician  contacts  did  not 
rise,  and  the  increase  in  office  visits  is  reflected 
in  the  increase  in  waiting  time  for  an  appoint- 
ment which  almost  doubled  to  an  average  of 
about  11  days.  Hospital  and  emergency  visits 
together  remained  unchanged,  but  this  masks  the 
increase  in  emergency  visits  which  occurred  con- 
currently with  a drop  in  visits  to  outpatient  clinics. 
The  important  point  to  note  is  that  this  and  other 
studies  do  not  suggest  that  the  advent  of  Medicare 
in  Canada  led  to  a major  increase  in  the  load  on 
medical  practitioners. 

That  this  did  not  occur  probably  reflects  the 
willingness  of  doctors  to  practice  at  existing  or 
moderately  increased  work  levels  as  long  as  they 
could  recognize  rewards  through  payments  for 
service.  We  are  convinced  the  transition  would 
not  have  been  so  smooth  had  a salary  system  been 
introduced. 

During  the  past  fifteen  years  Canadian  medi- 
cine has  seen  great  emphasis  on  hospitalization. 
This  probably  resulted  from  the  early  introduc- 
tion of  free  hospitalization  whereby  it  became 
advantageous  for  the  patient  if  he  were  admitted 
to  a hospital  for  medical  or  diagnostic  services. 
Canadian  medicine  has  therefore  concentrated  on 
hospital  care  rather  than  on  a balance  between 
outpatient  and  inpatient  care  and  has  com- 
pounded this  by  a rather  long  duration  of  pa- 
tient stay.  At  the  same  time  our  rates  of  utiliza- 
tion of  medical  and  surgical  services  are  high 
and  are  similar  to  the  United  States.  As  a result 
we  have  an  expensive  combination  and  now  ex- 
pend one  of  the  highest  proportions  of  national 
income  on  health  services.3  This  emphasis  on 
hospitals  has,  however,  avoided  the  development 
of  “nursing  homes”  for  private  practice  as  oc- 
curred in  Great  Britain. 


Mechanisms  for  adjustment  of  fees  in  future 
years  are  always  a worry  when  government  con- 
trolled plans  are  introduced.  Unilateral  govern- 
ment decision  has  not  yet  occurred,  but  this  al- 
ways remains  a concern  since  it  can  occur  when- 
ever negotiations  between  government  and  pro- 
fession break  down.  In  order  to  avoid  this  result 
it  would  seem  wise  to  involve  government  par- 
ticipation from  the  beginning.  This  creates  a 
situation  similar  to  arbitration  in  union-manage- 
ment disputes.  In  the  latter  situation,  however, 
arbitration  usually  occurs  only  after  negotiations 
have  broken  down.  In  Ontario  we  have  just  com- 
pleted a very  successful  experience  whereby  a 
joint  committee  was  established  from  the  begin- 
ning. No  public  posturing  took  place  and  the  first 
public  report  was  a government  announcement 
that  it  had  approved  the  increase,  in  excess  of 
12%  over  two  years,  recommended  by  the  joint 
committee. 

Medical  Education 

The  changes  in  medical  practice  noted  above 
have  had  an  effect  on  the  setting  for  medical  edu- 
cation. We  have  had  to  adapt  to  clinical  teaching 
being  solely  dependent  on  private  patients  and 
their  willingness  to  participate.  In  large  urban 
centres  this  has  been  slower  to  develop  than  in 
smaller  communities.  In  these  smaller  centres 
there  has  been  less  opportunity  for  patients  to 
opt  between  a teaching  and  non-teaching  hospital. 
This  change  had  begun  before  Medicare  was  es- 
tablished as  the  percentage  of  patients  with  pri- 
vate insurance  increased.  Accommodation  to 
private  patient  teaching  has  not  been  difficult  as 
long  as  public  relations  were  kept  in  mind.  A sole 
remaining  problem  has  been  the  means  by  which 
the  final  year  resident  in  the  surgical  disciplines 
obtains  independent  responsibility.  Our  experience 
suggests  that  this  stage  is  important  but  not  to  the 
degree  we  once  thought.  What  limitations  do 
exist  are  being  corrected  in  a few  programs,  in- 
cluding my  own,  by  establishing  the  final  year  of 
residency  as  a one-year  staff  appointment. 

Medical  schools  are  under  pressure  to  take 
steps  to  educate  physicians  in  such  a way  as  to 
overcome  the  problems  which  government  sees 
as  having  developed  during  the  last  three  years. 
Areas  of  interest  include  the  desire  that  educa- 
tion prepare  students  for  an  increased  use  of 
non-hospital  facilities,  for  a career  choice  of 
family  or  primary  care  medicine  and  for  a parallel 
reduction  in  the  interest  in  specialty  training.  As 
long  as  foreign  doctors  wish  to  train  in  Canada, 
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the  currently  available  training  positions  in  spe- 
cialties, which  are  controlled  by  the  Universities 
in  our  country,  will  continue  to  be  filled  by  this 
group  as  Canadian  graduates  become  diverted  to 
the  primary  care  field. 

By  1975  we  will  graduate  enough  physicians 
to  more  than  maintain  adequate  patient  services. 
If  immigration  continued,  then  Canadian  gradu- 
ates would  migrate  to  the  U.S.,  and  if  this  were 
blocked  directly  or  indirectly  while  immigration 
continued,  then  the  fee-for-service  system  would 
have  to  be  changed.  No  government  could  stand 
a situation  where  the  current  payment  system 
continued  and  the  physician  population  ratio 
dropped  to  1:400,  a stage  we  would  reach  about 
1984  if  we  continue  present  trends. 

Areas  of  Concern 

Experience  with  the  first  three  years  of  uni- 
versal health  insurance  is  entirely  satisfactory 
but  current  concerns  of  government  may  lead  to 
changes  which  are  less  palatable.  The  problems 
which  are  developing  can  be  divided  into  sev- 
eral major  categories.  The  first  concerns  the 
quality  of  care.  Canada  has  been  used  to  and 
intends  to  continue  to  have  a high  standard  of 
medical  care.  Our  Medicare  system  allows  the 
accumulation  of  large  banks  of  data  which  can 
be  analyzed  for  any  disease  category,  can  be 
studied  to  identify  problems  in  any  region,  or 
can  be  used  to  identify  medical  care  problems  in 
an  individual  medical  practice.  The  concept  of 
professional  audit  or  review  through  the  use  of 
government  data  is  just  beginning  to  develop.  In 
Ontario  a professional  committee  is  charged  with 
reviewing  quality  in  medical  practice,  but  to  this 
point  has  been  more  involved  in  factors  such  as 
excess  volume  or  unnecessary  care  rather  than 
studying  the  quality  of  care  in  a fundamental 
fashion.  Nevertheless  the  data  are  there  and  we 
can  expect  it  to  be  used  increasingly  in  the  future. 

It  is  my  personal  belief  that  a problem  with 
regard  to  motivation  and  the  quality  of  care  is 
now  beginning  to  appear.  I have  no  data  to 
support  this  but  rather  base  it  on  personal  obser- 
vation. I am  inclined  to  believe  that  the  idealism 
of  medicine  as  well  as  an  effective  mechanism  for 
quality  control  have  been  removed  by  Medicare. 
This  problem  does  not  negate  the  new  system  but 
rather  suggests  that  new  measures  both  in  medical 
education  and  environment  of  practice  are 
needed.  Before  Medicare,  hard  work  and  exper- 
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tise  were  rewarded  by  recognition  and  patient 
demand.  Individuals  paying  for  a service  were 
able  to  take  a variety  of  steps  to  find  out  whether 
the  assigned  physician  or  surgeon  was  the  appro- 
priate selection.  On  our  part,  each  of  us  contrib- 
uted to  the  care  of  patients  for  which  there  was 
no  financial  reward.  Under  Medicare  every  patient 
represents  a fee  and  we  have  no  concrete  expres- 
sion of  idealism.  Patients  are  less  interested  in 
checking  out  their  physician  since  they  are  not 
directly  involved  in  personal  expenditure.  This 
problem  is  not  readily  identifiable  by  any  study, 
and  yet  I am  sure  it  relates  to  many  physician 
attitudes,  particularly  of  recent  graduates.  Hope- 
fully new  mechanisms  will  be  developed  which 
reaffirm  the  humanism  of  our  profession. 

From  the  first  year  of  Medicare,  cost  has  been 
a concern  to  government.  This  general  area  and 
some  of  its  components  is  the  second  major  prob- 
lem and  its  solutions  must  be  carefully  developed 
lest  they  destroy  many  worthwhile  aspects  of  our 
system.  Not  only  are  our  [provincial]  govern- 
ments concerned  about  the  cost  of  all  health  ser- 
vices and  their  rate  of  annual  increase,  but  they 
particularly  focus  on  medical  costs.  Doctor  in- 
comes were  not  considered  so  directly  when  ac- 
quired from  patients  or  insurance  companies. 
However,  when  they  are  distributed  by  the  public 
purse  and  when  annual  changes  are  announced 
by  government  they  come  under  more  direct 
scrutiny.  From  a political  point  of  view,  focus  is 
placed  not  only  on  incomes  but  also  on  the  in- 
ability of  governments  to  accurately  estimate  the 
annual  budget  when  disbursements  are  to  a fee- 
for-service  system.  This  is  an  inevitable  effect  of 
an  arrangement  wherein  the  patient  decision 
determines  utilization  and  where  doctors  them- 
selves may  influence  patient  decisions. 

In  an  effort  to  control  costs  while  maintaining 
or  improving  medical  care,  government  is  begin- 
ning to  introduce  new  forms  of  medical  practice 
remuneration.  In  Ontario  a salary  system  is  now 
available  under  certain  situations  such  as  group 
practice  in  under-doctored  areas  of  urban  com- 
munities, doctors  in  remote  areas,  emergency 
room  physicians  and  so  forth.  To  this  date  none 
of  these  is  obligatory  but  rather  are  available  to 
those  who  find  it  more  convenient.  I am  not  one 
who  believes  that  a change  to  salaries  is  just 
around  the  corner  in  Canada.  I believe  that  our 
governments  have  enough  sense  to  recognize  the 
manpower  problem  it  would  create  and  that  no 
other  step  would  be  more  likely  to  cause  a violent 
reaction  in  the  medical  profession.  It  is  more 
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likely  that  the  fee-for-service  system  will  be 
manipulated  so  as  to  achieve  the  cost  control  ob- 
jective. 

Other  areas  of  cost  control  are  equally  impor- 
tant to  governments  and  directly  involve  medical 
practice.  Hospital  bed  reductions  are  occurring 
throughout  Canada  and  many  units  are  being 
forced  to  close  certain  care  components  in  order 
to  improve  regionalization  and  coordination  be- 
tween hospitals.  In  our  own  two  teaching  hospi- 
tals psychiatry,  pediatrics,  otolaryngology  and 
several  other  disciplines  will  soon  be  isolated  to 
one  of  the  two  hospitals. 

The  third  major  category  of  emerging  problems 
is  the  availability  of  appropriate  medical  man- 
power well-distributed  geographically.  As  a result 
we  are  experiencing  the  development  of  govern- 
ment control  of  the  number  of  residency  training 
positions  and  particularly  in  specialties.  Within  a 
year  or  two  I expect  government  funding  of  resi- 
dent salaries  to  be  strictly  established  according 
to  these  training  requirements.  The  next  step 
would  be  to  control  where  these  new  specialists 
set  up  practice.  This  can  be  easily  achieved  by 
closing  areas  to  government  billing  by  all  new 
physicians  or  by  additional  physicians  in  selected 
disciplines. 

Finally,  you  will  be  interested  in  a developing 
trend  in  some  areas  of  Canada  to  establish  con- 
sumer input  into  medical  systems.  Group  or  com- 
munity clinics  run  by  consumer  groups  were 
established  in  Canada  early  in  the  last  decade. 
These  community  clinics  have  been  established 
elsewhere  but  have  not  really  caught  hold  even  in 
the  Canadian  West.  This  approach  continues  to 
be  of  interest  to  governments  but  will  not,  I feel, 
become  widespread.  Of  more  interest  is  the  recent 
Quebec  law  whereby  patients  become  electors  of 
a segment  of  the  hospital  board.  This  has  only 
recently  been  established  but  is  an  intriguing 
idea  which  may  spread. 

Government  Steps  in  the  Next  Five  Years 

I hope  my  analysis  to  this  point  has  indicated 
a generally  happy  experience  with  socialized 
medicine  in  Canada,  seen  from  the  point  of 
view  of  medical  practice  and  medical  education. 
The  emerging  problems  are  real  and  it  is  of 
interest  to  speculate  concerning  likely  events  of 
the  next  few  years.  Our  governments  will  take 
steps  to  control  costs  whilst  maintaining  a quality 
service  and  broadening  the  application  of  this 
quality  to  under-serviced  areas.  I believe  it  is 
possible  to  predict  the  programs  which  are  or 


will  be  under  consideration  in  the  second  half  of 
this  decade.  Many  of  these  are  disagreeable  or 
unacceptable  to  members  of  the  medical  profes- 
sion. Time  will  tell  which  of  these  are  finally  im- 
plemented and  what  will  be  the  reaction  to  each 
proposal.  These  forecasts  are  of  particular  impor- 
tance in  the  United  States  since  many  of  these 
are  products  of  government  involvement  in  medi- 
cal payments.  Perhaps  they  can  be  avoided  by 
appropriate  action  when  plans  are  introduced. 

The  manpower  area  will  be  further  entered  by 
an  increasing  development  of  allied  health  pro- 
fessions and  the  adoption  of  legislation  which 
allows  them  to  perform  acts  hitherto  only  per- 
mitted by  a doctor.  In  addition,  manpower  in 
each  province  may  be  further  controlled  by  strings 
attached  to  student  loans.  These  loans  are  pro- 
vincial matters  and  hence,  like  regional  distribu- 
tion, will  be  oriented  towards  a provincial  base. 
As  a result  increasing  provincial  insularity  may 
be  seen  across  our  vast  country.  Portability  of 
coverage  may  eventually  be  more  real  than  pro- 
fessional portability. 

Cost  control  will  likely  focus  on  further  reduc- 
tion and  regionalization  of  hospital  beds  associa- 
ted with  shorter  durations  of  stay  and  increases 
in  ambulatory  facilities.  Further  debate  with  re- 
gard to  placing  physicians  on  salaries  will  occur 
and  experiments  in  many  areas  will  develop.  I 
do  not  believe  however  that  the  fee-for-service 
payment  system  will  be  replaced  unless  the  excess 
doctor  ratio  is  allowed  to  develop  to  a degree 
where  the  manpower  needs  under  a salary  system 
could  be  met  and  where  no  opportunities  existed 
in  the  United  States. 

A related  area  of  concern  is  the  possibility  of 
negotiations  with  government  for  changes  in  the 
payment  schedule  being  arranged  in  such  a way 
as  to  place  the  responsibility  for  distribution  of  a 
total  amount  within  the  profession.  This  is  begin- 
ning to  appear  in  at  least  two  provinces  and  signs 
of  government  influence,  or  influence  of  the  larg- 
est sections  within  the  profession  are  apparent. 
We  should  avoid  accepting  this  responsibility  lest 
strife  between  medical  disciplines  develop. 

Summary 

The  history  of  free  medical  care  establishment 
in  Canada  has  been  reviewed.  These  stages  have 
had  effects  on  the  current  pattern  of  medical 
practice  and  medical  education.  To  this  point 
government  payment  of  medical  fees  has,  in  gen- 
eral, been  accepted  by  the  medical  profession 
since  our  practice  system  has  not  suffered  a major 
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upset.  We  cannot  help  but  appreciate  a situation 
where  patients  cared  for  are  no  longer  under  the 
gun  of  personal  liability  for  heavy  expenses  and 
at  the  same  time  medical  incomes  have  risen 
sharply. 

After  three  years’  experience  several  problems 
are  beginning  to  emerge.  They  are  governmental 
but  the  solutions  which  may  be  proposed  should 
be  anticipated  since  many  of  them  would  upset 
the  balance  of  the  current  program. 


Because  of  the  similarity  of  our  countries  in 
political  and  medical  systems,  the  Canadian  ex- 
perience contains  information  which  should  be 
useful  to  the  United  States. 
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For  Ostomy  Patients 

A brochure  prepared  to  aid  the  new  ostomate  return  to  a full  and  normal  life  is  being 
made  available  without  charge,  as  a professional  service  by  E.  R.  Squibb  & Sons,  Inc.,  to 
surgeons,  family  physicians,  nurses,  and  enterostomal  therapists. 

The  booklet,  “An  Ostomy  Is  For  Living,”  is  designed  to  reassure  the  new  ostomate  that 
there  are  only  a few  limitations  to  the  return  to  a routine  life-style. 

It  answers  many  of  the  commonly  asked  questions  of  the  new  ostomate,  including  shower- 
ing and  bathing,  clothing,  diet,  exercise  and  sports,  and  traveling.  The  booklet  discusses  prob- 
lems that  might  be  encountered  with  adhesives  and  appliances,  and  ways  to  handle  or 
avoid  them. 

Copies  of  the  brochure  may  be  obtained  by  writing  Hospital  Division,  E.  R.  Squibb  & 
Sons,  Inc.  P.O.  Box  4000,  Princeton,  N.J.  08540. 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE— BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note- 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 
Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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Anaerobic  Bacteriology 

In  recent  years  there  has  been  an  increasing 
awareness  of  the  importance  of  the  role  played 
by  anaerobic  bacteria  as  the  causative  agents  in 
clinical  infections.  This  area  of  infectious  disease 
was  long  neglected  because  of  the  lack  of  simple 
and  practical  methods  for  isolation  of  anaerobic 
bacteria.  Recently,  however,  new  methods  and 
techniques  have  been  introduced  into  the  clinical 
laboratory  which  make  it  possible  and  practical 
for  most  clinical  laboratories  to  isolate  and  prop- 
erly identify  anaerobic  bacteria. 

The  special  procedures  and  techniques  used  in 
anaerobic  bacteriology  include:  (1)  Special 

methods  of  collection  of  clinical  specimens  for 
anaerobic  cultures;  (2)  The  use  of  new  and  dif- 
ferent types  of  culture  media  and  techniques  in 
the  clinical  laboratory;  (3)  The  use  of  special 
instruments  for  accurate  identification  of  the 
anaerobic  bacteria. 

Of  the  three  above  mentioned  special  methods 
and  techniques,  the  most  important  is  the  proper 
collection  of  the  specimen.  It  is  of  utmost  im- 
portance that  the  specimen  be  collected  and  trans- 
ported to  the  laboratory  in  a manner  such  that  it 
is  not  exposed  to  oxygen.  Even  brief  exposure  to 
oxygen  of  some  of  the  anaerobic  bacteria  will 
result  in  their  death.  Therefore,  special  care  must 
be  taken  in  the  collection  and  handling  of  these 
cultures:  the  specimens  must  be  transported  to 
the  clinical  laboratory  in  special  transport  sys- 
tems immediately  after  collection,  and  in  the 
laboratory  they  must  be  promptly  inoculated  onto 
special  culture  media.  The  special  transport 
systems  consist  essentially  of  test  tubes  or  vials 
with  prereduced  (oxygen-free)  atmospheres.  Such 
systems  are  available  commercially. 

All  specimens  except  throat  and  vaginal  swabs, 
expectorated  sputums,  voided  urine  specimens, 
and  stool  specimens,  should  be  cultured  for 
anaerobic  bacteria  in  addition  to  processing  for 
routine  culture  and  sensitivity.  All  such  speci- 
mens should  be  transported  to  the  clinical  labora- 
tory in  the  special  anaerobic  transport  tubes  or 
vials. 

The  details  of  the  special  types  of  media  and 

From  the  Department  of  Pathology,  Methodist  Hos- 
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the  special  techniques  used  in  anaerobic  bac- 
teriology are  beyond  the  scope  of  this  article. 
However,  it  should  be  pointed  out  that  it  requires 
more  time  to  isolate  and  identify  anaerobic  bac- 
teria than  it  does  to  isolate  aerobic  bacteria.  This 
means  that  the  clinician  cannot  expect  to  get  back 
reports  on  anaerobic  bacteria  as  early  as  he  gets 
the  routine  bacteriology  reports.  There  is  usually 
a delay  of  24-48  hours  simply  because  anaerobic 
bacteria  grow  more  slowly  than  aerobic  bacteria. 
Similarly,  the  anaerobic  sensitivity  report  is  de- 
layed because  the  anaerobic  sensitivity  plates 
must  incubate  for  48  hours  rather  than  the  24 
hours  required  for  most  aerobic  sensitivity  plates. 

There  is  no  longer  any  doubt  that  anaerobic 
bacteria  are  a relatively  common  cause  of  clinical- 
ly significant  infections  in  man.  The  frequency  of 
anaerobic  bacterial  infections,  as  reported  from 
the  clinical  laboratories  that  use  special  proce- 
dures and  techniques  for  the  isolation  of  anaerobic 
bacteria,  is  surprisingly  large — in  a number  of 
reports  in  the  literature,  anaerobic  bacteria  were 
isolated  from  as  many  as  one  half  of  the  speci- 
mens that  were  culturally  positive  for  any  bac- 
teria. 

Many  clinicians  may  not  be  familiar  with  the 
nomenclature  of  anaerobic  bacteria.  Fortunately, 
only  four  groups  of  organisms  account  for  the 
majority  of  anaerobic  bacteria  isolated  from  clini- 
cal specimens.  These  are:  (1)  Bacteroides  spe- 
cies, which  are  gram  negative  anaerobic  bacilli; 
(2)  Clostridium  species,  which  are  spore-forming 
gram  positive  anaerobic  bacilli;  (3)  Peptostrep- 
tococcus  and  Peptococcus  species  (also  referred 
to  as  anaerobic  streptococci),  which  are  gram- 
positive anaerobic  cocci;  (4)  Propionibacterium 
aeries,  (also  referred  to  as  anaerobic  diph- 
theroids), a non-spore -forming  gram  negative 
anaerobic  bacillus. 

In  addition  to  the  four  groups  mentioned 
above,  species  of  Fusobacterium,  a gram  negative 
anaerobic  bacillus,  are  important  pathogens  in 
cases  of  lung  abscesses. 

A special  comment  should  be  made  about  one 
anaerobic  organism — Bacteroides  fragilis.  It  is 
the  single  most  common  anaerobic  organism  iso- 
lated from  clinical  specimens  (23  percent  of  the 
total  anaerobic  isolates  at  Mayo  Clinic  and  15 
percent  of  the  total  anaerobic  isolates  at  our 
hospital).  It  is  also  of  importance  because  its 
antibiotic  susceptibility  pattern  is  different  from 
that  of  most  other  anaerobic  bacteria. 

Martin  D.  Palmer.  M.D. 
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Nuclear  Cardiology 

Part  2 Radiopharmaceuticals  that  localize  in 
Viable  Myocardium 

Almost  15  years  ago  the  radioactive  alkali 
metal,  K4-  was  used  to  study  myocardial  per- 
fusion. Approximately  75%  of  this  isotope  leaves 
the  blood  stream  and  enters  heart  muscle  on  its 
first  passage  through  coronary  vessels.  The  rate 
of  extraction  of  this  ion  by  the  heart  and  its 
clearance  from  blood  bears  a predictable  relation- 
ship to  blood  flow.  Since  K42  had  many  un- 
desirable radiation  characteristics  that  made  it 
unsuitable  for  clinical  use,  myocardial  perfusion 
studies  with  potassium  analogues  (K43,  Cs131, 
Cs129,  Cs134m,  Rb86,  Rb84,  Rb81)  were  carried  out 
over  the  ensuing  years. 

In  general,  the  radioactive  analogues  of  po- 
tassium have  a gamma  energy  that  is  too  high  for 
good  collimation,  require  specialized  equipment 
for  positron  analysis,  have  a half  life  that  is  so 
short  that  proximity  to  a cyclotron  is  necessary, 
or  present  difficulties  in  radiochemical  purifica- 
tion. Nevertheless,  recent  clinical  reports1,2’3 
suggest  that  K43,  Rbsl,  and  Cs129  may  be  adequate 
for  myocardial  scanning. 

Since  these  agents  localize  in  viable  myocar- 
dium, poorly  perfused  myocardium  would  be  seen 
as  a “cold  spot”  on  an  isotope  scan.  Cold  spot 
scanning  needs  for  good  visualization  a relatively 
high  target  to  non-target  ratio  of  radioactivity. 
The  8 to  1 ratio  obtained  with  these  potassium 
analogues  is  only  marginally  acceptable  for  heart 
imaging.  If  renal  failure  happens  to  be  present 
in  the  patient  being  studied,  the  blood  clearance 
of  these  isotopes  would  be  reduced  and  in  turn 
the  target  to  non-target  ratio  would  be  reduced. 
The  poorly  perfused  myocardium  that  appears  as 
a cold  spot  could  be  due  to  transient  ischemia, 
acute  irreversible  infarction,  acute  reversible  in- 
farction, healing  infarction,  old  scar  tissue,  or 
aneurysm.  Abnormal  perfusion  patterns  due  to 
non-coronary  artery  disease  would  include  left 
ventricular  hypertrophy,  right  ventricular  hyper- 
trophy, aneurysm,  dilated  left  ventricle,  large 
breasts,  pericardial  effusion,  pericarditis,  and 
mitral  valve  disease,  which  would  also  make 
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interpretation  of  coronary  disease  more  difficult. 
With  the  difficulty  of  obtaining  a good  target  to 
non-target  ratio  and  with  the  problems  of  evaluat- 
ing altered  isotope  distribution  patterns  in  different 
physiologic  states,  one  cannot  help  but  wonder 
about  statistical  accuracy  in  myocardial  blood 
flow  studies. 

Despite  these  problems,  very  solid  progress 
continues  to  be  made.  Zaret,  et  al4  have  shown 
that  anginal  patients  developed  cold  areas  on  a 
K43  heart  scan  after  exercise  that  was  not  present 
before  exercise.  This  would  appear  to  be  the  only 
practical,  non-invasive  method  to  date  of  imaging 
ischemia  without  infarction. 

Fatty  acids  are  also  known  to  localize  in 
myocardium.  Early  attempts  to  scan  the  heart 
with  I131  labeled  oleic  acid  did  not  show  as  re- 
liable localization  as  did  C14  labeled  oleic  acid. 
It  is  now  clear  that  the  iodination  of  the  double 
bond  of  oleic  acid  resulted  in  some  stearic  hinder- 
ance  that  prevented  complete  passage  of  this  fatty 
acid  into  heart.  This  problem  was  solved  by  the 
use  of  a different  fatty  acid:  9-hexadecenoic  acid. 
When  this  moiety  is  labelled  with  iodine,  the 
isotope  attaches  to  terminal  methyl  groups  result- 
ing in  a compound  with  no  stearic  hinderance. 
The  hexadecenoic  acid  with  an  iodine  label  local- 
izes in  heart  as  avidly  as  does  K435.  Since  this 
can  easily  be  labelled  with  I123,  an  isotope  with 
very  favorable  radiation  characteristics,  the  16- 
iodo-9-hexadecenoic  acid  may  well  prove  to  be 
the  radiopharmaceutical  of  choice  for  imaging 
viable  myocardium  as  well  as  measuring  myo- 
cardial blood  flow  and  evaluating  ischemia  with- 
out infarction.  Other  radiopharmaceuticals 
(Thallium201,  and  N13  asparagine)  are  currently 
under  investigation.  Although  these  developments 
appear  very  promising,  extensive  clinical  experi- 
ence will  be  needed  to  determine  the  strengths 
and  limitations  of  these  myocardial  scanning 
techniques. 

Robert  L.  Bell,  M.D. 

Director 
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Peptic  Ulcer  and  Diarrhea 

A 48-year-old  male  was  admitted  to  the  hospital  be- 
cause of  one  month  history  of  diarrhea.  For  three 
months  he  had  had  anorexia  and  30  pound  weight  loss. 
The  patient  had  complained  of  intermittent  epigastric 
and  periumbilical  dull  aching,  non-radiating  pain  for 
the  past  two  years,  not  exacerbated  or  relieved  by  food 
or  milk  ingestion.  Self  therapy  with  Alka  Seltzer  had 
failed  to  produce  relief  of  symptoms. 


and  superior  mesenteric  angiography  was  within  normal 
limits.  The  skull  and  sella  were  normal. 

Diagnosis: 

Zollinger-Ellison  Syndrome. 

Discussion: 

Most  patients  with  Z-E  syndrome  present  with 
symptoms  of  peptic  ulcer  disease.  These  ulcers 
are  often  intractable.  Approximately  half  of  these 
patients  have  an  accompanying  severe  diarrhea. 
Rarely,  diarrhea  may  be  the  only  presenting 
symptom.  The  syndrome  is  due  to  a gastrin- 


Fig.  I 


Fig.  II 


Clinical  Data: 

Physical  examination  was  unremarkable.  Pertinent 
laboratory  data  included:  serum  gastrins — sample  #1 — 
1633;  sample  #2 — 3.320  with  normal  less  than  5 mEq/ 
hr;  maximum  acid  output  71.3  mEq/hr. 

X-ray  Findings: 

An  upper  GI  series  (Fig.  I)  and  small  bowel  follow- 
through  (Fig.  II)  showed  large  gastric  folds,  megaduo- 
denum, ulcer  craters  in  the  duodenal  bulb  and  in  the 
mid  descending  loop  of  the  duodenum.  The  small  bowel 
loops  demonstrated  dilatation,  hypersecretion,  edematous 
mucosal  folds  and  on  fluoroscopy  hypermotility.  Celiac 

From  the  Departments  of  Radiology,  Vanderbilt  Uni- 
versity Hospital  and  Veterans  Administration  Hospital, 
Nashville,  Tennessee  37232. 


secreting,  non-beta  cell  tumor  of  the  pancreas.3 
About  60  percent  of  the  adenomas  are  solitary, 
30  percent  are  multiple  adenomas  and  10  percent 
are  due  to  diffuse  islet  cell  hyperplasia.  Approxi- 
mately 75  percent  of  these  adenomas  are  malig- 
nant and  present  with  liver  metastasis.2  These 
are,  however,  of  low  grade  malignancy.  Survival 
for  10  years  or  more  is  not  uncommon.  Most  of 
the  adenomas  are  in  the  body  or  tail  of  the  pan- 
creas. Ten  percent  of  the  adenomas  are  found  in 
ectopic  pancreatic  tissue  located  in  areas  such  as 
duodenum,  hilus  of  the  spleen  and  wall  of  the 
stomach.  These  pancreatic  adenomas  occasional- 
ly may  be  part  of  the  polyendocrinopathy  (Wer- 
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mer’s  Syndrome)  with  associated  pituitary 
adenomas,  bronchial  adenomas,  and  parathyroid 
adenomas. 

The  typical  x-ray  findings1’4  in  Z-E  syndrome 
include: 

1.  Gastric  hypersecretion. 

2.  Large  gastric  folds. 

3.  Single  or  multiple  peptic  ulcers. 

4.  Megaduodenum. 

5.  Prominent  and  edematous  small  bowel 
mucosal  folds. 

6.  Marked  increase  in  intraluminal  small  bowel 
fluid. 

7.  Hypermotility. 

Approximately  two-thirds  of  the  ulcers  are 
found  in  the  duodenal  bulb  or  gastric  antrum — 
the  conventional  sites  for  peptic  ulcer  disease. 
One-third  are  found  in  the  duodenum  distal  to 
the  bulb  or  in  the  jejunum.  Ulcers  in  these  latter 
sites  are  strongly  suggestive  of  the  syndrome.  In 
patients  who  have  had  partial  gastrectomy  for 
peptic  ulcer  disease,  recurrence  of  multiple  stomal 
ulcers,  often  large,  is  strongly  suggestive  of  Z-E. 

The  outcome  of  the  syndrome  may  be  fatal 


unless  the  disease  is  recognized  early  and  ade- 
quately managed  by  total  gastrectomy.3  When 
the  classical  x-ray  findings  are  seen  on  an  upper 
GI  series  their  significance  must  be  recognized. 

This  patient  underwent  a total  gastrectomy 
and  esophago-jejunostomy  (Hunt-Lawrence  Pro- 
cedure). The  post-operative  course  was  unevent- 
ful. Follow-up  of  this  patient  for  one  year  did 
not  reveal  metastases  or  signs  of  polyendocrinop- 
athy. 
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Primary  Aldosteronism 

In  1955,  Dr.  Jerome  Conn  described  for  the 
first  time  a patient  with  hypertension  and  hypo- 
kalemia, a syndrome  which  he  suspected  was 
caused  by  elevated  aldosterone  production  by  the 
adrenal  gland.  Surgical  exploration  revealed  an 
adrenal  adenoma  and  post-operatively  the  patient 
had  complete  correction  of  her  hypertension  and 
biochemical  abnormalities.  Since  that  time,  great 
advances  in  the  knowledge  of  the  regulation  of 
aldosterone  biosynthesis  have  allowed  the  diag- 
nosis and  treatment  of  Conn’s  syndrome,  also 
known  as  primary  aldosteronism  (PA),  to  be 
made  with  great  reliability. 

Clinical  Syndrome 

The  incidence  of  primary  aldosteronism  has 
been  variously  estimated  to  involve  0.5%  to  8% 
of  the  hypertensive  population.  Early  reports 
suggested  that  the  tumor  occurred  with  greater 
frequency  in  the  left  adrenal,  but  more  recent 
studies  have  indicated  an  equal  incidence  on  each 
side.  The  disease  is  most  common  in  the  30-50 
year  age  group  and  affects  women  twice  as  often 
as  men.  The  disease  has  been  reported  in  preg- 
nancy. Signs  and  symptoms  which  specifically 
differentiate  PA  from  other  forms  of  hypertension 
are  few.  Blood  pressure  elevation  tends  to  be 
mild  but  occasional  cases  of  malignant  hyperten- 
sion have  been  described.  Headaches  are  a fre- 
quent complaint.  In  contrast  to  patients  with 
secondary  aldosteronism,  edema  is  never  present. 
The  most  specific  symptoms  are  related  to  de- 
pletion of  body  potassium  and  include  fatigue 
and  muscle  weakness,  polyuria,  especially  noc- 
turia, and  peripheral  numbness  and  tingling. 
Routine  laboratory  findings  that  may  be  helpful 
include  hypokalemia,  alkalosis  manifested  both 
in  the  blood  and  urine,  mild  glucose  intolerance 
and  U waves  in  the  ECG.  Dr.  Conn  has  described 
a group  of  patients  with  normokalemic  primary 
aldosteronism,  but  similar  patients  have  not  been 
found  by  other  workers. 

Pathogenesis  and  Pathology 

The  hypertension  and  biochemical  abnormali- 
ties can  be  explained  by  continued  autonomous 

From  the  Hypertension  Center,  Vanderbilt  University 
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hypersecretion  of  aldosterone  by  an  adrenal 
tumor.  Aldosterone  acts  on  the  distal  renal 
tubule  to  promote  sodium  retention  in  exchange 
for  increased  excretion  of  postassium  and  hydro- 
gen ions.  The  sodium  rentention  leads  to  in- 
creased extracellular  fluid  volume  (ECF)  and 
ultimately  an  expansion  of  blood  volume  and 
hypertension.  The  increased  ECF  decreases  the 
production  of  renin  by  the  kidney  leading  to  sup- 
pressed plasma  renin  activity  (PRA).  The 
majority  of  tumors  are  unilateral  and  are  benign, 
although  an  occasional  carcinoma  has  been  de- 
scribed. Nodular  hyperplasia  of  both  adrenals 
with  hyperaldosteronism  and  suppressed  PRA  has 
been  described  in  20  percent  of  cases  and  these 
patients  respond  poorly  to  bilateral  adrenalec- 
tomy. 

Specific  Diagnostic  Tests 

In  patients  with  hypertension  and  unprovoked 
hypokalemia,  further  specific  studies  to  establish 
the  diagnosis  of  PA  should  be  undertaken.  As  an 
outpatient  study,  24-hour  urine  potassium  excre- 
tion can  be  measured.  If  there  is  potassium  wast- 
ing (>  40mEq)  in  the  face  of  low  serum  potas- 
sium, the  diagnosis  is  more  likely  and  the  patient 
should  be  hospitalized  for  further  studies,  off 
medications  if  possible.  If  the  patient  is  severely 
potassium  depleted,  the  deficiency  should  be  cor- 
rected with  oral  potassium  supplements  prior  to 
further  testing.  The  patient  should  be  placed  on 
a constant  normal  sodium  diet  (100  mEq)  and 
urinary  24-hour  collections  of  electrolytes  mea- 
sured. After  the  patient  has  achieved  sodium 
balance,  the  urinary  aldosterone  excretion  rate 
(AER)  should  be  measured.  In  our  laboratory, 
a value  >17  ^g/24  hours  is  considered  elevated. 
Two  measurements  should  be  obtained  as  secre- 
tion by  the  tumor  may  not  be  constant.  PRA 
should  also  be  measured  when  the  patient  is  re- 
cumbent and  after  two  hours  of  upright  posture. 
In  order  to  stimulate  the  renin-angiotensin  sys- 
tem further  the  patient  should  be  switched  to  a 
constant  low  sodium  diet  (10  mEq)  and,  after 
achieving  sodium  balance,  the  previous  postural 
maneuvers  with  determination  of  supine  and  up- 
right PRA’s  should  be  repeated.  The  combination 
of  an  elevated  AGR  on  a normal  sodium  intake 
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suppressed  upright  PRA  on  a low  sodium  intake 
(less  than  two  to  three-fold  increase  over  supine 
value)  is  very  strong  evidence  for  primary  aldos- 
teronism. While  awaiting  the  results  of  the  above 
tests,  many  clinicians  discharge  their  patients  on 
400  Mg  of  spironolactone  per  day.  This  drug  is  an 
aldosterone  antagonist,  and  after  3 to  4 weeks, 
may  correct  both  the  hypertension  and  hypokale- 
mia. If  so,  this  is  further  strong  evidence  for  an 
aldosterone-producing  tumor. 

If  the  above  tests  are  positive,  the  patient 
should  have  adrenal  exploration.  Recently,  at- 
tempts to  localize  the  lesion  preoperatively  have 
been  carried  out  by  some  centers.  Adrenal  venog- 
raphy may  visualize  the  tumor.  Also,  assay  of 
adrenal  venous  blood  for  aldosterone  from  the 
affected  side  should  show  a gradient  of  at  least 
two  to  three-fold  excess  as  compared  to  the  non- 
affected  side.  However,  adrenal  venography  and 
venous  sampling  are  potentially  hazardous  and 
are  not  recommended  unless  the  department  has 
considerable  experience.  Very  recently  scanning 
of  the  adrenals  following  the  injection  of  I131- 
iodocholesterol,  an  isotope  which  is  concentrated 
in  cholesterol-utilizing  tissues,  has  been  proposed 
as  a non-invasive  approach  to  the  localization  of 
adrenal  tumors. 

Treatment 

In  most  centers,  where  methods  for  preopera- 
tive localization  of  the  tumor  are  not  available, 
bilateral  exploration  of  the  adrenals  is  the  treat- 
ment of  choice.  Even  if  a tumor  is  found  in  the 
first  gland,  the  second  gland  should  be  examined 
because  5 to  10  percent  of  tumors  are  bilateral. 
If  no  visible  tumor  is  seen  after  exploring  both 
glands,  our  approach  is  to  remove  the  left  adrenal 
gland  and  section  it  thoroughly  in  the  operating 
room.  If  no  tumor  is  identified  we  then  remove 
half  of  the  right  gland  and  section  it.  Again  if 
no  tumor  is  seen,  the  remaining  half  of  the  right 
adrenal  is  bisected  and  one  half  removed  and 
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sectioned.  This  procedure  identifies  most  tumors 
and  leaves  the  patient  with  sufficient  adrenal  tis- 
sue so  that  postoperatively  he  will  not  be  Addi- 
sonian. 

If  for  some  reason,  operation  is  deemed  un- 
wise, some  patients  have  been  kept  normotensive 
for  long  periods  of  time  by  chronic  large  dose 
administration  of  spironolactone. 

Differential  Diagnosis 

Hypertension  and  hypokalemia  have  been  as- 
sociated with  other  steroids  besides  aldosterone. 
Ingestion  of  large  amounts  of  licorice,  oral  steroid 
therapy,  congenital  adrenal  hyperplasia  (of  the 
1 1 -hydroxylase  or  17-hydroxylase  varieties), 
Cushing’s  syndrome  (due  to  adrenal  carcinoma  or 
ectopic  ACTH  production  by  a non-endocrine 
malignancy)  may  all  cause  hypertension  and 
mimic  the  biochemical  findings  of  PA.  However, 
in  all  these  causes,  AER  will  be  low  rather  than 
high,  since  other  steroids  are  causing  the  hyper- 
tension. 

The  most  important  situation  to  exclude  is  the 
patient  with  hypertension  and  hypokalemia  due 
to  diuretic  therapy.  Measuring  the  first  24-hour 
urine  potassium  after  discontinuing  the  diuretics 
should  be  of  use  in  deciding  whether  potassium 
loss  is  due  solely  to  the  diuretic.  If  so,  the  kidney 
will  begin  to  conserve  potassium  and  there  should 
be  very  little  potassium  (<  20  mEq)  in  the 
urine.  If  primary  aldosteronism  is  present,  no 
conservation  will  occur. 

Summary 

1.  Hypertension  and  hypokalemia  should  suggest  the 
possibility  of  primary  aldosteronism. 

2.  Confirm  the  diagnosis  by  finding  elevated  aldos- 
terone excretion  on  a normal  sodium  diet  and  suppressed 
PRA  on  a low  sodium  diet  after  2 hours  in  the  upright 
posture. 

3.  Cure  the  condition  by  removing  the  aldosterone- 
producing  adenoma. 

— Jon  H.  Levine,  M.D. 


❖ 


4.  Zarte,  BL,  Strauss,  HW,  et  al:  Non  invasive  Re- 
gional Myocardial  Perfusion  with  Radioactive  Potas- 
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during  Angina  Pectoris.  New  Eng  J Med  288:809, 
1973. 

5.  Robinson,  GD,  Jr,  Poe,  ND,  et  al:  16-iodo-9- 
Hexadecenoic  Acid;  High  Specific  Activity  Preparation 
and  Myocardial  Specificity.  J Nucl  Med  15:528,  1974. 
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from  the  tenne/zee  deportment 
of  mental  health 


Commitment  procedures  for  Tennessee’s  alco- 
holics and  drug  abusers  who  have  gone  contra 
the  law  have  been  amended  by  the  88th  Gen- 
eral Assembly.  These  offenders  are  brought  be- 
fore either  a court  who  has  jurisdiction  over 
misdemeanors  or  a judge  of  a criminal  court  (if 
charged  with  a felony).  If  the  charge  is  public 
drunkenness,  the  offender  may  serve  his  sentence 
in  the  workhouse  or  jail  or  he  may  elect  to 
submit  himself  to  a treatment  resource  for  re- 
habilitative treatment  and  receive  a suspended 
sentence. 

If  the  charge  is  for  first  offense  possession  of 
a controlled  substance,  the  offender  is  given  his 
choice  of  serving  his  time  in  the  workhouse  or 
jail  or  having  his  sentence  suspended  and  accept- 
ing treatment  in  a mental  health  facility.  For  a 
second  offense  of  possessing  a controlled  sub- 
stance, an  offender  will  be  charged  with  a mis- 
demeanor and  sentenced  from  one  to  two  years. 
Again  he  may  elect  treatment,  and  the  time  a 
second-time  offender  spends  in  a mental  health 
facility  may  count  against  his  sentence.  For  a 
third  or  subsequent  offense,  the  individual  is 
charged  with  a felony  and  is  sentenced  from  two 
to  three  years.  At  this  time  it  is  within  the 
discretion  of  the  court  to  permit  the  offender  to 
have  treatment  for  his  mental  illness  in  a mental 
health  hospital  or  through  a comprehensive 
mental  health  center.  A person  who  is  charged 
with  distribution  or  manufacturing  of  a con- 
trolled substance  is  considered  a felon  and  would 
necessarily  be  turned  over  to  the  Commissioner 
of  Correction  but  could  be  turned  over  to  the 
Commissioner  of  Mental  Health  if  he  is  in  need 
of  mental  health  treatment. 

The  Controlled  Substance  Chapter,  Title  52, 
Chapter  1409,  has  been  amended.  Of  particular 
interest  is  the  change  in  the  definition  of  mari- 
juana by  removing  from  the  statutory  meaning 
the  word  “sativa”  which  is  a particular  classi- 
fication and  leaves  the  statute  now  to  include  all 
species  of  the  cannabis  family.  There  are  ad- 
ditions to  the  lists  of  hallucinogenic  substance. 
The  opium,  opiate,  salt  compound,  derivative,  or 
preparation  therefrom  are  listed  by  generic  names. 
There  is  a section  added  on  the  amphetamines 
and  additional  listings  are  made  of  the  controlled 
substance  on  drugs  which  tend  to  have  a stimu- 


lating effect  on  the  central  nervous  system  as  well 
as  drugs  which  have  a depressant  effect  on  the 
central  nervous  system. 

The  cost  of  treatment  was  given  due  consid- 
eration, and  the  Public  Welfare  Chapter  (Ten- 
nesse  Code  Annotated,  Section  14-1907)  was 
changed  to  permit  financial  aid  from  federal  as- 
sistance programs  to  be  paid  for  individuals  under 
the  age  of  twenty-one  in  a public  institution  for 
tuberculosis  or  mental  diseases.  Previously  State 
law  covered  only  persons  over  sixty-five. 

In  further  protection  of  the  financial  needs  of 
the  mentally  ill  the  General  Assembly  provided 
that  all  individual,  franchise,  blanket  or  group 
policies  written  or  renewed  after  July  1,  1974,  in 
Tennessee  shall  include  coverage  for  expenses 
incurred  for  treatment  for  psychiatric  disorders, 
mental  or  nervous  conditions,  alcoholism,  or  drug 
dependence,  or  the  medical  complications  of 
mental  illness  or  mental  retardation.  There  are 
to  be  only  two  exceptions:  individual  policy  re- 
newal, or  a policy  or  plan  which  specifically 
excludes  or  reduces  the  above-mentioned  benefits. 

The  88th  session  of  the  General  Assembly 
amended  Tennessee  Code  Annotated,  Section 
56-3324  which  previously  restricted  insurance 
companies  from  failing  to  pay  benefits  to  persons 
hospitalized  in  tax  supported  institutions.  The 
amendment  provides  that  “such  an  institution 
charges  patients  for  the  same  service  in  the 
absence  of  insurance.” 

The  legislators  passed  another  act  which  pro- 
vides that  no  policy  of  sickness  or  accident 
coverage  issued  after  July  1,  1974,  can  deny 
coverage  to  an  insured  under  care  and  treat- 
ment for  mental  illness  with  such  denial  being 
based  upon  the  fact  that  the  facility  does  not 
have  surgical  facilities  if  the  mental  health  or 
mental  retardation  facility  does,  in  fact,  have  a 
contract  with  an  accredited  facility  to  perform 
any  required  surgical  care. 

Further  dealing  with  insurance,  another  law 
provided  that  a licensed  clinical  psychologist 
(licensed  in  accordance  with  provisions  of  Chap- 
ter 11,  Title  63,  Tennessee  Code  Annotated) 
shall  be  entitled  to  be  reimbursed  for  performing 
services  within  his  scope  which  are  covered  by 
insurance  policies  just  as  if  the  services  were 
performed  by  a psychiatrist. 
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History 

The  patient  is  a 12-year-old  boy  who  four  months 
before  admission  had  a heart  murmur  noted  on  routine 
physical  examination.  He  has  been  in  excellent  health 
his  entire  life.  He  is  the  product  of  normal  gestation 
and  delivery  with  normal  growth  and  development.  He 
has  excellent  exercise  tolerance. 

Physical  examination  reveals  a slightly  asthenic, 
twelve-year-old  boy  who  appears  to  be  in  good  health, 


whose  pertinent  findings  were  limited  to  the  cardio- 
vascular system.  The  arterial  pulses  were  normal  in  all 
four  extremities  and  in  the  carotid  arteries.  The  jugular 
venous  pulses  were  normal  in  contour  and  amplitude 
with  A and  V waves  being  visualized  at  the  base  of  the 
neck  at  15°  elevation.  On  palpation  of  the  precordium 
there  was  a left  peristernal  heave,  and  there  were  no 
palpable  thrills.  A pulmonic  closure  shock  was  palpable. 
On  auscultation  the  second  sound  at  the  base  of  the 
heart  was  widely  split  and  fixed  with  an  accentuated 
pulmonic  closure  sound.  There  was  a grade  II/VI  some- 
what scratchy  systolic  ejection  type  murmur  best  heard 
in  the  pulmonic  area.  An  S3  was  audible  at  the  apex. 
Liver  and  spleen  were  not  palpable,  and  there  was  no 
clubbing,  cyanosis  or  edema.  The  following  electro- 
cardiogram was  obtained.  (Fig.  1) 


Fig.  1 


Discussion 

Electrocardiogram  shows  a sinus  rhythm  at  a 
rate  of  75/minute.  The  PR  interval  is  normal  at 
.20  seconds.  In  the  frontal  plane  there  is  a very 
small  Q wave  in  standard  lead  I.  The  terminal 
forces  are  rightward  causing  the  terminal  S wave 
in  standard  lead  I.  The  early  initial  forces  causing 
a small  Q wave  in  I are  rightward  and  then  very 

From  the  Department  of  Cardiology,  St.  Thomas  Hos- 
pital, Nashville,  Tennessee. 


quickly  move  leftward  and  interiorly  causing  the 
R wave  in  II.  The  forces  then  rotate  counter- 
clockwise causing  a deep  S wave  in  II,  III  and 
AVF  which  appears  prior  to  the  S wave  in  stan- 
dard lead  I.  This  “counter-clockwise  loop”  is 
commonly  seen  in  anterior  hemiblock.  However, 
the  rightward  terminal  forces  in  this  case  suggest 
right  ventricular  enlargement.  This  impression  is 
supported  by  the  presence  of  an  initial  R and  a 
prominent  terminal  R'  in  Vi  and  V2.  T inversion 
V2  is  somewhat  unusual  at  age  twelve  and  often 
accompanies  increased  right  heart  pressures. 

Cardiac  catheterization  revealed  an  atrial  sep- 
tal defect  with  a 2.8:1  left  to  right  shunt.  Peak 
systolic  pressures  in  the  pulmonary  artery  were 
43  mm  Hg.  The  pulmonary  vasculature  resis- 
tances at  this  flow  are  within  normal  limits,  how- 
ever. The  electrocardiogram  suggested  an  ostium 
primum  defect  with  the  anterior  hemiblock  type 
of  counter-clockwise  loop  and  at  the  time  of  sur- 
gical closure  the  patient  was  indeed  noted  to  have 
an  ostium  primum  defect  with  a cleft  in  the  an- 
terior leaflet  of  the  mitral  valve. 

Final  diagnosis:  Atrial  septal  defect,  primum 
type. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D, 

Co-Directors 
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/elf -evaluation  quiz 

“THE  COOPER  REVIEW” 

(Answers  found  beginning  on  page  780) 

1.  Pulmonary  edema  usually  occurs  when  the  pulmonary  capillary  pressure  exceeds: 

A.  15mm/Hg. 

B.  25mm/Hg. 

C.  35mm/Hg. 

D.  50mm/Hg. 

2.  Reflux  esophagitis  and  peptic  stricture  are  sometimes  seen  after  prolonged  nasogastric  intubation, 
following  gallbladder  surgery.  TRUE  or  FALSE 

3.  For  patients  with  reflux  esophagitis  and  heartburn,  anticholinergics  are  an  excellent  way  of  con- 
trolling symptoms.  TRUE  or  FALSE 

4.  Fatty  foods  and  cigarettes  are  detrimental  to  patients  with  heartburn.  TRUE  or  FALSE 

5.  Please  choose  of  the  following  rheumatic  complaints,  which  are  often  associated  with  the  list  of 
diseases  on  the  left. 

Disease  States  Diseases 

1.  Acromegaly  A.  Gout 

2.  Polycythemia  vera  B.  Pseudogout 

3.  Hyperparathyroidism  C.  Bilateral  carpal  tunnel  syndrome 

4.  Hypothyroidism  D.  Premature  osteoarthritis 

Reactions  to  Local  Anesthetics 

Serious  reactions  to  local  anesthetics — though  relatively  rare — are  usually  extremely  alarming  for 
both  patient  and  physician  because  of  their  generally  unanticipated  presentation  and  the  consequent 
lack  of  organization  in  their  management. 

Reactions  occurring  may  be  either  of  the  hypersensitivity  or  allergic  variety,  or  they  may  be  toxic 
reactions  due  to  the  attainment  of  high  plasma  levels  of  the  drug.  It  is  not  realized  that  hypersensitivity 
reactions  are  quite  rare  but  do  occur  occasionally  in  association  with  the  ester  linked  anesthetics  (pro- 
caine-tetracaine, etc);  most  commonly  to  procaine.  Hypersensitivity  to  the  amide  linked  anesthetics 
(lidocaine,  prilocaine,  mepivacaine,  etc.)  is  so  rare  as  to  be  negligible  for  all  practical  considera- 
tions. Such  phrases  as  “allergic  to  the  caine  drugs”  are  meaningless  because  of  the  different  chemical 
groupings  of  these  drugs. 

The  management  of  allergic  reactions  varies  with  the  severity  of  the  reaction  but  usually  includes 
the  administration  of  anti-histamines — the  use  of  epinephrine  in  more  severe  cases,  and  general  sup- 
portive measures  designed  to  maintain  circulation  and  respiration. 

Systemic  toxic  effects  of  local  anesthetics  are  related  to  the  attained  plasma  levels.  The  latter  de- 
pends upon  a number  of  factors,  some  of  the  more  important  being  the  dose  administered  in  a given 
period,  the  rate  of  absorption  from  the  injected  site,  and  the  rate  of  metabolism  or  plasma  removal  of 
the  drug.  {continued  on  page  758 ) 


Published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New  Jersey,  Sherman 
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view of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 
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A Review  of  the  Medicaid  Program 

In  October,  1969,  the  State  of  Tennessee  en- 
tered into  a contract  with  the  U.S.  Department  of 
Health,  Education  and  Welfare  to  administer  a 
Medicaid  program  for  the  citizens  of  Tennessee. 
The  administrative  responsibility  for  this  program 
was  assigned  to  the  Tennessee  Department  of 
Public  Health  through  its  Division  of  Medicaid. 

Since  that  time,  the  Medicaid  Program  has 
grown  and  changed  in  numerous  ways,  but  the 
basic  objective  remains  the  same — to  promote 
better  health  among  the  residents  of  the  State  by 
providing  a more  comprehensive  medical  assis- 
tance program  for  the  needy.  The  success  the 
program  has  had  in  meeting  this  objective  would 
not  have  been  possible  without  the  cooperation 
and  participation  of  physicians. 

Two  key  words  in  this  definition  are  “compre- 
hensive” and  “needy.”  The  precise  meanings  of 
these  words,  as  implemented  in  the  Medicaid 
Program,  have  changed  over  the  years  and  are 
likely  to  continue  to  evolve.  For  instance,  when 
the  Medicaid  Program  began,  there  were  approxi- 
mately 157,000  people  eligible  and  35,000  re- 
cipients of  service  per  month.  At  the  present 
time,  this  figure  is  about  300,000  eligibles  and 
1 1 1,000  recipients  per  month. 

What  is  the  reason  for  the  big  jump  in  just  five 
years?  Basically,  it  is  because  the  definition  of 
“needy,”  i.e.,  the  eligibility  requirements  have 
changed  over  the  years.  When  the  program  be- 
gan, the  people  eligible  for  Medicaid  assistance 
were  those  who  were  eligible  for  cash  assistance 
through  any  of  the  four  categorically  needy  wel- 
fare programs:  Old  Age  Assistance  (OAA),  Aid 
to  Families  with  Dependent  Children  (AFDC), 
Aid  to  the  Blind  (AB),  and  Aid  to  the  Disabled 
(AD).  Another  factor  which  influenced  the 
number  of  people  who  were  eligible  was  that 
eligibility  was  determined  by  the  Tennessee  De- 
partment of  Public  Welfare  according  to  stan- 
dards set  by  the  state  within  Federal  guidelines. 

This  is  no  longer  true,  except  for  the  AFDC 
category.  Since  January  of  this  year  (1974), 
eligibility  for  the  adult  categories  has  been  de- 
termined by  the  Social  Security  Administration 
using  federal  standards  of  eligibility  for  Supple- 
mental Security  Income  instead  of  the  state 
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standards  previously  used  by  the  Department  of 
Public  Welfare.  In  general,  the  federal  standards 
are  somewhat  more  lenient  than  the  state  stan- 
dards. 

Another  change  in  eligibility  requirements 
which  has  affected  the  Medicaid  Program  greatly 
is  the  addition  of  the  Medically  Needy  Program, 
implemented  effective  April  1,  1974.  The  princi- 
ple behind  the  Medically  Needy  Program  is  to 
assist  people  who  would  not  qualify  for  cash 
assistance  under  the  traditional  requirements  but 
who  are  medically  needy.  Persons  in  this  pro- 
gram consist  of  those  who  would  meet  all  the 
Welfare  requirements  in  one  of  the  four  cate- 
gories, except  income.  Eligibility  for  the  Medical- 
ly Needy  Program  and  AFDC  is  determined  by 
the  Tennessee  Department  of  Public  Welfare,  in 
accordance  with  the  state  eligibility  standards 
that  were  in  effect  in  December,  1973. 

In  addition,  children  in  foster  homes  or  pri- 
vate institutions  which  are  under  the  supervision 
of  the  Department  of  Public  Welfare  are  covered. 
Children  in  child  care  institutions  or  voluntary 
agencies  for  whom  a public  agency  or  private 
non-profit  agency  is  financially  responsible  are 
also  eligible,  if  they  meet  the  income  standards 
defined  for  the  medically  needy  coverage  group. 

Children  under  age  21  in  licensed  private  ma- 
ternity homes  or  subsidized  adoptive  homes  for 
whom  the  Department  of  Public  Welfare  or 
licensed,  non-profit  agency  is  fully  or  partially 
financially  responsible  are  also  covered,  if  they 
meet  the  income  standards.  It  is  not  necessary 
for  either  of  these  coverage  groups  to  meet  the 
categorical  eligibility  requirements  other  than  age, 
living  arrangements  and  income. 

Services 

As  the  meaning  of  the  word  “needy”  continues 
to  evolve,  so  do  the  implications  of  the  word 
“comprehensive”  in  regard  to  the  medical  services 
that  are  covered  by  the  Medicaid  Program.  Cur- 
rently, the  following  services  are  covered  each 
fiscal  year  (July  1-June  30): 

Inpatient  Hospital 

General — 20  days. 

Psychiatric — No  limit  for  persons  65  or  older. 

Tuberculosis — No  limit  for  persons  65  or  older. 

Blood — First  3 pints. 
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Outpatient  Hospital — 30  visits. 

Mental  Health  Centers — As  required. 

Independent  Lab  and  X-Ray — 30  occasions. 

Skilled  Nursing  Home  Care — Not  to  exceed  90  days 
initially.  May  be  extended  upon  medical  certification 
and  prior  approval. 

Intermediate  Care — As  medically  necessary. 

Ambulance  Transportation — Emergency  only. 
Physicians — As  required. 

Home  Health  Care — 60  visits. 

Legend  Drugs  and  Insulin — Up  to  a 30  day  supply 
with  2 refills. 

Screening,  Diagnosis  and  Treatment — Persons  under 
21  in  AFDC  families. 

Christian  Science  Sanatoria — 10  days. 

Community  Health  Clinics — As  needed. 

Family  Planning  Services — As  needed. 

Medicaid  Supplements  Medicare 

Part  A — Pays  the  deductible.  Pays  co-insurance  for 
extended  care.  (80  days) 

Part  B— Pays  the  deductible.  Pays  the  co-insurance. 
Pays  the  monthly  premium  ‘‘Buy-in.” 

Recent  changes  have  included  a major  expan- 
sion of  the  Screening,  Diagnosis  and  Treatment 
Program  and  the  addition  of  Family  Planning 
Services.  Since  July  1,  1973,  the  SD&T  Program 
expanded  to  cover  AFDC  children  to  age  21. 
Previously,  it  covered  these  children  up  to  age  6. 
Family  Planning  Services  were  also  added  on 
July  1,  1973.  These  services  are  available  for 
anyone  eligible  for  Medicaid  who  can  be  con- 
sidered sexually  active.  The  Medicaid  Policy  Re- 
veiw  Committee,  which  is  the  final  authority  on 
Medicaid  policy,  also  recently  approved  the  use 
of  Medicaid  funds  to  pay  for  abortions  for  Medic- 
aid patients. 

The  expansion  of  the  Screening,  Diagnosis  and 
Treatment  Program  can  be  noted  with  pride. 
Tennessee  is  one  of  the  leaders  in  the  nation  in 
this  area  of  medical  service,  because  it  is  one  of 
the  few  states  that  actually  exceeded  its  own  goal 
for  SD&T.  The  effort  put  into  the  program  by 
local  health  departments  which  do  the  actual 
screening,  and  by  the  Department  of  Public  Wel- 
fare, which  sets  up  the  appointments,  is  reflected 
in  the  following  figures.  In  the  1972-73  fiscal 
year,  the  number  of  children  screened  was  5,007. 
In  the  following  year,  however,  this  number  had 
jumped  to  54,752,  exceeding  the  goal  of  45,000 
screenings  by  9,752. 

The  screening  services  include — history,  phy- 
sical inspection,  developmental  assessment,  vision 
and  hearing  tests,  microhematocrit  and  sickle  cell 
tests,  tuberculin  skin  test,  urine  test,  as  well  as 
assessment  of  immunization  status  and  provision 
of  needed  immunization.  (Expansion  6-21) 
Children  found  to  have  conditions  requiring 


further  care  are  referred  to  the  appropriate  pro- 
viders of  service. 

Administrative  Changes 

The  years  of  experience  in  administering  the 
Medicaid  Program  have  led  to  improved  adminis- 
trative procedures  being  adopted  by  the  Medicaid 
Division  and  by  the  two  fiscal  agents  which  pro- 
cess claims,  Blue  Cross/Blue  Shield  of  Tennessee 
and  the  Equitable  Life  Assurance  Society. 

In  1973,  for  instance,  the  schedule  of  payments 
to  physicians  was  raised  by  adopting  the  1971 
profile  compiled  by  the  fiscal  agents.  Previously, 
Medicaid  payments  had  been  based  on  the  1968 
profile.  At  the  present  time,  Medicaid  pays  the 
cost  of  the  physician’s  bill  up  to  the  75th  per- 
centile of  the  1971  profile. 

While  the  Department  of  Public  Health  has 
been  working  to  bring  the  physicians’  reimburse- 
ment more  in  line  with  today’s  economy,  the 
fiscal  agents  have  worked  for  speedier  and  more 
efficient  processing  of  claims.  At  the  present 
time,  Equitable  Life  Assurance  Society,  the  fiscal 
agent  which  handles  claims  from  physicians,  pays 
physicians  once  a month. 

Another  administrative  procedure  which  has 
become  increasingly  sophisticated  is  the  sur- 
veillance program.  One  of  Medicaid’s  more  ef- 
fective methods  of  controlling  over-utilization  of 
drugs  is  the  “lock-in”  system,  under  which  the 
Medicaid  investigators  automatically  receive 
quarterly  surveillance  reports  identifying  each 
recipient  whose  Medicaid  utilization  exceeds  a 
standard  deviation  of  one.  These  are  examined 
to  see  if  any  appear  to  be  “spending”  more  money 
than  necessary.  These  recipients  are  then 
watched  for  the  next  two  quarters  and  if  it  still 
appears  that  an  excessive  amount  of  money  is 
being  “spent,”  they  are  then  placed  in  the  “lock- 
in”  system.  With  this  system,  the  Medicaid  re- 
cipient's card  is  stamped  “special,”  and  he  is 
“locked-in”  to  one  doctor  and  one  pharmacist. 
This  requirement  is  to  prevent  the  patient  from 
“doctor  hopping”  and  “pharmacy  hopping”  to 
obtain  more  medicine  than  he  needs.  The  num- 
ber of  visits  to  the  doctor  is  not  limited,  but  the 
visits  must  be  to  the  same  doctor  during  the 
month.  In  this  way,  Medicaid  relies  on  the  pro- 
fessional judgment  of  the  physician  to  determine 
what  medication  the  patient  needs  and  to  prevent 
the  patient  from  obtaining  prescriptions  for  too 
many  drugs. 

As  the  staff  has  grown  and  gained  experience 
in  administering  the  Medicaid  Program,  adminis- 
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trative  procedures  have  been  improved,  though 
there  have  been  problems  as  the  program  grew 
and  changed.  The  most  recent  difficulty  has  been 
the  results  of  the  change  in  the  eligibility  determi- 
nation of  the  three  adult  categories  from  the  De- 
partment of  Pubic  Welfare  to  the  Social  Security 
Administration.  Some  persons  who  were  eligible 
for  Medicaid  were  not  getting  on  the  computer 
tape  prepared  by  the  Social  Security  Administra- 
tion. To  handle  the  problem,  a manual  system 
has  been  worked  out  to  see  that  these  people  re- 
ceive their  Medicaid  cards  each  month.  Any  per- 
son who  is  receiving  an  SSI  check  who  has  not 
received  his  Medicaid  card  should  notify  his 
local  Social  Security  Office.  This  action  will  ac- 
tivate the  manual  system  to  correct  the  situation. 

Frank  L.  Jones,  Jr.,  Director  of  the  Division  of 
Medicaid,  is  optimistic  about  the  problem  being 
corrected.  He  has  been  with  Medicaid  since  its 
beginnings  when  the  division  had  a total  staff  of 
five  people  and  had  to  start  from  scratch  to  im- 
plement the  program.  Since  then  the  central  staff 


has  grown  from  five  to  thirty  people  and  the  ex- 
penditures for  Medicaid  services  have  increased 
from  $18  million  in  1969-70  to  $73  million  for 
fiscal  year  1972-73.  For  the  first  11  months  of 
fiscal  year  1973-74  (the  latest  figures  available) 
$83  million  had  been  spent  for  services.  Basical- 
ly, the  federal  share  for  the  major  Medicaid 
programs  is  72.28  percent  and  the  state  furnishes 
the  remaining  funds  (27.72  percent).  (A  few  of 
the  smaller  programs  have  a different  ratio,  such 
as  90  percent  federal,  10  percent  state  for  Family 
Planning) . 

Jones  sees  Medicaid  as  “an  insurance  program 
for  the  needy.”  He  points  out  that  it  brings  new 
federal  money  into  the  state  and  pays  some  health 
care  providers  that  might  not  get  paid  otherwise. 
Despite  its  problems,  Jones  thinks  the  advantages 
of  Medicaid  are  obvious:  “Where  else  can  you 
invest  one  dollar  and  get  almost  three  more  in 
return?” 

Note:  Medicaid  coverage  of  Community  Health  Clinic 
services  will  be  discussed  in  a separate  article. 


❖ ❖ 


Quiz 

(i continued  from  page  755 ) 


Most  reactions  to  local  anesthetics — are  in  fact  toxic  reactions  and  arise  commonly  from  inadver- 
tent intravenous  injection  or  from  simple  overdosage  due  to  ignorance  or  neglect  of  the  toxic  doses  in 
a given  circumstance. 

Whereas  the  most  dramatic  manifestation  of  toxicity  is  the  onset  of  seizures,  the  most  dangerous 
aspects  are  the  ensuing  respiratory  and  circulatory  depression  caused  directly  by  the  drugs’  action  on 
the  heart  and  brain  stem. 

Toxic  reactions  can  usually  be  avoided  by  careful  injection,  and  a strict  regime  with  regard  to  the 
total  dose  used.  Premedication  with  diazepam  (valium)  may  be  of  some  value  in  raising  the  toxic 
threshold. 

When  toxic  manifestations  do  occur  they  can  usually  be  satisfactorily  managed  with  small  doses  of 
short  acting  barbiturates  (or  valium)  given  intravenously  in  combination  with  adequate  respiratory 
and  circulatory  support.  The  former  may  require  artificial  ventilation  and  the  latter  fluids  and  vaso- 
pressors with  both  alpha  and  beta  receptor  stimulating  properties. 

If  the  seizures  cannot  be  satisfactorily  controlled  in  this  way  the  use  of  a short  acting  muscle  relax- 
ant may  be  indicated  but  this  should  only  be  used  if  the  facilities  and  skill  for  endotracheal  intubation 
and  ventilation  are  present. 

For  all  these  reasons  it  is  clear  the  procedures  under  local  anesthesia  requiring  anything  more  than 
minimal  doses  of  local  anesthetics  should  only  be  carried  out  where  full  facilities  for  cardiopulmo- 
nary resuscitation  are  present. 
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RESUME  OF  JULY  14  TMA  BOARD  MEETING 

TMA  AT  WORK-TRUSTEES  ACT  ON  42  ITEMS  OF  BUSINESS  ...  The  TMA  Trustees 

held  the  third  quarter  meeting  in  Nashville  on  July  14.  Principal  actions 

taken  were : 

• A thorough  review  of  division  and  committee  activities. 

• Appointment  of  D?*'ision  Coordinators. 

• Reviewed  Health  iroject  Contest  and  recommended  change  in  format. 

• Reviewed  TMA's  press  relations— and  considered  in  detail  the  activities 
and  purpose  of  the  Committee  on  Rehabilitation. 

• Appointed  a Fuel  Allocation  Committee  to  work  with  the  Tennessee  Energy 
Office  to  assure  adequate  supplies  of  gasoline  for  physicians. 

• Filled  TMA  committee  vacancies,  and  considered  a report  on  conflicts  in 
AMA  membership. 

• Recommended  two  physicians  to  the  United  States  Pharmacopeial  Convention 
to  serve  on  appropriate  committees  in  advising  on  the  standards, 
strength,  quality  and  purity  of  the  drugs  for  the  U.S.P.'s  Committee 

on  Revision. 

• Approved  major  repairs  on  the  roof  of  the  Tennessee  Medical  Associa- 
tion's headquarters  office  building 

• Approved  action  to  co-sponsor  a Symposium  on  Confidentiality  with  the 
State  Mental  Health  Department  and  the  Tennessee  Bar  Association. 

• Directed  the  TMA  President  to  present  testimony  before  a General 
Assembly  committee  of  the  effects  of  marihuana  on  health  and  law 
enforcement  . • . Considered  a policy  matter  dealing  with  advertising 
in  the  TMA  Journal. 

• Directed  a letter  be  written  to  the  Regional  Director  for  Medicare 
Intermediary  dealing  with  Resolution  11-74  concerning  physician  charges 
for  services  when  the  amount  is  less  than  the  allowable  charge. 

• Approved  April  12-15  as  the  dates  for  the  1978  Annual  Meeting  to  be 
held  in  Knoxville  . • . Submitted  the  names  of  physicians  to  be 
recommended  to  the  Governor  to  serve  on  State  Electrolysis  Examining 
Board  . • . Recommended  names  to  be  sent  to  the  Governor  for  appointment 
on  the  Crippled  Children's  Advisory  Committee  of  the  State,  and  the 
Medicaid  Medical  Advisory  Committee. 

• Approved  the  second  quarter  Financial  Statement  • . . Directed  ap- 
propriate legislation  or  amendment  to  the  present  statute  to  formulate 
legislation  relative  to  physicians  serving  on  Medical  Audit  Committees. 


• Acted  to  support  the  position  of  AMA  concerning  the  American  Physical 
Therapy  Association’s  procedures  being  performed  by  certain  technicians 
where  they  are  not  under  the  direct  supervision  of  a physician  . . . 
Heard  a lengthy  report  and  discussion  on  the  Med-Help  program  developed 
by  the  Memphis  Medical  Society. 

• Studied  three  bills  now  in  Congress  dealing  with  funding  of  RMP’s,  and 
opposed  these  bills  which  have  the  effect  of  making  Medicine  a public 
utility  type  entity.  Letters  of  protest  on  these  bills  were  sent  to  the 
congressional  sponsor  with  copies  to  all  members  of  Tennessee 
Congressional  Delegation  • • . Discussed  idea  of  conducting  a seminar 
with  representatives  of  the  news  media. 

• Adopted  action  concerning  diagnostic  procedures  performed  by  a 
hospital  resident. 


PHYSICIANS  ASSIGNED  TO  NEEDY  COMMUNITIES  ...  The  National  Health  Service 
Corps  has  announced  that  four  physicians  have  been  assigned  to  com- 
munities in  Tennessee  as  of  last  July  1.  There  is  a new  physician  in 
Petros,  two  in  Parsons,  and  one  in  Surgoinsville , Tennessee.  NHSC  plans 
to  fill  the  remaining  physician  vacancies  in  Tennessee  by  July, 1975. 


URGENT!!  REGARDING  PHYSICIAN’S  NARCOTICS  REGISTRATION  . . . Some  physi- 
cians are  failing  to  complete  properly  their  narcotics  license  renewal 
applications,  and  as  a result,  are  probably  writing  prescriptions  that 
cannot  be  lawfully  filled  . . • The  Federal  Drug  Enforcement  Administra- 
tion (formerly  Bureau  of  Narcotics  and  Dangerous  Drugs)  informs  that  all 
physicians  are  not  checking  on  application  for  registration  form,  for  all 
schedules  of  drugs  for  which  they  write  prescriptions.  Prescription  for 
drugs  in  a non-regist ered  schedule  cannot  lawfully  be  filled  ...  Be 
certain  to  complete  your  registration  renewal  accurately  and  fully  . • • 
If  you  have  overlooked  schedules  for  which  you  prescribe  drugs,  write 
to  the  Drug  Enforcement  Administration,  Registration  Branch,  P.  0.  Box 
28083,  Central  Station,  Washington,  D.  C.  20005,  to  inform  the 
Registration  Branch  that  you  need  to  file  an  amended  registration  . • . 
You  will  receive  a renewal  notice  60  days  prior  to  the  expiration  date  of 
your  current  registration,  according  to  the  DEA. 


FROM  CONGRESSMAN  ROBIN  BEARD’S  WASHINGTON  REPORT  . . . Did  you  know  that 
-during  the  last  twenty  years.  Social  Security  taxes  have  increased  800%, 
more  than  ten  times  the  cost  of  living  increase  for  the  same  time  . . . 
Over  the  same  period,  the  taxpayer's  bill  for  Social - Security  grew  from 
$5  billion  to  $40  billion  annually,  the  average  monthly  benefit  check 
from  $55  to  $140— less  than  one-third  the  tax  rise  and  never  above  the 
poverty  level  ...  It  is  now  possible  to  pay  as  much  as  $14,602  in 
Social  Security  taxes  and  not  be  eligible  for  any  retirement  benefits  at 
all-whether  you  work  or  not  after  sixty-five  . . . More  than  half  of  all 
American  taxpayers  pay  more  to  the  Social  Security  Administration  than 
they  pay  in  income  taxes— and  the  percentage  is  growing. 


THE  TENNESSEE  FOUNDATION  FOR  MEDICAL  CARE,  INC.  is  sponsoring  PSRO  informa- 
tional workshops  in  order  to  educate  those  individuals  who  will  be 
involved  with  the  implementation  of  PSRO.  Attendance  to  the  one-day 


workshops  will  be  open  to  Physicians,  Administrators,  Hospital  Board 
Members,  Medical  Records  Personnel,  and  other  Health  Care  Personnel. 
The  six  PSRO  workshops  will  be  held  at  the  following  locations: 

DATE  OF  WORKSHOP  CITY  MEETING  PLACE/Locat ion 

September  19 
Thursday 

Johnson  City  HOLIDAY  INN,  2406  N.  Roan  Street  on 

Bristol,  Kingsport  Highway 

September  26 

Knoxville 

HOLIDAY  INN-CENTRAL,  Off  1-40,  Dale 

Thursday 

Avenue  at  17th  Street 

October  10 
Thursday 

Chattanooga 

HOLIDAY  INN-I-124 , 401  W.  9th  Street 
1-124,  9th  Street  & Golden  Gateway  Exit 

October  17 
Thursday 

Nashville 

SHERATON  HOTEL,  920  Broadway 
Downtown 

October  24 
Thursday 

Fulton,  Ky, 

HOLIDAY  INN,  Jackson  Purchase  Parkway 
& Holiday  Lane 

October  31 
Thursday 

Jackson 

PSRO 

8:30 

9:00 

12:00 

3:00 

HOLIDAY  INN,  1-40  & US  45  Bypass 

WORKSHOP  SCHEDULE 
A.M.  Registration 
A.M.  Workshop  to  commence 
Noon  Luncheon  Buffet 
P.M.  Workshop  to  conclude 

Registration  is  necessary  and  should  be  accomplished  at  least  two  weeks 
prior  to  selected  workshop.  To  arrange  for  registration,  call  the  TFMC 
office  at  (615)  385-2444  or  write,  "WORKSHOPS",  Tennessee  Foundation  for 
Medical  Care,  Suite  200,  Executive  Square,  2400  Crestmoor  Road,  Nashville, 
Tennessee  37215. 

>'?  ^ j'j 

12TH  RURAL  HEALTH  CONFERENCE  SET  . . . The  twelfth  annual  Rural  Health 
Conference  will  take  place  October  2,  1974  at  Columbia  State  Community 
College  in  Columbia,  Tennessee.  Co-sponsored  by  TMA,  Tennessee  Farm 
Bureau  Federation  and  the  University  of  Tennessee  Agricultural  Extension 
Service,  the  meeting  is  expected  to  attract  more  than  200  participants. 

Dr.  Thornton  E.  Bryan  of  Memphis  will  discuss  "Innovations  in  Family 
Practice  Training  and  Delivery  of  Medical  Care".  Other  topics  include 
Emergency  Medical  Services,  Health  Insurance,  Hazards  of  Farm  and  Home 
Chemicals,  Physical  Activity  and  a Panel  Discussion  on  Health  Careers, 

Dr.  Houston  Lowry  of  Madisonville  is  chairman  of  the  TMA  Rural  Health 
Committee . 


A summary  of  AMA,  medical  & health  news 

American  Medical  Association  / 535  North  Dearborn  Street  / Chicago,  Illinois  60610/Phone  (312)  751-6000  /TWX  910-221-0300 


Some  conclusions  on  acupuncture  were 
reached  by  the  AMA’s  delegation  to  China  after 
its  recent  visit.  The  delegation  said  that  acupunc- 
ture analgesia  merits  controlled  experimental  study 
and  that  clinical  studies  of  its  applicability  might 
best  be  carried  out  through  cooperative  ventures 
between  accomplished  Chinese  practitioners  and 
licensed  American  physicians,  dentists  and  re- 
search scientists.  Acupuncture  therapy  should  be 
regarded  as  the  practice  of  medicine  in  an  experi- 
mental phase,  permissible  only  in  qualified  investi- 
gational settings,  the  delegation  said.  It  added  that 
every  effort  should  be  made  to  guard  against  the 
conversion  of  acupuncture  into  a new  kind  of 
quackery  in  the  Western  world. 

More  than  $20  million  in  PSRO  contracts  was 
awarded  to  119  medical  care  foundations  and 
associations  in  38  states,  Puerto  Rico  and  the 
District  of  Columbia  by  HEW.  Eleven  conditionally 
operational  PSROs  were  awarded  more  than  $13 
million;  91  organizations  nationwide  received  plan- 
ning contracts  worth  more  than  $5.5  million;  and 
13  state-level  foundations  and  medical  societies 
intending  to  function  as  statewide  PSRO  support 
centers  received  about  $2  million.  $2.8  million  in 
contracts  for  training  programs  and  technical  work 
went  to  the  AMA,  American  Assn,  of  Foundations 
for  Medical  Care,  American  Nurses  Assn,  and 
American  Podiatry  Assn. 

16,689  physicians  received  their  first  license 
in  1973.  The  figure  represents  the  largest  increase 
recorded  in  any  one  year,  15%  higher  than  the 
14,476  reported  in  1972.  There  were  366,379  phy- 
sicians in  the  U.S.,  including  326,933  licensed  phy- 
sicians, at  the  end  of  1973. 

Mark  your  calendar  for  three  upcoming  AMA 
meetings  in  Chicago  . . . The  34th  Annual  Congress 
on  Occupational  Health,  Sept.  9-10,  at  the  Marriott 
Motor  Hotel.  Direct  inquiries  to  Dept,  of  Environ- 
mental, Public  and  Occupational  Health,  AMA 
Headquarters  . . . The  4th  Biennial  Conference  on 
Continuing  Medical  Education  for  state  medical 
associations  and  specialty  societies,  Oct.  2-3,  at 
the  Drake  Hotel.  Contact  Dept,  of  Continuing  Medi- 
cal Education,  AMA  Headquarters  . . . The  2nd 
National  Congress  on  Health  Manpower,  Oct.  31- 
Nov.  2,  at  the  Palmer  House.  Contact  Dept,  of 
Health  Manpower,  AMA  Headquarters. 


Ethical  and  legal  questions  concerning  phy- 
sicians’ participation  in  weight-reduction  “clinics” 
that  advertise  the  use  of  human  chorionic  gonada- 
tropin  injections  are  being  raised.  The  widely  ad- 
vertised “fat  clinics”  which  use  HCG,  a substance 
made  from  the  urine  of  pregnant  women,  are  offer- 
ing physicians  large  sums  of  money  to  affiliate  with 
them.  The  AMA  and  the  FDA  have  both  said  that 
HCG  has  not  been  proven  useful  in  the  treatment 
of  obesity.  In  two  states,  California  and  Michigan, 
either  the  state  medical  society  or  the  attorney 
general  has  warned  physicians  of  the  ethical  ques- 
tions involved  in  affiliating  with  such  a clinic. 

The  AMA  has  signed  two  contracts  with  hew. 
An  $111,000  grant  from  HEW’s  National  Center  for 
Health  Statistics  will  finance  a two-year  research 
study  by  the  AMA’s  Center  for  Health  Services 
Research  and  Development  to  develop  and  refine 
new  measures  of  the  supply  of  physicians’  services. 
The  other  contract,  for  $995,635,  is  for  the  develop- 
ment of  model  sets  of  criteria  for  screening  ap- 
propriateness, necessity  and  quality  of  medical 
services  in  hospitals. 

A national  center  for  health  education  is  being 
developed  by  the  National  Health  Council  under  a 
$258,816  contract  with  HEW.  The  project,  recom- 
mended by  the  President’s  Committee  on  Health 
Education,  will  seek  to  stimulate,  coordinate  and 
evaluate  health  education  programs. 

Available  from  AMA:  “Health  Care  Functions 
and  Responsibilities  of  Physicians’  Assistants,”  a 
report  of  a survey  of  300  PAs  employed  in  health 
care  settings  during  the  summer  of  1973.  Write 
Dept,  of  Health  Manpower,  AMA  Headquarters  . . . 
Two  pamphlets,  “Helping  Hands,  Financing  a 
Health  Career,”  (OP-417)  and  “Helping  Hands,  The 
Challenge  of  Medicine:  (OP-418),  are  designed  to 
provide  guidance  for  high  school  and  college  stu- 
dents interested  in  careers  in  medicine.  To  order, 
300  each  for  1-99  copies;  200  each  for  100-499; 
190  each  for  500-999  and  180  each  for  1,000  or 
more,  write  Order  Dept.,  AMA  Headquarters  . . . 
The  second  edition  of  AMA’s  Self  Assessment  Pro- 
grams for  Physicians,  listing  programs  sponsored 
by  all  major  specialty  societies  on  21  topics. 
OP-414  is  $1  each  for  1-10  copies,  900  each  for 
11-49  and  800  each  for  50  or  more.  Write  Order 
Dept.,  AMA  Headquarters. 


1 1 a Source  of  Information? 

Yes,  with  certain  reservations. 

I average  sales  representative 

I I greatfund  of  information 
jit  the  drug  products  he  is  re- 

. siblefor.  He  is  usually  able  to 
I/er  most  questions  fully  and 
[ ligently.  He  can  also  supply 
l nts  of  articles  that  contain  a 
! t deal  of  information.  Here, 

: exercise  some  caution.  I usu- 
■ iccept  most  of  the  statements 
i opinions  that  I find  in  the 
rsand  studies  which  come 
i the  larger  teachingfacilities. 

; as  without  sayingthat  a physi- 
3 should  also  rely  on  other 
i :es  for  his  information  on 
macology. 

ningof  Sales  Representatives 

Ideally,  a candidate  for  the 
: :ion  as  a sales  representative 
I aharmaceutical  company 
Id  be  a graduate  pharmacist 
has  a questioning  mind.  I don’t 
jk  this  is  possible  in  every  case, 

J so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
thatthe  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testingcan  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
"starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  whatthe  particular  medication 
looks  like.  I getto  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


icity  they  are  indeed  useful; 
cularly  in  the  fact  that  they 
laminate  broadly  based  educa- 
il  material  and  serve  not  just 
pushers”  of  their  drugs. 

)ther  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
ompanies  are  not  producing  all 
naterial  as  a labor  of  love- 
are  in  the  business  of  selling 
ucts  for  profit.  In  this  regard 
mbitious  and  improperly  moti- 
i sales  representative  can 
:a  negative  influence  on  the 
ticing  physician,  both  by  pre- 
nga  one-sided  picture  of  his 
uct,  and  by  encouragingthe 
titioner  to  depend  too  heavily 
'ugs  for  his  total  therapy.  In 
s ways,  the  salesman  has  often 
irted  objective  reality  and 
irmined  his  potential  role  as  an 
:ator. 

Industry  Responsibility 

Since  the  detail  man  must  be 
iformation  resource  as  well  as 
)resentative  of  his  particular 
maceutical  company,  he 
ild  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoingone. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  asthe  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


E.  Kent  Carter 


Super  Market  Medicine 

For  the  last  several  sessions  of  the  TMA  House  of  Delegates,  there  have 
been  some  distinct  resolutions  endorsing  the  principle  of  “separate  billing.” 
These  have  all  been  endorsed  or  approved  by  your  House  of  Delegates. 

During  the  recent  session  of  the  House  in  April,  1974  there  was 
considerable  discussion  as  to  the  definition  of  “separate  billing,”  especially 
in  relation  to  hospital  based  physicians.  Separate  billing  simply  means 
charging  the  patient  for  professional  services  with  your  fee  clearly 
identified  as  a professional  fee. 


pfe/identV 
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It  appeared  from  some  of  the  discussion  in  the  House  of  Delegates  that 
several  physicians  think  that  separate  billing  is  fine  for  the  other  fellow, 
“but  don’t  bother  me.”  It  was  pointed  out  that  it  would  be  impossible  for 
residents  covering  emergency  rooms  to  bill  separately,  although  their 
services  are  needed.  This  can  be  handled  by  permitting  the  staff  of  the 
hospital,  using  residents  for  coverage  to  form  a corporation,  do  the  billing 
in  their  corporate  name,  and  allow  the  corporation  to  pay  the 
residents  in  question. 


The  other  argument  against  “separate  billing”  was  presented  by  physicians 
who  read  EKG’s,  ECG’s,  etc.,  on  a declining  fee  schedule  based  on  volume, 
the  fee  stipulated  by  a hospital  contract.  I will  admit  the  declining  fee 
schedule,  or  super-market  type  of  medicine,  would  make  separate  billing 
impossible.  It  not  only  makes  it  impossible,  but  it  seems  to  me  that 
somewhere,  some  patient  is  paying  too  much  or  too  little  for  this  work.  I 
doubt  if  the  hospital  has  any  sliding  scale  of  charges  for  the  patients.  They 
are  sliding  up  their  profits  at  the  expense  of  the  physician. 


If  the  first  interpretation  of  say  1,000  interpretations  was  worth  $5, 
so  was  the  last,  or  if  the  last  was  worth  only  $1,  then  the  first  was  worth 
only  $1. 

Further  intrusions  of  Government  into  the  regulation  of  hospital  fees, 
as  it  regulates  in  utilities,  will  make  it  much  more  important  that  the 
physician  disassociate  himself  from  any  hospital  fee  schedule.  We  had 
better  mend  our  fences,  pull  together  and  support  “separate  billing”  for 
our  own  good. 


Forget  super  market  medicine. 


Yours  truly, 


President 
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editorial/ 


On  Polishing  Up  the  Old  Armor 

From  time  to  time  it  becomes  desirable,  even 
critical,  for  each  one  of  us  to  reassess  his 
position  in  the  total  scheme  of  things.  As 
Shakespeare  has  Hamlet  say,  ‘The  time  is  out  of 
joint,”  and  unless  we  look  at  the  whole  picture, 
corporately,  as  “Medicine,”  it  is  easy  to  forget 
what  we’re  here  for.  What  with  Watergate  and 
the  concurrent  (or  antecedent)  decline  in  morals, 
PSRO,  HMO,  NHI,  Senator  Kennedy’s  pro- 
nouncements, and  what  have  you,  it  becomes  in- 
creasingly difficult  to  keep  our  minds  on  our 
business,  which  is,  or  should  be,  the  care  of  the 
sick  and  the  treatment  and  prevention  of  disease. 

If  you  were  asked  why  you  went  into  medicine, 


and  what  satisfactions  you  derive  from  it,  you 
might  have  some  trouble  formulating  off-hand  an 
adequate  answer,  and,  at  least  insofar  as  the 
second  part  is  concerned,  it  would  no  doubt  vary 
with  age,  specialty,  geography,  and  general  cir- 
cumstances. But  mixed  in  there  somewhere, 
brightly  or  dimly  seen,  was  a knight  in  shining 
armor  off  to  rescue,  not  mankind  generally,  but 
individuals,  from  the  jaws  of  death.  Come  on, 
now — admit  it.  You  may  have  forgotten,  but 
you  know  it  was  there — or  I hope  it  was. 

The  danger  to  us — and  to  our  patients — is  in 
losing  the  vision.  At  that  point  in  life  medical 
practice  becomes  hum-drum,  and  doctors  (and 
it  isn’t  confined  to  us)  wish  they  would  go  on  and 
turn  65  or  could  make  enough  money  to  re- 
tire. These  feelings  are  getting  a lot  of  help 
today  and  will  no  doubt  get  more  as  time  goes 
on  and  the  bureaucracy  impinges  more  and  more 
on  our  practice. 

John  R.  Gutelius,  M.D..  Professor  of  Surgery 
at  Queen’s  University,  Kingston,  Canada,  and 
past  president  of  the  Association  of  Canadian 
Medical  Colleges,  has  given  us  a glimpse,  as  a 
sort  of  “Ghost  of  Christmas  Future,”  into  what 
may  be  in  store  for  us  should  we  follow  in  the 
steps  of  our  neighbor  to  the  north — a direction 
in  which  we  appear  to  be  heading  with  increasing 
momentum.  Because  it  appeared  prophetic  for 
us,  I carry  it  as  a special  item,  printed  on  page 
741  of  this  issue. 

One  paragraph  stopped  me  as  I heard — and 
later  read — the  address. 

Dr.  Gutelius  says, 

“It  is  my  personal  belief  that  a problem 
with  regard  to  motivation  and  the  quality 
of  care  is  now  beginning  to  appear.  I have 
no  data  to  support  this  but  rather  base  it  on 
personal  observation.  I am  inclined  to  be- 
lieve that  the  idealism  of  medicine  as  well  as 
an  effective  mechanism  for  quality  control 
have  been  removed  by  Medicare.  This  prob- 
lem does  not  negate  the  new  system  but 
rather  suggests  that  new  measures  both  in 
medical  education  and  environment  of  prac- 
tice are  needed.  Before  Medicare,  hard  work 
and  expertise  were  rewarded  by  recognition 
and  patient  demand.  Individuals  paying  for 
a service  were  able  to  take  a variety  of  steps 
to  find  out  whether  the  assigned  physician  or 
surgeon  was  the  appropriate  selection.  On 
our  part,  each  of  us  contributed  to  the  care 
of  patients  for  which  there  was  no  financial 
reward.  Under  Medicare  every  patient  rep- 
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resents  a fee  and  we  have  no  concrete  ex- 
pression of  idealism.  Patients  are  less  in- 
terested in  checking  out  their  physician  since 
they  are  not  directly  involved  in  personal 
expenditure.  This  problem  is  not  readily 
identifiable  by  any  study,  and  yet  I am  sure 
it  relates  to  many  physician  attitudes,  par- 
ticularly of  recent  graduates.  Hopefully  new 
mechanisms  will  be  developed  which  re- 
affirm the  humanism  of  our  profession.” 

Well,  there  it  is  in  a nutshell.  Peer  review  in 
Canada  has  had  to  do  mostly  with  utilization 
and  not  with  quality  of  care.  In  spite  of  lip 
service  in  this  country  to  qualify,  we  also  see 
economics  as  the  prime  moving  force.  When 
NHI  comes,  we  will  be,  affectively,  in  Canada’s 
boat.  How  will  it  be  with  you,  doctor,  when  every 
patient  represents  a fee  and  when  medicine  is 
practiced  by  “laundry  lists”?  And  that’s  assum- 
ing we  continue  to  give  service  for  the  “usual  and 
customary”  fee.  With  what  Senator  Kennedy  and 
Congressman  Mills  have  in  mind  for  payment 
under  NHI,  it  will  be  even  worse. 

You  had  better  dust  off  that  vision  and  polish 
up  the  old  armor,  because  if  you  think  you  are 
being  sorely  tried  now,  just  wait.  But  the  patients 
are  still  there,  sick  and  distressed — even  with 
NHI,  they  will  be  just  as  sick  and  just  as  dis- 
tressed as  ever.  The  only  difference  between  a 
rich  sick  and  distressed  patient  and  a poor  sick 
and  distressed  patient  is  money.  Quite  a differ- 
ence? Reassess  your  position  in  the  total  scheme 
of  things,  then  answer  the  question:  Why  did  you 
go  into  medicine,  and  what  satisfaction  do  you 
get  out  of  it? 

J.B.T. 

And  In  Seeing  . . . 

The  admonition  “Don’t  just  look — see,”  im- 
plies that  there  is  something  worth  looking  at. 
Certainly  God  has  blessed  this  country  with  a 
multitude  of  scenic  wonders.  We  take  our  vaca- 
tion in  still  unspoiled,  unpolluted  areas — if  we 
can  find  them;  it’s  getting  harder  and  harder.  But 
perhaps  this  admonition  should  apply  equally,  if 
not  even  preferentially,  when  there  is  nothing 
worth  seeing,  in  the  spoiled,  polluted  areas,  so 
that  we  can  possibly,  by  seeing,  be  moved  to  fight 
against,  or  at  least  not  to  add  to,  what  is  being 
done  to  our  world  in  the  name  of  progress — in 
short,  to  become  a part  of  the  answer  instead  of 
a part  of  the  problem. 

I certainly  do  not  wish  anything  I say  here  to 


be  misconstrued  as  implying  that  I am  against 
progress.  I much  prefer,  for  example,  to  see 
lobar  pneumonia  treated  with  antibiotics  than 
with  the  lonely  vigil  through  the  crisis.  Much  has 
been  done  in  the  name  of  progress  which  ulti- 
mately turns  to  ashes  in  our  mouth,  a fulfillment 
of  the  ancient  admonition,  “without  vision  the 
people  perish.”  The  geologists  warned,  for  exam- 
ple, that  the  structure  of  the  mountain  above 
Rockwood  would  not  support  the  segment  of 
1-40  projected  for  it,  but  the  engineers  went 
ahead.  Millions  of  dollars  and  several  years  later, 
1-40  is  still  sliding  down  the  mountainside. 

It  turns  out  that  in  conservation  seemingly 
everyone  is  for  it  in  everybody  else’s  domain. 
Few  people  want  to  look  very  closely  at  possible 
long  term  ill  effects  from  their  own  pet  project, 
particularly  when  there  is  money  to  be  made. 
Conservationists  are  written  off  as  obstructionists. 
Nowhere  is  all  this  more  apparent  than  in  our 
coastal  areas.  Though  less  apparent  to  us  in 
Tennessee,  and  perhaps  less  pressing,  than  the 
scalping  of  our  mountains,  it  nevertheless  affects 
even  us  in  ways  other  than  the  loss  of  scenic 
grandeur. 

A parenthetical  word  here  on  the  effects  of  loss 
of  scenic  grandeur.  It  is  obvious  that  with  our 
increasing  population,  we  must  give  more  serious 
thought  to  land  use,  and  we  cannot  perhaps  afford 
to  leave  undeveloped  all  the  areas  we  would  like. 
After  all,  pavement  and  solid  buildings  look 
beautiful  to  people  who  spend  most  of  their  lives 
in  the  open  fighting  the  elements.  While  most 
of  us  go  to  the  mountains  or  the  beach  or  the 
lake  on  weekends  or  vacations,  they  come  to 
town.  To  function  properly  in  our  work  we 
need  changes  in  scenery,  not  necessarily  far 
away  from  home,  but  not  in  polluted  streams  and 
scalped  mountains — and  not  bumper  to  bumper 
always,  or  in  tent  tenements. 

The  Georgia  islands  are  generally  being  main- 
tained with  vision,  as  are  a few  other  coastal 
areas.  These  islands  are  called  the  “barrier 
islands,”  and  one,  Cumberland  island,  was  re- 
cently designated  a national  seashore  area.  But 
a little  further  down  the  coast,  extending  through 
the  Keys,  begins  a solid  strip  of  wall-to-wall 
condominiums,  which  are  perhaps  beautiful  to  the 
developers,  but  to  few  others.  After  about  two 
o’clock  in  the  afternoon  the  beach  is  in  the  shade. 
Breakwaters  have  been  built  out  into  the  water, 
ostensibly  to  stem  the  force  of  the  tide,  but  in 
reality  to  make  “private”  beaches.  The  eddying 
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of  the  water  around  these  breakwaters  has  grad- 
ually washed  away  the  beach,  so  that  at  Palm 
Beach,  for  example,  where  there  was  once  a nice 
broad  beach  at  “The  Breakers”  hotel,  there  is 
now  virtually  no  beach  at  all.  So  great  is  the 
amount  of  untreated  sewage  being  dumped  into 
the  ocean  in  South  Florida  that  the  bacterial 
count  is  often  three  times  higher  than  the  count 
considered  hazardous.  Sludge  and  fecal  matter 
choke  the  Miami  River  to  a depth  of  12  feet. 

The  seacoast  is  not  static.  It  is  a living  organ- 
ism. Dunes,  beach,  and  plant  and  animal  oc- 
cupants exist  in  a precise  balance  to  prevent  wind 
and  water  erosion.  There  are  always  two  rows 
of  dunes  with  an  intervening  valley;  the  first  row 
must  be  left  inviolate,  and  the  vegetation  pro- 
tected. When  the  dunes  are  destroyed,  as  in  the 
course  of  construction,  this  balance  is  destroyed, 
and  the  beach  eventually  disappears. 

The  major  portion  of  man’s  habitation,  recrea- 
tion, industry,  and  wastes  has  been  concentrated 
on  our  seacoasts,  where  75  percent  of  our  people 
live  and  work,  and  pursuit  of  short-term  gain  has 
led  to  an  intense  competition  for  space  and  re- 
source use.  The  Department  of  the  Interior  re- 
ports “severe  to  moderate  modification”  of  73 
percent  of  our  53,677  mile  shoreline.  Conserva- 
tion of  resources  has  been  ignored,  with  resulting 
damage  not  only  to  esthetic  considerations,  but 
also  to  wildlife  and  fisheries.  Worse,  this  has  led 
to  failure  to  protect  an  extremely  important 
biological  resource:  our  coastal  marshes  and 

estuaries,  which  are  perhaps  our  most  fertile  and 
biologically  productive  areas.  According  to 
Edward  Daly,  chief  of  Connecticut’s  wetlands 
division,  an  acre  of  marshland  produces  more 
protein  than  an  acre  of  corn,  and  it  acts  as  a 
sponge,  which  in  rough  weather,  high  water,  or 
hurricane,  reduces  flood  damage.  Many  of  the 
human  uses  to  which  they  are  subjected,  such  as 
industrial  use,  navigation,  mineral  and  petroleum 
extraction,  power  generation,  waste  disposal,  and 
even  recreational  uses,  are  incompatible  with  their 
continued  biological  (not  to  mention  scenic)  use- 
fulness. Between  1950  and  1969,  almost  650,000 
acres  were  lost  to  dredging  and  filling,  and  more 
than  1,400,000  acres  designated  as  shellfish  areas 
are  polluted.  One  chemical  company  alone  daily 
dumps  690,000  pounds  of  sulfuric  acid  into  the 
Savannah  River,  occasionally  causing  it  to  boil 
and  seethe. 

Brunswick,  the  seaport  of  the  Georgia  islands 
area,  is  becoming  heavily  industrialized,  so  that 
while  there  is  on  a huge  live  oak  beside  the  marsh 
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a plaque  commemorating  it  as  the  site  of  the 
writing  of  “The  Marshes  of  Glynn”  by  Sidney 
Lanier,  much  of  those  same  marshes  are  now 
dry  and  the  marsh  grass  is  a dirty  gray-brown 
instead  of  its  former  lush  green.  Water  birds  are 
few  and  far  between,  and  I suspect  few  marsh 
hens  are  now  flying  to  their  nests  there. 

As  much  as  we  would  like  to  blame  govern- 
ment agencies,  industry,  and  developers,  a major 
problem  in  pollution  and  destruction  of  our 
ecology  remains  individual.  Sadly,  there  are 
some  features  of  it  that  are  so  tied  to  increased 
population  as  to  make  really  clean  water,  as  re- 
quired by  the  1972  Federal  Water  Pollution 
Control  Act  a virtual  impossibility  in  some  areas, 
to  the  extent  that  Philip  Abelson,  in  an  editorial 
in  Science 2 warns  that  the  time  has  come  to  look 
at  the  total  picture  of  water  pollution — what  is 
practical,  the  costs,  and  the  benefits.  This  ap- 
plies in  Tennessee  as  well  as  in  the  coastal  areas. 

A report  by  Enviro  Control,  Inc.3  to  the 
Council  on  Environmental  Quality  points  out  an 
even  more  important  source  of  contamination 
than  untreated  sewage  in  surface  runoff  after 
storms,  which  overloads  storm  sewers  and  requires 
bypass  of  treatment  plants.  This  runoff  contains 
animal  excrement,  ground  up  tires,  papers,  and 
vegetable  material.  “The  runoff  of  toxic  pol- 
lutants, particularly  of  heavy  elements,  is  . . . 
[substantial] ; a typical  moderate-sized  city  will 
discharge  100,000  to  250,000  pounds  of  lead  and 
6,000  to  30,000  pounds  of  mercury  per  year.” 
Added  to  this  is  pollution  from  diffuse  rural 
sources,  particularly  from  manure  from  farm 
animals,  which  contains  ten  times  as  much  organic 
matter  as  do  human  wastes.  Natural  weathering 
adds  about  200  million  tons  annually  of  in- 
organic materials,  including  heavy  elements. 

I could  go  on  and  on  reciting  pollutional  and 
ecological  horrors,  but  they  have  been  extensively 
documented  in  word  and  photograph,  and  if  you 
read  anything  at  all,  you  cannot  have  escaped 
being  familiarized  with  the  problem.  We  are  con- 
cerned here,  after  having  defined  the  problem, 
with  looking  at  possible  solutions,  especially  as 
they  apply  to  us  as  Tennessee  physicians. 

Senator  Ernest  F.  Hollings  of  South  Carolina 
in  1972  sponsored  the  Coastal  Zone  Management 
Act,  which  Congress,  despite  opposition  from 
many  private  interest  groups  and  entrenched 
bureaucracy,  as  well  as  the  administration,  over- 
whelmingly enacted  into  law  as  P.L.  92-583, 
with  a vote  of  68-0  in  the  Senate  and  376-6  in 
the  House.  Though  all  this  may  seem  far  away 
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from  us,  and  not  related  to  our  needs  in  Tennes- 
see, the  effective  management  and  beneficial  use, 
protection,  and  development  of  this  vulnerable 
resource  area  is  of  national  interest,  and  requires 
a balance  in  competing  uses. 

This  act  is  the  first  of  what  will  probably  be 
a series  of  federal  land  use  programs,  and  ac- 
cording to  Senator  Hollings  “might  be  considered 
the  beginning  of  the  second  generation  of  envi- 
ronmental concern  by  Congress.  The  National 
Environmental  Policy  Act  required  that  federal 
agencies  build  into  their  decision-making  process 
an  appropriate  and  careful  consideration  of  the 
environmental  aspects  of  proposed  federal  actions. 
The  Coastal  Zone  Management  Act  goes  even 
further  by  requiring  that  such  concerns  be  a part 
of  the  everyday  decision-making  process  at  the 
state  level  and  by  providing  a specific  vehicle 
for  expressing  that  concern.”1 

There  is  always  a certain  amount  of  anxiety 
in  watching  Big  Brother  in  action.  Land  use 
laws  will  be  unpopular  with  those  whose  ox  is 
being  gored.  Yet  a large  part  of  the  problem  in 
environmental  control  has  been  federal  agencies, 
as  well  as  private  sources,  all  of  which,  for  the 
most  part,  have  gone  their  merry  way  in  destroy- 
ing the  environment.  Our  only  protection  seems 
to  be  legislative,  and  in  certain  instances,  espe- 
cially as  applied  to  coastal  areas  and  inland 
waterways,  at  the  federal  level.  In  a sense,  we 
are  between  the  rock  and  the  hard  place — 
between  destruction  and  abridgement  of  personal 
freedom. 

Where  does  this  leave  us,  as  physicians  and  as 
citizens?  Any  one  of  us,  at  a given  time,  could 
become  a part  of  a private  interest  pressure  group. 
It  is  incumbent  upon  each  of  us  when  we  enter 
into  a project  of  any  kind  to  count  the  cost,  not 
only  to  ourselves,  but  also  to  the  public  and  to 
our  heirs,  and  to  look,  insofar  as  it  is  possible 
with  our  incomplete  knowledge,  to  any  forseeable 
long  term  undesirable  effects.  We  must  be  care- 
ful not  to  add  unnecessarily  to  the  burden  of 
pollution,  which  becomes  increasingly  heavy  no 
matter  what  we  do,  nor  to  promote  further 
damage  to  our  ecology.  Because  doctors  tend 
to  get  into  all  sorts  of  sideline  projects,  this  is 
not  an  untimely  admonition.  We  must  be  states- 
men, and  not  entrepreneurs.  We  cannot  expect, 
nor  should  we,  to  be  able  to  have  our  own 
narrow  short-term  gains  at  heavy  long-term 
widespread  expense,  and  we  should  exert  what- 
ever pressures  we  can  to  ensure  that  others  do 
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not.  In  “free  enterprise,”  as  in  other  areas  of 
life,  liberty  cannot  be  made  a license  to  steal 
(although  too  often  it  has  been),  and  this  in- 
cludes our  natural  heritage. 

J.B.T. 
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Lo,  the  Poor  FMG 

A bit  of  chauvinism  appears  in  the  National 
News  item  in  this  issue  of  the  Journal  which 
should  not  go  unnoted.  It  concerns  “a  slashing 
attack  against  reliance  upon  foreign  medical 
graduates  (FMG’s)  [which]  has  been  launched 
in  Washington  by  the  Association  of  American 
Medical  Colleges  (AAMC).” 

As  I do  not  have  access  to  the  AAMC  Task 
Force  report  itself,  1 must  rely  on  the  excerpts 
given  by  AMA’s  Washington  office,  and  I admit 
that  this  could  lead  to  wrong  conclusions.  But 
it’s  difficult  to  misinterpret  the  quote  which 
prompted  this  editorial,  which  is:  “The  foreign- 
trained  physicians  ‘perform  at  lower  level’  in  ob- 
jective-type examinations,  and  ‘it  is  generally 
acknowledged,  though  not  proven  [emphasis  mine 
— Ed]  that  the  medical  care  rendered  by  some 
FMG’s  is  of  poorer  quality.  . . ” 

There  are  two  erroneous  assumptions  in  the 
preceding  quote.  The  first  is  the  assumption  that 
the  objective  type  examination  is  an  acceptable 
criterion  on  which  to  base  judgment  as  to  a 
physician’s  potential  for  patient  care,  when  it  has 
been  clearly  shown  and  is  widely  accepted  not  to 
be.1  There  are  physicians  who  perform  brilliant- 
ly on  such  examinations  who  perform  in  an  in- 
ferior manner  in  actual  practice — they  do  not  or 
for  various  reasons  cannot  practice  the  best  that 
they  know.  On  the  other  hand,  many  FMG’s  who 
do  an  exemplary  job  in  caring  for  their  patients, 
because  of  various  differences  in  background,  of 
which  language  is  one,  do  poorly  on  examinations 
of  any  kind.  A language  barrier,  incidentally,  for 
purposes  of  examination  may  produce  no  difficul- 
ty at  all  in  patient  care. 

The  more  glaring  error,  however,  is  the  im- 
plication, or  perhaps  more  correctly  the  insinua- 
tion, that  because  a man  is  an  FMG  he  will 
render  a poorer  quality  of  medical  care.  To  make 
this  assumption  requires  an  a priori  assumption 
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that  graduates  of  American  medical  colleges  are 
of  uniformly  high  quality,  which  of  course  we 
know  is  chauvinism  on  the  part  of  the  AAMC, 
because  experience  teaches  us  that  it  just  ain’t  so! 
The  same  can  unfortunately  be  said  of  medical 
schools.  To  assume  that  every  American  medical 
school  is  superior  to  every  foreign  school  is  sheer 
folly,  no  matter  how  much  we  might  wish  it. 

It  is,  however,  perhaps  correct,  though  not  for 
the  reasons  suggested  by  the  AAMC,  that  we 
should  rely  primarily  on  our  own  resources  for 
production  of  our  medical  personnel.  The  loss  in 
World  War  II  of  our  supply  of  natural  rubber  be- 
cause of  Japanese  hostilities  required  development 
of  the  synthetic  rubber  industry  in  America.  In 
like  manner,  we  can’t  know  when  our  supply  of 
FMG’s  might  dwindle  or  disappear.  What  is 
perhaps  more  important,  though,  is  that  as  we 
absorb  FMG’s  we  impoverish  their  country  of 
origin,  which  is  both  uncharitable  and  impolitic. 

If  we  don’t  want  other  people  muscling  in  on 
our  show,  OK.  Let’s  be  honest  and  say  so.  If 
it’s  to  be  politic,  and  keep  them  at  home,  let’s  say 
that,  too;  and  we  certainly  should  have  only  one 
standard  for  all  physicians.  But  let’s  not  go  about 
looking  down  our  nose  at  a brother  physician  just 
because  he  happens  not  to  be  a product  of  our 
own  hallowed  halls. 

J.B.T. 

1.  Gonnella,  GS.  TMAJ  65:429,  1972. 


BRAUND.  RALPH  R.,  Henderson,  died  July  4,  1974, 
age  70.  Graduate  of  Tulane  University  School  of 
Medicine,  1932.  Member  of  Memphis-Shelby  County 
Medical  Society. 

FARR,  STEPHEN  THOMAS,  Cookeville,  died  July  13, 
1974,  age  39.  Graduate  of  University  of  Tennessee 
Medical  Units,  1959.  Member  of  Putnam  County  Medi- 
cal Society. 

GREEN,  ARTHUR  W„  Memphis,  died  July  2,  1974, 
age  58.  Graduate  of  University  of  Tennessee  Medical 
School,  1939.  Member  of  Memphis-Shelby  County 
Medical  Society. 

SMITH,  OMAR  EWING,  Memphis,  died  July  4,  1974, 
age  78.  Graduate  of  Vanderbilt  University,  1920.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

UTTERBACK,  ROBERT  ALLEN,  Memphis,  died  July 
30,  1974,  age  55.  Graduate  of  St.  Louis  University, 
1946.  Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jackson  Joe  Yium,  M.D.,  Chattanooga 

DAVIDSON  COUNTY  MEDICAL  SOCIETY- 
NASHVILLE  ACADEMY  OF  MEDICINE 

Mahin  Bayatpour,  M.D.,  Nashville 
R.  James  Farrer,  M.D.,  Nashville 
John  W.  Hollifield,  M.D.,  Nashville 
Willis  H.  Marshall,  M.D.,  Madison 
Kenneth  L.  Poag,  M.D.,  Nashville 
Harvey  S.  Sanders,  M.D.,  Nashville 
Inocentes  A.  Sator,  M.D.,  Old  Hickory 

GILES  COUNTY  MEDICAL  SOCIETY 

J.  Vance  Fentress,  M.D.,  Pulaski 

KNOXVILLE  ACADEMY  OF  MEDICINE 

James  F.  Hudgens,  Jr.,  M.D.,  Knoxville 
John  E.  Washer,  M.D.,  Knoxville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

William  M.  Humphrey,  M.D.,  Cookeville 
James  W.  Shaw,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

William  M.  Hicks,  M.D.,  Clinton 
John  K.  Schanze,  M.D.,  Oak  Ridge 

SULLIVAN -JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Gerardo  Bellodas,  M.D.,  Bristol 
Gustavo  Hernandez,  M.D.,  Kingsport 
James  E.  McGuire,  M.D.,  Kingsport 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Oswald  Berrios,  M.D.,  Johnson  City 
Teodorico  P.  Cruz,  Jr.,  M.D.,  Elizabethton 
Charles  A.  Fish,  M.D.,  Johnson  City 


program/  and  new / of 
medical  /ocietie/ 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Board  of  Directors  of  the  Nashville  Acad- 
emy of  Medicine  met  on  July  9th  and  took  the 
following  actions:  reviewed  the  development  of 
the  Academy’s  Speakers  Bureau  including  a re- 
port that  71  physicians  have  agreed  to  serve  as 
speakers;  approved  a request  to  pursue  funding 
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for  “Tel-Med  of  Nashville,”  a public  service 
health  information  project;  nominated  Academy 
members  to  serve  on  the  medical  advisory  com- 
mittees of  the  Kidney  Foundation  of  Middle  Ten- 
nessee and  the  Nashville  Regional  Eye  Bank;  and 
recommended  that  the  Academy  work  with  the 
Nashville  Society  for  Internal  Medicine  in  a 
project  to  notify  Academy  members  to  receive 
annual  physical  examinations. 

The  Academy  sponsored  a seminar  on  August 
3rd  directed  by  the  AMA  Speakers  and  Leader- 
ship Program  staff  which  included  training  speak- 
ers for  presentation  before  live  audiences,  televi- 
sion and  radio.  The  program  was  held  to  give 
speakers  a better  knowledge  of  techniques  in 
effective  public  speaking. 


national  neui/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington,  Office,  AMA) 

Chances  of  passage  this  year  of  any  national 
health  insurance  (NHI)  proposal  by  either  the 
Senate  or  the  House  seem  to  be  dwindling  away. 
The  indefinite  postponement  of  Senate  Finance 
Committee  hearings  on  NHI,  plus  the  now  ended 
lackluster  once-a-week  hearings  by  the  House 
Ways  and  Means  Committee  that  dragged  out 
through  the  spring  and  early  summer  seems  to 
indicate  the  Congress  feels  it  has  more  pressing 
matters  to  deal  with,  or  is  baffled  as  to  how  to 
proceed  with  mandating  health  insurance  for  all. 

Some  veteran  Capitol  Hill  observers  believe 
the  most  important  factor  in  congressional 
dawdling  on  the  NHI  issue  is  genuine  baffle- 
ment— which  has  led  to  sharp  controversy — on 
how  such  a program  should  be  financed. 

Most  of  the  NHI  proposals  vary  little  in  the 
scope  of  benefits.  There  is  no  sharp  disagreement 
that  the  program  should  be  comprehensive  in 
nature,  and  all  but  one  or  two  of  the  proposals 
agree  that  the  administration  of  the  program 
should  be  derived  from  a combination  of  the  fed- 
eral and  private  sectors,  using  the  existing  private 
health  insurance  industry,  controlled  by  federal 
guidelines  and  regulations. 

The  catch  comes  as  to  how  the  program  should 
be  financed.  Should  the  program  be  financed  by  a 
Social  Security  payroll  tax,  or  by  mandated 
employer-employee  financing,  or  by  a tax  credit 
system,  such  as  proposed  by  the  American  Medi- 
cal Association  in  its  Medicredit  plan? 
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The  House’s  Interstate  and  Foreign  Commerce 
sub-committee  on  health  has  crushed  by  an  8 to  1 
vote  a public  utility-like  plan  that  would  control 
physician  fees  and  hospital  charges,  a provision 
regarded  by  many  as  the  most  threatening  health 
measure  on  Capitol  Hill. 

The  vote  appeared  to  assure  the  doom  of  the 
public  utility  concept  both  in  the  full  House 
Commerce  Committee  and  the  House.  There 
remains  the  possibility  of  Senate  approval,  how- 
ever. 

The  controversial  provision  is  part  of  a com- 
prehensive and  complicated  rewriting  of  the 
Comprehensive  Health  Planning  and  Regional 
Medical  Programs  of  the  federal  government. 
The  proposed  strict  rate  controls  exercised  by  the 
states  are  backed  by  Sen.  Edward  Kennedy  CD- 
Mass.)  and  Rep.  William  Roy  (D-Kans.),  the 
latter  a physician  who  cast  the  lone  vote  for  the 
provision  in  the  House  sub-committee. 

The  sub-committee  adopted  a requirement  that 
the  local  planning  agencies  monitor  individual 
institutional  rates  within  the  state  and  publicly 
comment  on  such  rates. 

Also  included  in  the  sub-committee  draft  are 
provisions  to  require  states  to  have  Certificate  of 
Need  legislation,  or  similar  legislation  relating  to 
the  construction  of  new  facilities. 

States  would  be  required  within  three  years  to 
review  and  comment  on  the  need  for  all  facilities 

and  services  provided  within  the  state. 

❖ ^ ❖ 

A slashing  attack  against  the  nation’s  reliance 
upon  foreign  medical  graduates  has  been 
launched  in  Washington  by  the  Association  of 
American  Medical  Colleges  (AAMC). 

The  present  situation  “undermines  the  process 
of  quality  medical  education  in  this  country  and 
ultimately  poses  a threat  to  the  quality  of  care 
delivered  to  the  people,”  according  to  a report  by 
an  AAMC  task  force  on  FMGs  headed  by  Ken- 
neth Crispell,  M.D.,  vice  president  for  health 
affairs  at  the  University  of  Virginia. 

Endorsed  by  the  AAMC  executive  council,  the 
blunt  assault  on  the  immigration  of  FMGs  called 
for  application  of  the  same  graduate  medical  edu- 
cation qualifying  examinations  to  all. 

The  report  said: 

“This  country  should  not  depend  for  its  supply 
of  physicians  to  any  significant  extent  on  the 
immigration  of  FMGs  or  on  the  training  of  its 
own  citizens  in  foreign  medical  schools.”  If  this 
results  in  a projected  shortfall  of  supply,  “appro- 
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priate  measures  including  adequate  funding  must 
be  taken  to  enlarge  the  student  body  (in  domes- 
tic schools)  accordingly.” 

The  AAMC  noted  that  FMGs  are  approaching 
20  percent  of  all  physicians  here  and  one-third  of 
all  current  internship  and  residency  training  posts 
are  filled  by  them.  The  foreign-trained  physicians 
“perform  at  a lower  level”  in  objective-type 
examinations,  and  “it  is  generally  acknowledged, 
though  not  proven,  that  the  medical  care  ren- 
dered by  some  FMGs  is  of  poorer  quality  . . . 
the  report  charged. 

There  is  no  evidence  that  FMGs  either  concen- 
trate more  on  primary  care  or  seek  out  shortage 
areas,  according  to  the  AAMC.  Rather,  in  the 
aggregate,  the  FMGs  follow  about  the  same  pat- 
tern in  this  regard  as  domestic  graduates. 

The  report  said  special  licensure  provisions  for 
FMGs  in  many  state  public  institutions  “suggests 
that  much  health  care  delivery  in  the  public  sec- 
tor depends  on  physicians  not  fully  qualified  but 
willing  to  accept  working  conditions  and  income 
levels  qualified  physicians  will  not  accept.” 

“The  present  system  of  accepting  FMGs  into 
the  United  States  and  incorporating  them  into  our 
medical  education  and  care  system  has  created  a 
category  of  second-class  physicians.  From  an 
educational  and  ethical  point  of  view,  this  is 
undesirable,”  the  report  said. 

A decrease  in  FMGs  would  require  new  meth- 
ods to  ensure  patient  care  services  in  many  hos- 
pitals, the  AAMC  conceded,  suggesting  that  other 
health  care  personnel  be  trained  to  perform  some 
of  these  functions  under  the  supervision  of  physi- 
cians. 

The  task  force  said  it  found  no  significant 
difference  in  the  qualifications  of  FMGs  who  are 
American  citizens  who  have  gone  abroad  for 
their  training  than  foreigners. 

Congress  has  passed  and  sent  to  the  White 
House  legislation  bringing  non-profit  hospital 
employees  under  the  Taft-Hartley  Labor  Act  for 
the  first  time. 

The  legislation  did  not  contain  a 60-day 
cooling-off  period  following  a strike  call  that  had 
been  sought  by  the  American  Hospital  Associa- 
tion as  a safeguard  against  sudden  disruptions  of 
service  that  could  jeopardize  care  in  hospitals. 

Instead,  the  bill  carried  a 30-day  cooling-off 
provision  prior  to  a contract  expiration  that  was 
supported  by  Labor  and  dismissed  by  hospital 
officials  as  essentially  meaningless  as  far  as  pub- 
lic protection  is  concerned. 


An  AHA  official  said  one  result  of  the  law 
would  be  to  spur  further  the  unionization  of  hos- 
pital workers  and  to  generate  new  pressures  for 
higher  pay  and  fringe  benefits.  Inclusion  under 
Taft-Hartley  guarantees  workers  certain  organiz- 
ing, mediating  and  job  rights  that  are  not  pro- 
vided by  all  states. 

The  American  Medical  Association  has  joined 
with  the  Association  of  American  Medical  Col- 
leges in  opposing  the  Administration’s  proposal 
to  cut  back  on  federal  aid  to  medical  education. 

The  Senate  Health  sub-committee  was  told  by 
the  AMA  that  “it  seems  particularly  inadvisable 
to  reduce  support  to  institutions  with  national 
health  insurance  now  being  considered  in  the 
Congress.” 

“Moreover,  any  shift  away  from  institutional 
support  by  requiring  students  or  their  families  to 
provide  the  major  portion  of  education  costs 
through  loans  or  service  scholarships  may  prevent 
some  able  students  from  families  with  low  in- 
comes from  contemplating  or  entering  a health 
profession,”  the  AMA  said  in  a statement  sub- 
mitted to  the  sub-committee. 

“This  is  not  the  time,”  the  AMA  statement 
said,  “to  make  sudden  shifts  in  federal  policies 
and  to  create  uncertainty  and  instability  in  edu- 
cational or  health  care  institutions.” 

At  the  same  time,  the  AMA  opposed  a provi- 
sion of  a bill  prepared  by  sub-committee  Chair- 
man Edward  Kennedy  (D-Mass.)  that  would  re- 
quire all  medical  school  graduates  to  serve  in 
shortage  areas  for  two  years.  “These  draft-like 
provisions  would  be  unique  to  the  health  profes- 
sions, would  constitute  a dangerous  precedent, 
and  would  be  contrary  to  fundamental  concepts 
of  the  American  educational  system,”  said  the 
statement. 

Instead,  the  AMA  fully  backed  provisions  to 
increase  support  to  the  National  Health  Service 
Program  for  placing  Public  Health  Service  physi- 
cians and  health  personnel  in  shortage  areas  for 
two  years. 

In  backing  scholarships  for  students,  the  AMA 
urged  that  no  strings  of  repayment  or  compulsory 
service  be  tied  to  them.  They  “should  be  limited 
to  giving  able  students  who  could  not  otherwise 
enter  medicine,  or  other  health  fields,  the  oppor- 
tunity to  do  so.” 

In  addition  to  assistance  to  students  under  the 
National  Health  Service  Corps  plan,  the  AMA 
backed  continuing  loan  and  scholarship  assistance 
without  requirement  of  mandatory  service  and 
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with  reasonable  payback  and  loan  forgiveness 
provisions. 

AMA  also  supported  provisions  for  expansion 
of  programs  in  family  medicine  and  primary  care 
as  well  as  authority  to  expand  or  construct  ambu- 
latory facilities  “in  which  much  of  family  practice 
and  primary  care  must  be  learned.” 

Strongly  opposed  by  the  AMA  was  a recom- 
mendation in  the  Kennedy  bill  for  relicensure  of 
physicians.  Said  the  AMA:  “Licensure  per  se 
cannot  assure  high  quality  of  medical  care  or 
effectiveness  of  the  practice  of  physicians.  Re- 
licensure has  the  same  limitations.  Under  present 
circumstances  the  process  of  relicensure  could 
severely  disrupt  the  care  of  patients  in  many  in- 
stances because  physicians  would  have  to  prepare 
for  examinations  and  be  away  from  patient  care 
while  taking  them.” 


medical  ncui/ 
in  tenne/see 


Medical  Units  Contract  Awarded 

Officials  of  the  University  of  Tennessee  Center 
for  the  Health  Sciences  have  awarded  an  Okla- 
homa firm  a $13  million  contract  for  construction 
of  a basic  medical  sciences  and  general  education 
building. 

Dr.  Edmund  Pellegrino,  chancellor  of  the  UT 
Medical  Units,  said  Manhattan  Construction  Co. 
of  Muskogee,  Okla.  submitted  the  lowest  of  six 
bids,  all  of  which  exceeded  the  $10  million  esti- 
mate for  construction  of  the  three-story  building. 

Chancellor  Sought  for  UT  Medical  School 

A 24-member  committee  has  been  named  to 
aid  in  the  search  for  a new  chancellor  at  the  UT 
Center  for  the  Health  Sciences  in  Memphis. 

UT  President  Edward  J.  Boling  appointed  the 
committee  to  help  him  select  a successor  to  Dr. 
Edmund  Pellegrino  who  resigned  to  become  head 
of  the  Yale-New  Haven  University  Medical 
School. 

AMA  Auxiliary  Has  New  Official 

A Nashvillian,  Mrs.  Erie  E.  Wilkinson,  is  the 
new  president-elect  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association. 

A member  of  the  Auxiliary  since  1942,  Mrs. 
Wilkinson  has  served  as  first  vice-president  of 
the  national  auxiliary  and  president  of  her  state 
and  county  auxiliaries. 

778 


She  has  also  been  a director  and  the  chairman 
of  several  AMA  committees. 

A native  of  Charlotte,  N.C.,  Mrs.  Wilkinson 
received  her  B.S.  degree  in  nursing  from  Vander- 
bilt University. 

Physicians  Seek  Membership  in 
Memphis-Shelby  County  Foundation 

Nearly  one-third  of  the  1,200  physicians  in 
Memphis  and  Shelby  County  have  applied  for 
membership  in  the  Shelby  County  Foundation 
for  Medical  Care. 

The  Shelby  County  Foundation  is  to  become  a 
Professional  Standards  Review  Organization 
(PSRO).  Physicians  who  are  members  of  a 
PSRO  are  expected  to  review  treatment  of  hos- 
pital patients  to  standardize  the  quality  of  medical 
care  in  their  area. 

A 1972  amendment  to  the  Social  Security  Act 
requires  PSROs  to  review  the  charts  for  patients 
whose  hospital  bills  are  paid  by  Medicaid,  Medi- 
care or  maternal  health  and  child  welfare  pro- 
grams. 

Award  Honors  VU  Professor 

An  Addison  Scoville  Award,  honoring  Dr.  Ad- 
dison B.  Scoville,  Jr.,  Nashville,  a clinical  profes- 
sor of  medicine  at  Vanderbilt  University,  and 
Associate  Editor  of  the  Journal,  has  been  estab- 
lished by  the  American  Diabetes  Association. 

The  award  was  announced  at  the  annual  meet- 
ing of  the  group  in  Atlanta  in  honor  of  Dr.  Sco- 
ville’s  work  in  advancing  the  treatment  of  dia- 
betes. 

The  Diabetes  Association,  a voluntary  health 
agency  of  doctors,  nurses,  dieticians  and  con- 
cerned laymen,  has  honored  only  two  other  men 
with  similar  awards:  Sir  Frederick  Banting  and 
Charles  Best,  the  two  men  who  discovered  in- 
sulin. 

Dr.  Scoville  was  also  named  the  recipient  of 
the  Banting  Medal  in  recognition  of  his  outstand- 
ing service  as  immediate  past-president  of  the 
Association. 

No  decision  has  been  made  on  what  form  the 
Scoville  Award  will  take.  It  is  expected  to  consist 
of  a medal  and  monetary  award  for  distinguished 
service  in  the  field  of  diabetes. 

New  TV  Series  on  Health  for  Adults 

The  Children’s  Television  Workshop  (CTW), 
originally  created  to  do  experimental  educational 
programs  for  children  (“Sesame  Street”  and  “The 
Electric  Company”),  is  producing  its  first  series 
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for  adults.  The  subject  is  health.  The  primary 
target  audience  will  be  parents.  The  needs  of  the 
low-income  family  will  be  of  special  concern  to 
the  producers. 

The  weekly  Alive  & Well  series  will  premiere 
Wednesday,  Nov.  20,  1974  on  the  250  stations  of 
the  Public  Broadcasting  Service  (PBS).  Initial 
air  time  will  be  in  the  early  evening,  with  a repeat 
showing  on  Saturday  or  Sunday  evening.  The 
series  will  consist  of  26  hour-long  programs. 

The  theme  is  prevention,  and  the  objective  is 
increased  public  awareness  of  good  health  prac- 
tices and  personal  responsibility  for  one’s  own 
well-being.  The  series  will  stress  self-help  ideas: 
how  to  stay  well,  how  not  to  get  sick;  the  fact 
that  most  people  have  more  control  over  their 
health  than  they  realize. 

Eleven  priority  areas  will  be  covered.  Each 
will  be  treated  several  times  during  the  season 
(but  rarely,  if  ever,  will  a show  be  limited  to  a 
single  topic).  While  prevention  is  the  main  theme, 
the  series  will  also  cover  health  problems  that 
are  relatively  easy  to  detect  and  treat  (hyper- 
tension, diabetes)  as  well  as  more  serious  prob- 
lems that  have  a high  incidence  in  our  society 
(cancer,  heart  disease).  Other  topics  will  include 
alcohol  abuse,  prenatal  and  child  care,  dental 
care,  exercise,  nutrition,  mental  health  and 
aspects  of  the  health  care  delivery  system  (when 
and  where  to  seek  help,  the  doctor/patient  rela- 
tionship, role  of  allied  health  personnel,  etc.). 


pcf/oiKil  neui/ 


DR.  W.  B.  ACREE,  Ridgely,  has  been  recognized  by 
the  Illinois  Central  Railroad  for  serving  as  company 
physician  for  25  years. 

DR.  ROBERT  P.  BALL.  Nashville,  Tennessee’s  Out- 
standing Physician  of  the  Year  for  1974,  has  retired 
after  a distinguished  50-year  career  of  medical  prac- 
tice. 

DR.  ALBERT  W.  DIDDLE,  Knoxville,  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  at  the  Uni- 
versity Hospital  from  1956  to  1972,  is  retiring  that 
position  to  enter  private  practice. 

DR.  J.  P.  DIETRICH.  McMinnville,  who  recently  an- 
nounced retirement  after  almost  three  decades  of  prac- 
tice, has  been  honored  with  an  open  house. 

DR.  BORIJOV  S.  DIVCIC,  Union  City,  has  been  ap- 
pointed as  the  first  full-time  clinical  director  of  the 
Northwest  Tennessee  Mental  Health  Center. 

DR.  JAMES  R.  FRENCH.  Jackson,  has  been  named 


chairman  of  the  Jackson-Madison  County  Breath  of 
Life  Campaign. 

DR.  JOHN  B.  LYNCH,  Nashville,  head  of  the  division 
of  plastic  surgery  at  Vanderbilt  University  Medical 
Center,  has  been  named  to  membership  in  the  American 
Board  of  Plastic  Surgery. 

DR.  DONALD  C.  THOMPSON,  Morristown,  has  been 
appointed  associate  clinical  professor  in  the  depart- 
ment of  the  University  of  Tennessee  College  of  Phar- 
macy. 

The  following  physicians  have  completed  continuing 
education  requirements  to  retain  active  membership  in 
the  American  Academy  of  Family  Physicians:  DR. 
ROBERT  E.  CLENDENIN  JR.,  Union  City;  DR. 
PRESTON  C.  McDOW,  Chattanooga;  DR.  E,  P. 
(PAUL)  MOBLEY  JR.,  Paris;  DR.  KENNETH  J. 
PHELPS,  Lewisburg;  and  DR.  ROBERT  EARL  WIL- 
SON, Kingston. 
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CALENDAR  OF  MEETINGS 


1974 

Sept.  18-21 
Oct.  4-5 

Oct.  4-11 

Oct.  4-11 

Oct.  5-8 
Oct.  5-12 
Oct.  6-8 
Oct.  6-10 

Oct.  12-16 

Oct.  14-17 

Oct.  16-18 
Oct.  17-19 


NATIONAL 

American  Thyroid  Association,  Stouffer’s 
Riverfront  Inn,  St.  Louis,  MO 

American  Society  of  Ophthalmologic  and 
Otolaryngologic  Allergy,  Adolphus,  Dal- 
las, TX 

American  Society  of  Clinical  Patholo- 
gists, Sheraton  Park,  Shoreham,  Statler 
Hilton  and  Mayflower  Hotels,  Washing- 
ton, DC 

College  of  American  Pathologists,  Shera- 
ton Park,  Shoreham,  Statler-Hilton,  and 
Mayflower  Hotels,  Washington,  DC 

American  Association  of  Ophthalmology, 
Sheraton-Dallas,  Dallas,  TX 

Western  Orthopedic  Association,  Hilton 
Honolulu,  Honolulu,  HA 

Emergency  Medicine  Symposium,  Shera- 
ton-Towers  Hotel,  Orlando,  FL 

American  Academy  of  Ophthalmology 
and  Otolaryngology,  Convention  Center, 
Dallas.  TX 

American  Society  of  Anesthesiologists, 
Washington  Hilton-Statler  Hilton,  Wash- 
ington. DC 

American  Academy  of  Family  Physic- 
ians, Los  Angeles  Hilton,  Los  Angeles, 
CA 

American  Cancer  Society,  Waldorf- 
Astoria,  New  York.  NY 

American  Association  for  the  Surgery  of 
Trauma,  Homestead.  Hot  Springs.  VA 
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Oct.  19-24 

Oct.  20-22 
Oct.  20-23 
Oct.  21-25 

Oct.  24-27 

Oct.  25-27 

Oct.  27- 
Nov.  1 

Nov.  3-7 

Nov.  7-9 

Nov.  9-14 
Nov.  9-14 


American  Academy  of  Pediatrics,  St. 
Francis  and  San  Francisco  Hilton,  San 
Francisco,  CA 

American  College  of  Preventive  Medi- 
cine, New  Orleans,  LA 

American  College  of  Gastroenterology, 
Americana,  Bal  Harbour,  FL 

American  College  of  Surgeons,  60th  An- 
nual Clinical  Congress,  Miami  Beach, 
FL 

American  Academy  of  Child  Phychiatry, 
Fairmont,  San  Francisco,  CA 

American  Association  for  Hand  Surgery, 
Shamrock  Hilton  Hotel,  Houston,  TX 

American  Society  of  Plastic  and  Re- 
constructive Surgeons,  Shamrock  Hilton, 
Houston,  TX 

American  College  of  Chest  Physicians, 
The  Marriott,  Rivergate,  New  Orleans, 
LA 

Southern  Thoracic  Surgical  Association, 
Williamsburg  Inn  and  Lodge,  Williams- 
burg, VA 

American  Association  of  Blood  Banks, 
Disneyland  Hotel,  Anaheim,  CA 

American  Society  of  Maxillofacial 


Nov.  17-20 
Nov.  18-22 
Nov.  21-24 


Nov.  30- 
Dec.  4 


Surgeons,  Shamrock  Hilton  Hotel,  Hous- 
ton. TX 

Southern  Medical  Association,  Marriott 
Motor  Hotel,  Atlanta,  GA 

American  Heart  Association,  Fairmont, 
Dallas,  TX 

American  Association  for  Clinical  Im- 
munology and  Allergy,  Pier  66,  Ft. 
Lauderdale,  FL 

American  Medical  Association,  Portland, 
OR 


1974 

Sept.  30- 
Oct.  1 

Oct.  11-12 
Oct.  17 
Nov.  2 


STATE 

Tennessee  Valley  Medical  Assembly, 
22nd  Annual  Meeting,  Read  House, 
Chattanooga,  TN 

American  College  of  Physicians,  Ken- 
tucky/Tennesses  Regional  Meeting.  Ra- 
mada  Inn,  Lexington,  KY 

Middle  Tennessee  Medical  Association, 
Annual  Meeting,  Montgomery  Bell  State 
Park,  Dickson,  TN. 

Tennessee  Licensure  Examination  for 
Medical  Laboratory  Personnel.  Applica- 
tions available  from:  Laboratory  Licens- 
ing Service,  Room  358,  Capitol  Hill 
Bldg.,  Nashville,  TN  37219 


ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  755) 

1.  (C)  Although  the  oncotic  pressure  of  blood  is 
25mm/Hg.,  pulmonary  edema  does  not  usually  occur 
until  hydrostatic  pressure  in  the  pulmonary  capillary 
bed  exceeds  35mm/Hg.  This  lOmm/Hg.  “reserve” 
is  due  to  the  fact  that  at  pulmonary  capillary  pres- 
sures between  25-35mm/Hg.,  the  pulmonary  lym- 
phatics are  capable  to  mobilizing  sufficient  fluid  from 
the  interstitial  spaces  to  prevent  transudation  into 
the  pulmonary  alveoli.  However,  the  increase  in  in- 
terstitial fluid  will  produce  dyspnea.  Thus,  in  early 
congestive  heart  failure,  dyspnea  may  be  present  in 
the  absence  of  pulmonary  rales.  When  lymphatic 
channels  are  damaged  due  to  chronic  lung  disease, 
pulmonary  edema  may  occur  at  pulmonary  capillary 
pressures  less  than  35mm/Hg. 

2.  TRUE.  A peptic  stricture,  particularly  in  the  middle 
of  the  esophagus,  is  a dread  fear  of  prolonged 
nasogastric  intubation.  It  is  presumed  that  acid  ma- 
terial refluxes  through  the  lower  end  of  the  stomach 
into  the  esophagus,  causing  a peptic  stricture.  One 
way  to  avoid  this  peptic  stricture  is,  of  course,  not  to 
have  prolonged  intubation;  but  another  way  is  to 
elevate  the  head  of  the  bed  on  6-inch  blocks. 

3.  FALSE.  Anticholinergics,  while  decreasing  gastric 
acidity,  also  decrease  the  pressure  of  the  lower 


esophageal  sphincter  area  so  that  any  acid  or  bile 
present  in  the  stomach  may  continue  to  reflux  into  the 
esophagus.  Urecholine,  a parasympathomimetic  drug, 
is  used  effectively  in  treating  heartburn,  because  it 
increases  pressure  in  the  lower  end  of  the  esophagus, 
preventing  reflux.  Antacids,  likewise,  are  useful  in 
peptic  esophagitis,  because  antacids  neutralize  gastric 
acidity  and  at  the  same  time  increase  the  release  of 
endogenous  gastrin  from  the  gastric  antrum.  The 
harmone,  gastrin,  increases  the  pressure  at  the  lower 
end  of  the  esophagus,  further  preventing  gastric  acid 
reflux. 

4.  TRUE.  Both  fatty  meals  and  cigarette  smoking  ap- 
pear to  lower  sphincter  pressure  at  the  distal  end  of 
the  esophagus,  allowing  whatever  gastric  acid  or  bile 
in  the  stomach  to  reflux  into  the  esophagus.  Fat  may 
act  this  way,  perhaps  by  causing  release  of  cholecys- 
tokinin-pancreazymin  which  may  decrease  the  pres- 
sure in  the  lower  esophageal  sphincter  area. 

5.  Gout  is  seen  as  a secondary  manifestation  of  poly- 
cythemia vera.  Pseudo-gout  is  often  seen  in  associa- 
tion with  hyperparathyroidism.  Bilateral  carpal 
syndrome  is  a frequent  rheumatic  manifestation  of 
hypothyroidism,  and  is  often  the  problem  that  causes 
the  patient  to  present  to  the  physician.  Premature 
osteoarthritis  is  probably  causally  related  to 
acromegaly,  secondary  to  excessive  growth  hormones 
on  cartilage. 
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TMA  JUDICIAL  COUNCIL 
Excerpts  of  Minutes  of  Meeting 
July  14,  1974 

Confidentiality  of  Medical  Information 

The  general  problem  of  confidentiality  of 
medical  information  was  discussed  with  particu- 
lar reference  to  requests  for  medical  information 
initiated  by  insurance  companies  but  transmitted 
to  physicians  through  intermediary  organizations. 

Discussion  and  Action 

The  Council  cautions  members  of  TMA  to  ex- 
amine carefully  authorizations  for  release  of  infor- 
mation and  urges  that  they  furnish  only  the  in- 
formation requested  and  transmit  it  only  directly 
to  a recipient  named  in  the  authorization  and  not 
to  an  organization  or  individual  covered  in  the 
release  by  the  term  “bearer,”  “its  authorized  rep- 
resentative,” etc.  It  is  ethically  required  that 
physicians  preserve  the  confidentiality  of  medical 
information. 

Use  of  the  Word  “Clinic” 

The  prioriety  of  the  use  of  the  word  “clinic” 
on  a doctor’s  office  building  has  again  been  ques- 
tioned and  the  Council  was  asked  whether  this 
may  ethically  be  done. 

Discussion  and  Action 

The  Council  considers  it  appropriate  for  any 
group  of  two  or  more  physicians  practicing  co- 
operatively as  a medical  group  to  designate  their 
place  of  practice  as  a clinic.  The  Council  recog- 
nizes that  there  are  situations,  particularly  in 
rural  areas  where  a single  doctor  may  reasonably 
designate  his  place  of  practice  as  a clinic  but 
feels  that  this  is  appropriate  only  if  he  employs 
assistants  and  maintains  ancillary  services  beyond 
those  usually  found  in  a single  doctor’s  office. 
Attention  is  called  to  the  proscription  by  law  of 
large  or  ostentatious  signs  which  might  be  con- 
strued as  advertising,  whether  or  not  they  contain 
the  word  clinic,  and  also  to  the  legal  requirement 
that  the  name  of  each  doctor  practicing  in  a 
location  be  displayed  at  the  front  of  the  location 
by  a sign  with  letters  “at  least  one  inch  high.” 

Pathology  Services 

The  Council  was  asked  to  rule  on  ethical  ques- 


tions relating  to  pathologists  who  wish  to  offer 
their  services  to  hospitals. 

Discussion  and  Action 

The  Judicial  Council  of  the  American  Medical 
Association  states  emphatically  that  solicitation  of 
patients  or  patronage,  either  directly  or  indirectly, 
is  unethical.  The  laws  of  the  State  of  Tennessee 
also  forbid  solicitation  and  advertising  of  any 
kind,  specifically  referring  to  “.  . . circulars,  cards, 
...  or  any  kind  of  written  publication.” 

The  Judicial  Council  interprets  these  proscrip- 
tions to  include  specifically: 

1.  Solicitation  of  referrals  or  consultative  pa- 
tronage from  physicians,  hospital  staffs  or 
hospitals,  and 

2.  Circulating  literature  describing  physician 
services  and  fees,  and 

3.  Circulating  price  lists  of  noninterpretive 
laboratory  procedures  in  any  manner  in 
which  the  physician  performing  or  supervis- 
ing the  performance  of  the  tests  or  having  a 
proprietary  interest  in  or  professional  re- 
lationship with  the  clinical  laboratory  offer- 
ing the  tests  is  identified. 

Many  pathologists  provide  both  diagnostic  in- 
terpretive services  as  well  as  the  nondiagnostic 
service  of  supervising  the  performance  and  non- 
interpretive reporting  of  clinical  laboratory  tests. 
The  former  is  part  of  the  practice  of  medicine 
and  must  always  be  governed  by  the  principles 
of  medical  ethics.  The  latter  is  an  ancillary 
service  not  necessarily  requiring  the  exercise  of 
professional  judgment  and  may,  under  some  con- 
ditions, be  free  of  the  restrictions  of  medical 
ethics,  but  where  provided  by  a physician  or  a 
group  of  physicians  it  must  be  treated  as  a pro- 
fessional service  and  as  such  may  not  be  ad- 
vertised or  solicited  for  in  any  way.  Where 
provided  by  a corporation  partially  or  totally 
owned  by  a physician  or  for  which  the  physician 
serves  as  a consultant,  the  rules  of  commerce  may 
apply  but  the  physician’s  name  and  identity  may 
not  be  used  in  any  promotional  way. 

It  is  the  ethical  responsibility  of  a physician 
rendering  both  professional  and  nonprofessional 
services  to  insure  that  his  name  is  not  used  in 
connection  with  the  nonprofessional  services  if 
they  are  rendered  in  a commercial  format.  It  is 
also  his  ethical  responsibility  to  insure  that  no 
solicitation  on  behalf  of  his  professional  services 
is  made  by  representatives  who  may  offer,  in  the 
commercial  format,  his  nonprofessional  services. 
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Billing  for  Professional  Services 

The  Judicial  Council  continues  to  work  with 
the  problem  of  enforcing  the  ethical  requirement 
of  “separate  billing”  of  professional  services  by 
physicians  working  in  the  hospitals. 

Discussion  and  Action 

The  Judicial  Council  has  requested  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  as- 
sist it  in  enforcing  this  ethical  requirement  by 
criticizing  hospitals  who  have  unethical  contracts 
with  physicians.  The  Joint  Commission  has 
agreed  to  consider  appropriate  action  against 
hospitals  found  to  have  such  unethical  contracts 
but  can  act  only  when  presented  with  specific 
accusations  by  a local  or  state  medical  society. 
To  this  end  the  Council  requests  identification 
of  any  hospitals  and/or  physicians  who  are 
parties  to  contracts  which  allow  hospitals  to  bill 
for  professional  services  of  physicians  in  viola- 
tion of  the  provisions  of  TMA  Resolutions  10- 
74  and  8-73  (printed  below).  The  Council  will 
then  request  the  aid  of  the  Joint  Commission  in 
specific  instances  and  will  call  to  account  the 
physicians  involved. 

Clarence  C.  Woodcock,  M.D. 

Chairman 

RESOLUTION  NO.  10-74 
Definition  of  Separate  Billing  by 
Hospital  Based  Physicians 

By:  Judicial  Council 
Tennessee  Medical  Association 

WHEREAS,  The  Judicial  Council  of  the  Tennessee 
Medical  Association  has  previously  sponsored  in  this 
House  resolutions  dealing  with  separate  billing  by  hos- 
pital based  physicians,  these  resolution  having  been 
adopted  as  policy;  and 

WHEREAS,  Substantial  differences  in  interpretation 
of  this  policy  exist  among  physicians  in  Tennessee;  and 

WHEREAS,  This  House  clarified  its  stand  on  separate 
billing  by  physicians  staffing  hospital  emergency  rooms 
by  adopting,  in  April,  1973  TMA  Resolution  No.  7-73 
which  stated  in  part  that: 

“It  is  ethical  and  legal  for  hospitals  to  serve  as  billing 

and  collecting  agents  for  physicians.” 
and  TMA  Resolution  No.  8-73  which  set  forth  the 
following  guidelines: 

“1.  Licensed  physicians  staffing  Emergency  Rooms  in 
hospitals  must  charge  for  their  medical  services 
and  shall  bill  their  patients  for  such  services. 

2.  Physicians’  services  shall  be  billed  separately  from 
hospital  services. 

3.  Hospitals  may  serve  as  billing  or  collecting  agents 
for  physicians. 

4.  Physicians  may  pay  hospitals  reasonable  compen- 
sation for  the  hospital’s  services  as  a billing  or 
collecting  agent. 


5.  Hospitals  may  pay  physicians’  salaries  for  hospital 
administrative  services,  supervisory  responsibil- 
ities, educational  activities  and  physical  presence.”; 

and 

WHEREAS,  The  Judicial  Council  now  reaffirms  its 
previous  position  that  the  principle  and  guidelines 
quoted  hereinabove  are  consistent  with  the  Principles 
of  Medical  Ethics  of  the  American  Medical  Association 
and  of  the  Tennessee  Medical  Association.  Now,  there- 
fore be  it 

RESOLVED,  That  the  principle  and  guidelines  quoted 
hereinabove  are  extended  to  apply  to  all  physicians;  and 
be  it  further 

RESOLVED , That  “separate  billing”  is  defined  as 
any  billing  method  that: 

1.  Identifies  the  physician(s)  who  rendered  services 
and 

2.  Identifies  the  fee(s)  charged  by  the  physician(s) 
for  said  services  as  line  items  separate  from  other 
charges  appearing  on  the  same  bill  and 

3.  Clearly  states  that  the  billing  agent  (hospital  or 
other)  is  billing  for  the  physician(s)  at  his  request 
and  on  his  instruction  and 

4.  That  residents  in  training  programs  be  informed 
of  the  position  of  the  Tennessee  Medical  Associa- 
tion regarding  separate  billing. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution  and  submitted  several 
amendments  to  the  resolution.  The  resolution  was 
further  amended  by  the  House  of  Delegates  to 
add  a new  Section  4 which  reads:  “That  residents 
in  training  programs  be  informed  of  the  position 
of  the  Tennessee  Medical  Association  regarding 
separate  billing.” 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  8-73 
Physicians  Employed  to  Staff  Hospital 
Emergency  Rooms 
By:  Judicial  Council 
Tennessee  Medical  Association 

WHEREAS,  Hospitals  in  Tennessee  find  it  diffi- 
cult in  staffing  their  emergency  rooms  with  qualified, 
licensed  physicians;  and 

WHEREAS,  It  is  illegal  for  an  unlicensed  physician 
to  practice  medicine  in  Tennessee,  and  under  the 
Code  of  Ethics  and  existing  policy  of  the  Tennessee 
Medical  Association,  a physician  should  not  dispose 
of  his  professional  services  to  any  hospital,  corpora- 
tion or  lay  board  by  whatever  named  called  under  terms 
or  conditions  which  permit  the  sale  of  the  services  of 
that  physician  by  such  agency  for  a fee;  and 

WHEREAS,  Contract  practice  is  unethical  if  it  per- 
mits features  or  conditions  that  are  declared  unethical 
in  the  Principles  of  Medical  Ethics,  or  if  the  con- 
tract or  any  of  its  provisions  causes  deterioration  of 
the  quality  of  medical  services  rendered;  and 

WHEREAS,  The  Judicial  Council  of  the  Tennessee 
Medical  Association  recommends  that  previously 
formulated  policies  of  the  House  of  Delegates  be 
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amended,  and  that  guidelines  for  hospital  emergency 
room  services  by  physicians  be  in  keeping  with  the 
recommendations  of  the  special  study  committee  of 
representatives  and  attorneys  from  the  Tennessee 
Medical  Association,  Tennessee  Department  of  Public 
Health,  and  the  Tennessee  Hospital  Association.  Now, 
therefore  be  it 

RESOLVED,  That  the  following  guidelines  be 
adopted  as  policy  of  this  Association  as  they  pertain 
to  staffing  of  emergency  rooms  by  licensed  physicians 
in  hospitals  of  the  State  of  Tennessee: 

1.  Licensed  physicians  staffing  emergency  rooms  in 
hospitals  must  charge  for  their  medical  services 
and  shall  bill  their  patients  for  such  services. 

2.  Physicians’  services  shall  be  billed  separately  from 
hospital  services. 


OCCUPATIONAL  MEDICINE 

Full-time  physicians  needed  at  ALCOA’s  Ten- 
nessee Operations.  Located  in  the  Greater 
Knoxville  area,  close  to  Smoky  Mountains  and 
TVA  lakes.  Reasonably  hard  work,  handsome 
benefits,  exciting  problems  in  occupational 
medicine.  If  interested,  Write  or  call:  J.  S. 
Phelan,  M.D.,  P.0.  Box  467,  Alcoa,  Tenn.  37701. 
Phone:  (615)  977-3302. 


WHITE  SURGICAL  SUPPLY  CO. 

1921  53  Years  1974 

Service  to 


PHYSICIANS  AND  HOSPITALS 


Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 

EQUIPMENT— INSTRUMENTS 
—SUPPLIES 


White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-3701 


3.  Hospitals  may  serve  as  billing  or  collecting  agents 
for  physicians. 

4.  Physicians  may  pay  hospitals  reasonable  compen- 
sation for  the  hospital’s  services  as  a billing  or 
collecting  agent. 

5.  Hospitals  may  pay  physicians’  salaries  for  hos- 
pital administrative  services,  supervisory  responsi- 
bilities, educational  activities  and  physical  pres- 
ence. 

Reference  Committee  C — stated  that  the  res- 
olution should  clearly  state  that  hospitals  may 
pay  physicians’  salaries  for  hospital  administra- 
tive services,  supervisory  responsibilities,  educa- 
tional activities  and  physical  presence. 

ACTION:  ADOPTED  AS  AMENDED 


PHYSICIANS 

Advance  your  professional  abilities  * Assured 
Income  * Travel  * Medical  Care  and  Hospitali- 
zation for  Your  Dependents  * No  Loss  of  In- 
come Due  to  Illness  * Modern  Medical  Facili- 
ties * 30  Days  Paid  Vacation  Each  Year  * Latest 
Techniques  and  Equipment  * 

For  additional  information  call  your  Navy 
Medical  Programs  Representative  at  615-749- 
5573  or  write: 

H.  R.  ARNOLD  HM1/USN 
Navy  Recruiting  District 
1808  West  End  Ave. 

Nashville,  Tennessee  37203 


POSITIONS  AVAILABLE 

Anesthesiologist,  ENT, 
Opthalmologist,  Pediatrician, 
Urologist,  Internist 


Solo  or  group  practice.  Expanding  164  bed 
JCAH  hospital. 

Progressive,  rural  and  industrial  area  with  ser- 
vice population  of  100,000  + . 


Sportsman’s  paradise,  excellent  recreation 
facilities. 

Contact:  Robert  R.  Young,  M.D.;  P.  O.  Box  310; 
Union  City,  Tennessee  38261.  Phone  901/885- 
5100. 
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Get  your  start  in  medicine 
as  a Navy  Doctor. 


The  day  you  complete  your  internship,  you’ll 
find  an  important  job  waiting  for  you  in  the  Navy. 

Join  your  contemporaries  . . .work  in  primary 
health  care ...  in  30  specialties  and  subspecial- 
ties. There  is  continuing  medical  education... 
there  are  graduate  medical  education  opportuni- 
ties ...  there  are  opportunities  ■ for  clinical  re- 
search. 

And  there’s  more. 

You’ll  receive  a guaranteed  income  right 
from  the  start . . . earn  30  paid  vacation  days  an- 
nually. And  medical  care  will  be  provided  for  you 
and  your  family. 

So  if  you  meet  all  qualifications,  consider 
the  Navy.  You’ll  find  it’s  the  place  to  practice 
medicine,  if  you’ve  got  what  it  takes  to  be  some- 
one special. 

For  complete  details,  see  your  local  Navy 
recruiter. 


U.  S.  NAVY  RECRUITING  DISTRICT 


U S.  NAVY  RECRUITING  DISTRICT 
1808  WEST  END  AVENUE.  ROOM  1320 
JASHVILLE,  TENNESSEE  37203 

H.  R.  (DOC)  ARNOLD 
HOSPITALMAN  FIRST  CLASS 
MEDICAL  PROGRAMS  REPRESENTATIVE 

Tel.  6 1 5-74S-5573 


NASHVILLE,  TENNESSEE 
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continuing 

education  opportunitic/ 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Robert  C.  Hartmann,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology Paul  W.  Griffin,  M.D. 

Pathology  Virgil  S.  LeQuire,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 


Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 

CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Third  Annual  Symposium: 

Topics  in  Internal  Medicine 

Sponsored  by  The  Knoxville  Society  of  Internal 
Medicine  and  the  Department  of  Medicine,  The  Uni- 
versity of  Tennessee,  Memorial  Research  Center  and 

Hospital 

Auditorium.  The  University  of  Tennessee  Memorial 
Research  Center  and  Hospital,  1924  Alcoa  Highway, 
Knoxville,  TN  October  18,  1974 
For  Information  write: 

Richard  L.  Whittaker,  M.D. 

U.T.  Memorial  Research  Center  & Hospital 
1924  Alcoa  Highway 
Knoxville,  TN  37920 

The  University  of  Tennessee 
College  of  Medicine 

CONTINUING  MEDICAL  EDUCATION:  Wassell 
Randolph,  Student-Alumni  Center,  800  Madison  Ave- 
nue, Memphis,  Tennessee. 

PSEUDOGOUT,  OSTEOPOROSIS  AND  OSTEOAR- 
THRITIS, October  2,  1974. 

RHEUMATOID  ARTHRITIS  AND  OTHER  RHEU- 
MATIC DISEASES,  October  3,  1974. 

THE  LUNG:  IMMUNOLOGIC  TARGET  ORGAN, 
October  4,  1974. 

Tuition  Fee:  Physicians  in  Practice:  $85.00  for  3 days 

Cost  per  Day:  $30.00  (Physicians 

may  attend  one  or 
two  days  at  this 
cost  per  day) 

Each  fee  includes  the  cost  of  the  lunch  on  each  day. 
Registration:  As  a minimum  and  maximum  enroll- 
ment has  been  established,  advance  registration  would  be 
appreciated.  Make  check  payable  to  THE  UNIVER- 
SITY OF  TENNESSEE:  complete  application  and  re- 
turn with  fee  to: 

Division  of  Continuing  Education  & Conferences 
U.T.  Center  for  Health  Sciences 
800  Madison  Avenue 
Memphis,  TN  38163 
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Schedule  for  Upcoming  NCME  Programs 

Sept.  9-22  RENAL  BIOPSY:  WHEN  WILL  IT 
HELP  THE  CHILD?,  with  Shane  Roy, 
III,  M.D.,  Pediatric  Nephrologist,  and 
Associate  Professor  of  Pediatrics,  Uni- 
versity of  Tennessee  School  of  Medicine, 
Memphis. 

THE  VAGINA  AND  SEXUAL  DYS- 
FUNCTION, with  Philip  A.  Sarrel, 
M.D.,  Associate  Professor  of  Obstetrics 
and  Gynecology,  Yale  University  Medi- 
cal School;  and  Mrs.  Lorna  Sarrel,  Co- 
Director,  Human  Sexuality  Program, 
Yale  Student  Mental  Hygiene  Depart- 
ment, New  Haven,  Connecticut. 

THE  NATIONAL  ANTIBIOTIC 
THERAPY  TEST:  FIRST  RESULTS, 
with  Edmund  D.  Pellegrino,  M.D., 
Chancellor  of  the  Medical  Units,  Uni- 
versity of  Tennessee  and  member  of  the 
NCME  Medical  Advisory  Committee; 
Alan  L.  Goldberg,  M.D.,  family  physi- 
cian from  the  Bronx  and  member  of  the 
NCME  Medical  Advisory  Committee; 
and  Harold  C.  Neu,  M.D.,  Head,  In- 
fectious Diseases,  Columbia  University 
College  of  Physicians  and  Surgeons, 
New  York. 

Oct.  7-  EARLY  PROSTHEIC  FITTING  FOR 
Oct.  20  CONGENITAL  DEFECTS  OF  THE 
EXTREMITIES,  with  Charles  H.  Epps, 
Ir.,  M.D.,  Professor  and  Chief  of  Ortho- 
pedic Surgery,  Howard  University  Col- 
lege of  Medicine,  Washington,  D.C. 

CORTICOSTEROIDS:  TREATMENT 

FOR  THREE  CONNECTIVE  TISSUE 
DISEASES,  with  Richard  H.  Ferguson. 
M.D.,  Associate  Professor  of  Medicine, 
and  Head  of  a Section  of  Rheumatology, 
Mayo  Clinic  and  Mayo  Foundation, 
Minnesota. 

OFFICE  TREATMENT  OF  SKIN 
CANCER,  with  Rex  A.  Amonette,  M.D.. 
Chemosurgeon,  member  of  the  Depart- 
ment of  Dermatology,  University  of 
Tennessee  College  of  Medicine,  Mem- 
phis. 

(Program  scheduling  subject  to  change) 

For  more  information  about  NCME,  write  The 
Network  for  Continuing  Medical  Education,  15 
Columbus  Circle,  New  York,  New  York  10023. 

Audio-Cassette  Directory  Available 

Many  doctors  rely  upon  audio-cassette  tape-recordings 
for  part  of  their  continuing  medical  education,  usually 
by  subscribing  to  Audio-Digest  or  Accel  or  one  of  the 
other  well-known  educational  services.  There  are,  how- 
ever, many  other  medical  programs  that  are  available 
on  audio-cassettes,  often  without  charge. 
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To  aid  the  physician  in  locating  these  little-known 
but  often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes.  Although  the  services 
for  the  health  sciences — medicine,  nursing,  pharmacy, 
dentistry,  hospital  administration — comprise  a large 
portion  of  this  108-page  directory,  it  lists  programs  in 
all  fields  and  interests.  These  range  from  courses  for 
accountants  and  management  executives  to  inspirational 
and  entertainment  tapes  for  shut-ins.  There  is  also  a 
large  selection  of  “how-to-do-it”  programs,  including 
many  on  such  topics  of  interest  to  the  physician  as 
hypoglycemia,  acupuncture  and  the  Lamaze  method  of 
childbirth  preparation. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

Free  Directory  of  Cassette  Producers 

Cassette  House,  Inc.  has  just  compiled  a directory 
listing  over  250  companies  producing  spoken  voice 
audio-cassettes.  The  producers  are  listed  alphabetically 
according  to  the  subject  matter  of  the  tapes  they  pro- 
duce. There  are  63  firms  listed  that  produce  tapes  on 
medical,  dental,  nursing,  pharmaceutical,  health  ad- 
ministration and  related  fields;  and  40  on  adult  educa- 
tion and  self-improvement,  etc. 

For  a free  copy  of  this  directory  write  to:  Cassette 
House,  Inc.,  1030  E.  Northwest  Highway,  Mount 
Prospect,  IL  60056. 

University  of  Louisville  School  of  Medicine 
Symposium  on  Drugs  in  the  Newborn 

The  Department  of  Pediatrics,  University  of  Louisville 
School  of  Medicine,  presents  its  Eighth  Annual  Newborn 
Symposium,  November  7 and  8,  1974,  to  be  held  at  the 
Health  Sciences  Center  Auditorium,  Louisville,  Ken- 
tucky. 

Dr.  Virginia  Apgar  will  deliver  the  1974  Tenth  Annual 
Louisville  Pediatric  Lecture  on  November  6. 

For  information  write:  Dr.  Billy  F.  Andrews,  200 

East  Chestnut  Street,  Louisville,  KY  40202. 

American  Board  of  Family  Practice 
Set  Exam  Date 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  October  19-20,  1974.  It  will  be  held 
in  five  centers  geographically  distributed  throughout  the 
United  States.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  KY  40506 
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PLEASE  NOTE:  Examinations  are  scheduled  to  be 
held  in  San  Francisco,  New  York,  Chicago,  Atlanta  and 
Houston.  In  1975  the  Board  plans  to  hold  examinations 
immediately  following  the  AAFP  Assembly  in  October 
in  the  same  cities. 

The  American  College  of  Physicians 
Postgraduate  Courses  for  October 

CURRENT  CONCEPTS  OF  CLINICAL  HEMAT- 
OLOGY, University  of  Virginia  Medical  School, 
Charlottesville,  VA,  Oct.  2-4. 

CLINICAL  COURSE  IN  NEPHROLOGY,  Royal  Vic- 
toria Hospital,  McGill  University,  Montreal,  P.Q., 
CAN,  Oct.  7-9. 

OCCUPATIONAL  MEDICINE  FOR  THE  INTER- 
NIST AND  FAMILY  PHYSICIANS,  Americana 
Hotel,  New  York,  NY,  Oct.  8-11. 

NEW  DEVELOPMENTS  IN  DIAGNOSIS  AND 
TREATMENT  OF  DISEASE  WITH  RADIONU- 
CLIDES, University  of  Michigan  Medical  Center, 
Towsley  Center,  Ann  Arbor,  MI,  Oct.  21-25. 
RHEUMATIC  DISEASES,  Harvard  Medical  School  and 
Peter  Bent  Brigham  Hospital,  Jimmy  Fund  Audi- 
torium, Children’s  Hospital  Medical  Center,  Boston, 
MA,  Oct.  21-25. 

VALVULAR  HEART  DISEASE— University  of  New 
Mexico  School  of  Medicine,  Albuquerque,  NM,  Oct. 
24-26. 

CRISIS  MEDICINE,  Albany  Medical  College,  Hyatt 
House,  Albany,  NY,  Oct.  28-31.  Info:  Registrar, 

Postgraduate  Courses,  ACP,  4200  Pine  Street,  Phila- 
delphia, PA  19104. 

FIFTH  ANNUAL  AUTUMN  SYMPOSIUM 
on 

PEDIATRIC  GASTROENTEROLOGY 
AND  NUTRITION 

Friday  and  Saturday,  September  20-21,  1974,  at  the 
University  Club  of  Nashville 
Harry  L.  Greene,  M.D.,  Moderator 
Extended  discussion  periods  are  planned,  and  regis- 
trants are  encouraged  to  bring  particular  questions  and 
problems  for  discussion. 

Sponsors:  Department  of  Pediatrics  and  Division  of 
Continuing  Education,  Vanderbilt  University  School  of 
Medicine;  Davidson  County  Pediatric  Society;  Tennessee 
Academy  of  Family  Physicians;  Children’s  Hospital  at 
Vanderbilt  University. 

For  further  information  and  registration,  contact  Van- 
derbilt Continuing  Education,  305  Medical  Arts  Bldg., 
Nashville  37212;  telephone  615-322-2716. 

CONSULTATION  ON  EUTHANASIA  AND 
HUMAN  EXPERIMENTATION 

Thursday,  October  17,  1974 
at  the 

Center  of  Continuing  Education  at  Scarritt  College 
19th  Avenue  South,  Nashville,  Tennessee 
....  to  bring  together  medical  doctors,  clergy, 
humanists,  nurses,  social  workers,  and  directors  of 
nursing  homes  and  retirement  homes  to  explore  and 
analyze  critical  issues  involved  in  euthanasia  and  human 


experimentation  ...  to  consider  and  clarify  bases  for 
decisions  and  actions  in  these  areas. 

Presented  by:  The  Center  of  Continuing  Education  at 
Scarritt  College;  Division  of  Continuing  Education,  Van- 
derbilt University  School  of  Medicine;  Vanderbilt  Uni- 
versity Divinity  School;  Tennessee  Academy  of  Family 
Physicians. 

For  further  information  and  registration  contact 
Vanderbilt  Continuing  Education,  305  Medical  Arts 
Building,  Nashville  37212;  telephone  615-322-2716. 
Registration  fee  of  $10.00  includes  luncheon. 

American  College  of  Gastroenterology 

COURSE  IN 

POSTGRADUATE  GASTROENTEROLOGY 

October  24,  25,  26,  1974 

The  Annual  Course  in  Postgraduate  Gastroenterology 
of  the  American  College  of  Gastroenterology  will  again 
be  offered  on  October  24,  25,  26,  1974,  at  The  Ameri- 
cana, in  Bal  Harbour,  Fla.,  immediately  following  the 
39th  Annual  Convention  to  be  held  at  the  same  place 
on  October  21,  22,  23,  1974. 

This  year  the  Course  will  be  given  in  cooperation 
with  the  University  of  Miami,  by  a distinguished  faculty 
from  various  parts  of  the  United  States  and  abroad. 

The  Course  will  be  open  to  members  and  non- 
members of  the  College. 

THIS  COURSE  HAS  RECEIVED  CATEGORY  “A” 
APPROVAL  AND  ACCREDITATION  OF  THE 
COUNCIL  ON  MEDICAL  EDUCATION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION. 

Write:  American  College  of  Gastroenterology 
299  Broadway,  N.Y.  City  10007 

American  College  of  Physicians 
Specialty  Courses 

PULMONARY  DISEASE 

For  Information  and  Registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

“Mechanisms  and  Management  of  Clinical  Pulmonary 
Disease”  Sept.  30-Oct.  4,  1974,  Philadelphia,  PA.  The 
course  is  held  in  conjunction  with  the  University  of 
Pennsylvania  School  of  Medicine. 

The  course  is  aimed  at  internists  and  pulmonary 
specialists  who  are  responsible  for  the  diagnosis  and 
treatment  of  respiratory  disease.  The  theories  and 
techniques  of  general  pulmonary  care  will  be  covered 
in  the  morning  sessions;  afternoon  workshops  will  stress 
the  practical  aspects  of  clinical  pulmonary  care.  Partici- 
pant interaction  with  the  faculty  in  the  performance 
of  important  diagnostic  and  therapeutic  techniques  will 
be  emphasized. 

TREATMENT  OF  GASTROINTESTINAL  DISEASE 

“Physiologic  Approaches  to  the  Diagnosis  and  Treat- 
ment of  Gastrointestinal  Disease”  Sept.  30-Oct.  3,  1974, 
Philadelphia,  PA.  The  course  is  held  in  conjunction  with 
the  Gastrointestinal  Section  of  the  University  of  Pennsyl- 
vania. 

Morning  lectures  will  deal  with  the  pathophysiology, 
diagnostic  approach  and  therapeutic  rationale  for  major 
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gastrointestinal  disease  problems.  Small  group  work- 
shops will  be  conducted  on  these  topics  in  the  afternoon; 
they  will  be  problem-oriented  and  deal  with  actual  case 
histories  including  x-rays,  biopsies  and  special  studies. 

“Coronary  Artery  Disease — 1974” 

This  course  is  sponsored  by  the  American  College 
of  Chest  Physicians  and  the  Page  and  William  Black 
Postgraduate  School  of  the  Mount  Sinai  School  of 
Medicine  of  the  City  University  of  New  York  and 
will  be  held  in  New  York,  New  York,  October  3-5, 
1974. 

An  internationally  known  faculty  will  review  the 
fundamental  concepts  concerning  mechanisms  of 
development,  diagnosis,  medical  and  surgical  treatment 
of  coronary  artery  disease.  This  course  will  highlight 
the  most  important  and  significant  advances  in  the 
following  areas  of  coronary  heart  disease:  natural 
history  and  prognostic  factors;  conduction  abnormali- 
ties; pacemakers;  pharmacology;  and  rehabilitation. 

The  format  of  this  program  will  allow  dialogue  be- 
tween the  registrant  and  faculty  through  panel  dis- 
cussions, question  and  answer  sessions  and  small  group 
seminars. 

This  program  is  acceptable  for  17  hours  credit  under 
Category  1 of  the  American  Medical  Association’s 
Physician’s  Recognition  Award.  Registration  fees  are; 
$100  for  ACCP  members;  $125  for  nonmembers;  and 
$50  for  residents. 

For  further  information  please  write:  Bradford  W. 
Claxton,  M.Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1974-1975 
Postgraduate  Programs 

The  ACCP  in  co-sponsorship  with  leading  medical 
schools  and  teaching  hospitals  offer  physicians  and 
surgeons  a continuing  education  program  specializing 
in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases.  Each  program  will  incorporate  a variety  of 
educational  methods  designed  to  insure  student  partici- 
pation in  the  learning  process. 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1974 

September  19-21 

“Hypoxemic  Respiratory  Failure:  Mechanisms  and 

Management” 

Location:  Ann  Arbor,  Michigan 
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September  19-20 

“Flexible  Fiberoptic  Bronchoscopy — Clinical  Experi- 
ence and  Practical  Workshop” 

Location:  East  Meadow,  Long  Island,  N.Y. 

October  3-5 

“Coronary  Artery  Disease — 1974” 

Location:  New  York,  New  York 
October  21 -November  1 

“A  National  Seminar  for  Registered  Nurses  Working 
in  Critical  Care” 

Location:  Denver,  Colorado 
November  4 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  New  Orleans,  Louisiana 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 
February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 
March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 
April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 
June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

^ ^ 

For  further  information  contact: 

Bradford  W.  Claxton,  M.Ed. 

Director  of  Continuing  Education 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 

1974-1975 

CONTINUING  MEDICAL  EDUCATION 

FAMILY  PRACTICE  SYMPOSIUM 
September  23-27,  1974 

ADMINISTRATION  AND  EDUCATION  IN  THE 
CLINICAL  LABORATORY 
October  18-19,  1974 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 
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MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 

GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 

INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  lekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3.  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

October  22,  and  November  26,  1974; 

January  28,  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

The  Cleveland  Clinic 
Educational  Foundation 

Postgraduate  Course  Schedule 
1974-1975 

MEDICAL  TECHNOLOGY 
September  19,  1974 

CURRENT  CONCEPTS  IN  RENAL  DISEASE 
AND  HYPERTENSION 
October  9 and  10,  1974 
MYOCARDIAL  REVASCULARIZATION 
SURGERY,  1974 

SELECTION  OF  PATIENTS,  PITFALLS,  AND 
POSTOPERATIVE  RESULTS 
October  16  and  17,  1974 

GASTROENTEROLOGY:  CLINICAL  PROBLEMS 
November  20  and  21,  1974 
PERSPECTIVES  IN  OPHTHALMOLOGY 
December  4 and  5,  1974 
CONTROVERSIES  IN  SURGERY 
January  15  and  16,  1975 
MEDICAL  PROGRESS  FOR  THE  FAMILY 
PHYSICIAN 
January  29  and  30,  1975 
SPORTS  MEDICINE 
February  5 and  6,  1975 
PRESSURES  IN  ANESTHESIOLOGY 
February  7,  8,  and  9,  1975 
SPECIAL  TOPICS  IN  RHEUMATIC  DISEASE 
February  19  and  20,  1975 
BLOOD  BANK  MANAGEMENT 
February  26  and  27,  1975 
ADVANCES  IN  UROLOGY 
March  5 and  6,  1975 


MEDICAL  PROGRESS  AND  ITS 
RELATIONSHIP  TO  DENTISTRY 
March  12  and  13,  1975 

RECENT  PROGRESS  IN  CLINICAL  CANCER 
March  19  and  20,  1975 
PRACTICAL  NEUROLOGY 
April  2 and  3,  1975 

REFRESHER  SEMINAR  IN  PEDIATRICS  FOR 
PEDIATRICIANS  AND  GENERAL 
PRACTITIONERS 
April  9 and  10,  1975 
DIAGNOSTIC  IMMUNOLOGY 
April  23  and  24,  1975 

NEW  ADVANCES  IN  DERMATOLOGY 
May  15  and  16,  1975 

These  programs  in  continuing  medical  education  are 
accredited  by  the  AMA  and  are  acceptable  for  Category 
1 credit  toward  the  AMA  Physician’s  Recognition 
Award. 

For  further  information  and  detailed  programs  write 
to:  Director  of  Education 

The  Cleveland  Clinic  Educational  Foundation 
9500  Euclid  Avenue,  Cleveland,  Ohio  44106 

* * * 

The  University  of  Michigan 
School  of  Public  Health 

The  University  of  Michigan  School  of  Public  Health 
is  offering  a graduate  program  of  study  in  Mental 
Retardation  and  Related  Disabilities. 

The  postgraduate  program  is  a 21 -month  course 
leading  to  an  MPH  degree  and  qualification  in  the 
field  of  Mental  Retardation.  Fees  are  regular  school 
tuition  in  the  School  of  Public  Health;  and  terms  begin 
in  September  and  January. 

For  further  information  contact: 

Arthur  W.  Fleming,  M.D. 

The  University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  MI  48104 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CDT;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CDT. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 
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Diabetes-Endocrinology  Center 
At  Vanderbilt  Offers  Tests 

As  a service  to  Middle  Tennessee’s  practicing  phy- 
sicians and  research  scientists,  Vanderbilt’s  Diabetes- 
Endocrinology  Center  is  now  able  to  provide  certain 
diabetes-related  diagnostic  assays  and  tests  through  its 
newly  established  Diabetes  Service  and  Research  Sup- 
port Laboratory,  Room  A-5203,  in  the  Vanderbilt 
Medical  Center. 

Although  this  laboratory  is  “sponsored”  by  the 
Center,  it  is  not  supported  by  the  Center’s  federal  re- 
search funds  and  must,  therefore,  make  modest  charges 
for  its  services  both  to  the  Center’s  investigators  and 
to  physicians  and  researchers  who  are  not  directly 
affiliated  with  the  Center. 

For  additional  information,  please  call  (615)  322-2197 
or,  at  night,  (615)  356-5397. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1974  will 
be  held  October  26  through  November  1,  1974,  in  the 
Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital.  The  Department  of  Otolaryngology  of  the 
Abraham  Lincoln  School  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  offers  a condensed  basic 
and  clinical  program  for  practicing  otolaryngologists 
under  the  direction  of  Emanual  M.  Skolnik,  M.D.,  with 
Burton  J.  Soboroff,  M.D.,  as  co-chairman.  This  pro- 
gram is  designed  to  bring  to  specialists  current  infor- 
mation in  medical  and  surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998,  Chicago,  IL  60680. 

Workshop  on  the  Surgery 
Of  Chronic  Ear  Disease 

The  Department  of  Otolaryngology  of  the  University 
of  Illinois,  Abraham  Lincoln  School  of  Medicine,  an- 
nounces a Workshop  on  the  Surgery  of  Chronic  Ear 
Disease  to  be  held  October  2 through  4,  1974. 

The  workshop  will  deal  with  canal  preservation  in 
surgery  for  cholesteatoma.  The  technic  of  canal  pres- 
ervation will  be  taught  by  closed  circuit  surgical  color 
television  and  temporal  bone  dissection.  Seminars  will 
be  held  to  discuss  the  difficulties  and  complications  of 
these  technics. 

Interested  registrants  may  write  directly  to  the  De- 
partment of  Otolaryngology,  University  of  Illinois  Hos- 
pital Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago,  IL  60612. 

Maternal  and  Child  Health  Program 

The  Maternal  and  Child  Health  Program  of  the 
University  of  California  School  of  Public  Health  at 
Berkeley  announces  postgraduate  courses  of  instrui 
tion  for  pediatricians,  obstetricians,  and  other  phy- 
sicians interested  in  receiving  training  in  the  field  of 
Maternal  and  Child  Health.  These  programs  all  lead 
to  the  degree  of  Master  of  Public  Health.  Tax-exempt 
Fellowships  are  available,  consisting  of  support  for 
the  trainee  and  his  dependents,  tuition  and  fees. 
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Program  areas  at  the  present  time  include  nine- 
month  programs  in  Maternal  and  Child  Health,  Day 
Care  and  the  Preschool  Child,  Health  of  School-Age 
Children  and  Youth,  and  Maternal  Health  and  Family 
Planning.  Twenty-one  month  programs  in  Care  of 
Handicapped  Children,  Comprehensive  Health  Care 
and  Perinatology  are  also  available. 

Applications  are  now  being  accepted  for  the  group 
entering  September,  1975.  For  information,  write  to 
Helen  M.  Wallace,  M.D.,  School  of  Public  Health, 
University  of  California,  Berkeley,  CA  94720. 

PAS  and  MAP  Tutorial  Sessions* 

These  two-day  sessions  teach  representatives  from 
member  hospitals  how  to  do  medical  audit  studies 
using  their  own  PAS  system  reports.  PSRO  health 
care  legislation  and  the  way  CPHA  resources  can  help 
both  hospitals  and  PSROs  are  presented. 

2-  3 October  1974 
6-  7 November  1974 
11-12  December  1974 

PAS  and  MAP  Institutes* 

PAS  and  MAP  Institutes  are  held  for  nonmember 
hospitals  and  health  care  organizations  to  present  a 
comprehensive  review  of  the  various  CPHA  programs. 
The  Institutes  emphasize  applications  to  the  PSRO 
portion  of  PL  92-603. 

5 December  1974 

PAS  and  MAP  Regional  Workshops* 

Regional  workshops,  open  to  both  member  and 
nonmember  hospitals  and  health  care  organizations, 
teach  how  to  do  medical  audit  studies,  using  sample 
PAS  and  MAP  reports.  CPHA  resources  to  help 
hospitals  and  PSROs  are  discussed. 

26  September  1974 — Washington,  D.C. 

8 October  1974  — Vancouver,  British  Columbia, 

Canada 

11  October  1974  — Honolulu,  Hawaii 

12  November  1974 — Charlotte,  North  Carolina 
14  November  1974 — New  Orleans,  Louisiana 
17  December  1974 —Oklahoma  City,  Oklahoma 

Course  In  Techniques  for  the  Health 
Record  Analyst 

The  health  record  analyst’s  role  as  an  expert  in  how 
to  evaluate  the  quality  of  patient  care  is  explored  in 


* Academic  Credit 

Fully  approved  by  AMA  Council  on  Continuing 
Medical  Education.  Attendance  applies  toward  AMA 
Physician’s  Recognition  Award  (Category  1). 
Acceptable  for  elective  hours  from  American  Academy 
of  Family  Physicians. 

All  sessions  are  held  at  CPHA  in  Ann  Arbor,  unless 
otherwise  specified. 

For  information,  write  Commission  on  Professional 
and  Hospital  Activities,  1968  Green  Road,  Ann  Arbor, 
MI  48105. 
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detail  in  these  intensified  sessions.  They  are  open  to 
member  and  nonmember  hospitals  and  health  care 
organizations.  The  PAS  system  reports  are  used  to 
teach  the  techniques  of  health  record  analysis. 

16-20  September  1974 
7-11  October  1974 
11-15  November  1974 
16-20  December  1974 

Coding  and  Abstracting  Institutes 

Open  to  all  medical  record  personnel  using  H-1CDA, 
these  one-day  sessions  are  designed  to  review  the 
basic  principles  of  H-ICDA  coding.  Methods  of  PAS 
abstracting  are  also  discussed. 

8-10  October  1974  — Chicago,  Illinois 

19-21  November  1974 — Los  Angeles,  California 
3-  5 December  1974 — St.  Louis,  Missouri 

National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel — New  York  City 
PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 

AMERICAN  CANCER  SOCIETY’S 
NATIONAL  CONFERENCE  ON 
GYNECOLOGIC  CANCER 

September  18-20,  1975 
Marriott  Hotel — Philadelphia,  Pennsylvania 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

EIGHTH  NATIONAL  CANCER  CONFERENCE 

September  20-22,  1976 
Regency  Hyatt  Hotel — Atlanta,  Georgia 

These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

Course  in  Laryngology 
And  Bronchoesophagology 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine,  University  of  Illinois  and 
the  Eye  and  Ear  Infirmary  of  the  University  of  Illino 
Hospital,  will  conduct  a continuing  education  course 
in  Laryngology  and  Bronchoesophagology,  Novemb< 
18-23,  1974.  The  course  is  limited  to  twenty  phy- 
sicians and  will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D. 

Interested  physicians  will  please  write  directly  to 
the  Department  of  Otolaryngology,  Eye  and  Ear  In- 
firmary, 1855  West  Taylor  Street,  Chicago.  IL  606 1: 
60612. 


University  of  Kentucky 
College  of  Medicine 

The  University  of  Kentucky  College  of  Medicine 
will  present  two  identical,  comprehensive  reviews  de- 
signed in  part  to  prepare  family  physicians  for  the  an- 
nual ABFM  examination  scheduled  for  late  October. 
Approximately  70-74  topics  will  be  presented  by  Uni- 
versity of  Kentucky  and  guest  faculty. 

The  Fifth  Family  Medicine  Review  will  be  offered 
September  15-21,  1974,  and  again  on  October  6-12, 
1974,  at  the  University  of  Kentucky  Medical  Center. 
Program  Chairman:  Frank  R.  Lemon,  M.D.  Registra- 
tion fee:  $195.  Fifty  hours  of  AAFP  credit  have  been 
requested. 

For  further  information  contact: 

Ronald  D.  Hamilton,  M.D.,  Director 
Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

Fifth  Annual  Autumn  Pediatric  Symposium 
Sept.  20-21,  Vanderbilt  Children’s  Hospital 

The  Children’s  Hospital  of  Vanderbilt  University 
announces  the  Fifth  Annual  Autumn  Pediatric  Sym- 
posium, to  be  held  Sept.  20-21.  The  topic  will  be 
Pediatric  Gastroenterology  and  Nutrition — Diagnosis  and 
Management  of  Common  Problems. 

Guest  faculty  will  include  William  Schubert,  M.D., 
Department  of  Pediatrics,  University  of  Cincinnati 
School  of  Medicine,  Cincinnati,  OH;  Phil  Sunshine, 
M.D.,  Department  of  Pediatrics,  Stanford  University 
Medical  Center,  Palo  Alto,  CA;  and  Harvey  Sharp, 
M.D.,  Department  of  Pediatrics,  University  of  Min- 
nesota Medical  Center,  Minneapolis,  MN. 

For  Information,  write: 

Harry  L.  Greene,  M.D. 

Department  of  Pediatrics 

Vanderbilt  University  School  of  Medicine 

Nashville,  TN  37232 


Forum  on  Health  Care  Issues: 

HMO's,  CHP,  PSRO’s,  NHI 

National  Graduate  University,  as  part  of  its  continu- 
ing medical  education  program,  announces  its  Forum 
on  Health  Care  Issues  on  October  1-3  for  physicians, 
dentists,  hospital  personnel,  and  other  health  care  and 
community  leaders.  Health  Maintenance  Organizations 
and  Comprehensive  Health  Planning  will  be  discussed 
the  first  day. 

Professional  Standards  Review  Organizations  will  be 
the  topic  of  the  second  day,  and  on  the  third  day, 
Senator  Russell  B.  Long  has  been  invited  to  discuss 
his  National  Health  Insurance  legislation. 

The  complete  program  and  registration  information 
may  be  obtained  from  Dr.  Jean  K.  Boek,  Director, 
Division  of  Special  Studies,  National  Graduate  Uni- 
versity, 3408  Wisconsin  Ave.,  NW,  Washington,  DC 
20016  (202-966-5100). 
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State  of  Tennessee  Pilot  Renal 

Screening  Program 

STANLEY  E.  VERMILLION,  M.D. 


Introduction 

The  State  Renal  Disease  Committee,  a division 
of  the  Chronic  Disease  and  Rehabilitation  Service 
of  Public  Health,  allocated  a limited  amount  of 
money  in  January,  1973,  to  study  the  feasibility 
and  practicality  of  a county  screening  program 
to  pick  up  overt  renal  disease.  That  study  was 
the  Washington  County  Renal  Pilot  Screening 
Program,  undertaken  during  the  months  of  Janu- 
ary and  February,  1974.  All  Washington  County 
second  grade  school  girls  were  screened  for  bac- 
truria  utilizing  Microstix®  (Ames)  for  quantita- 
tive culturing  of  all  urines,  and  for  hematuria, 
glycosuria,  proteinuria  using  Hema-Combistix® 
(Ames).  This  project  was  undertaken  utilizing 
local  civic  volunteer  assistance  in  cooperation  with 
the  local  county  health  department,  East  Tennes- 
see State  University  B.S.  Degree  nursing  students 
program. 

The  program’s  primary  aim  was  to  attempt  to 
detect  kidney  disease  manifested  by  hematuria, 
proteinuria,  glycosuria,  and  bactruria.  Second 
grade  school  girls  were  picked  because  of  previ- 
ous studies  demonstrating  this  to  be  one  area  of 
relatively  high  pickup  of  urinary  abnormalities.  It 
is  also  the  earliest  age  that  adequate  cooperation 
in  obtaining  sterile  urine  samples  can  be  expected. 
The  success  of  this  program  required  the  coopera- 
tion of  the  School  System,  the  Board  of  Educa- 
tion, the  medical  community,  State  Renal  Advi- 
sory Committee,  and  State  Public  Health  System. 

Testing  Procedure 

A very  important  pre-testing  education  of  the 
school  children  and  their  families  was  undertaken 
by  the  Washington  County  Health  Educator. 
Leaflets  on  occult  renal  disease  were  sent  home 


with  each  child,  with  a permit  card  to  be  signed 
and  returned  to  the  school  by  the  parents  of  each 
child  who  was  to  participate  in  the  program.  The 
program  was  also  explained  to  the  Board  of 
Education  and  to  the  school  nurses.  Wide  ac- 
ceptance of  this  program  was  our  experience  as 
documented  by  a 96%  return  rate  of  the  per- 
mission slips. 

Approximately  two  schools  per  day  were 
screened  utilizing  eight  volunteers  in  classes  num- 
bering less  than  50  girls.  If  there  were  greater 
than  50  girls  in  the  combined  second  grade 
classes,  12  volunteers  were  utilized.  Civic  or- 
ganization volunteers  recorded  all  data  and  made 
sure  the  containers  were  labeled  properly.  The 
girls  were  sent  into  the  rest  room  by  fours,  where 
the  genital  area  was  cleaned  with  Phisohex  cotton 
balls  by  nursing  students  or  school  nurses,  after 
which  a sterile  cotton  ball  was  used  to  dry  the 
area.  A mid  stream  urine  sample  was  then 
collected  by  a nurse.  This  sample  was  immedi- 
ately cultured  utilizing  the  Microstix,  and  incuba- 
tion was  begun  at  the  school  with  a portable 
incubator.  The  urine  was  then  checked  with  a dip 
stick  for  albumin,  sugar,  and  blood.  The  child’s 
blood  pressure  was  taken  before  she  was  sent 
back  to  the  class  room.  Cultures  were  read  by 
the  attending  physician  within  24  hours  after  the 
incubation  period  began.  All  positives  of  greater 
than  10,000  count  had  two  subsequent  urine  cul- 
tures utilizing  the  same  technique.  Similarly,  all 
patients  with  positive  albumin,  blood,  or  sugar 
had  a repeat  urine  test.  At  the  conclusion  of  the 
study  all  children  with  positive  urine  cultures  with 
colony  counts  greater  than  100,000.  any  child 
with  positive  albumin  of  greater  than  3 + (greater 
than  100  mg  per  100  ml),  and  all  children  with 
blood  pressures  of  systolic  greater  than  130  and  a 
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diastolic  greater  than  90  were  seen  in  a Renal 
Clinic  by  the  author. 

Results 

Five  hundred  twenty-eight  school  girls,  repre- 
senting 96%  of  the  school  girls  in  the  population 
area,  were  screened  for  urinary  abnormalities. 
Approximately  70%  of  these  children  came  from 
rural  schools  and  the  other  30%  came  from  John- 
son City  schools. 

Bacteria 

Eighty-eight,  or  16%,  of  the  children  had  urine 
cultures  positive  on  two  occasions  greater  than 

10.000  colony  counts.  When  retested,  and  in- 
cluding only  those  girls  that  had  colony  counts 
greater  than  100,000  on  two  cultures,  the  number 
was  reduced  to  25  or  4.7%.  (Table  1)  If  we 
consider  only  colony  counts  of  greater  than 
one  million  as  being  significant  level,  the  number 
is  reduced  to  1.9%  of  the  total. 

All  the  children  with  positive  urine  cultures 
were  seen  by  the  attending  physician  in  a clinic 
and  urine  samples  were  personally  reviewed.  Of 
those  who  had  colony  counts  of  greater  than 

100.000  (25)  only  seven  of  these  had  associated 
pyuria.  Of  these  only  four  had  positive  urinary 
tract  infection  histories  according  to  the  mother. 

It  is  generally  considered  an  infection  is  present 
in  over  95%  of  people  whose  urine  contains 
greater  than  100,000  bacteria  per  milliliter.1  Dr. 
Kunin  found  that  approximately  20%  of  these 
children  who  have  bactruria  on  routine  school 


Table  1 

Positive  Cultures 


Number  Tested 

528 

1st 

2nd 

Number 

88 

25 

Percentage 

16% 

4.7% 

testing  had  other  urological  abnormalities  on  in- 
vestigation. This  concept  of  significant  bactruria 
is  meant  to  distinguish  the  bacteria  that  actually 
multiply  in  the  urine  from  uretheral,  fecal,  and 
vaginal  contamination,  from  those  of  urinary  tract 
origin.  Criteria  of  100,000  or  more  organisms 
per  milliliter  are  generally  considered  significant 
and  should  differentiate  between  these  two  types 
of  bacteria.  Once  these  children  were  identified 
by  the  attending  physician,  they  were  subsequently 
referred  to  their  family  physician  or  pediatrician, 
or  if  they  had  no  physician,  they  were  sent  with 
a referral  letter  to  a physician. 
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We  would  hope  that  the  majority  of  these  girls 
would  be  checked  for  urinary  tract  abnormalities. 
The  generally  recommended  procedure  to  be  fol- 
lowed was,  if  the  culture  remained  positive,  they 
should  be  treated  for  two  weeks,  with  an  ap- 
propriate antibiotic,  followed  in  two  weeks  by  a 
repeat  culture.  If  the  culture  is  sterile,  periodic 
followup  alone  is  needed.  If  the  culture  is  posi- 
tive, further  tests  of  renal  function,  including 
IVP,  should  be  done.  If  the  IVP  shows  an 
abnormal  pyelogram,  which  may  include  a small 
kidney  on  one  side  or  scars  from  previous  infec- 
tion, then  followup  with  voiding  cystograms  is 
generally  indicated.  Since  it  is  very  difficult  in 
this  clinical  situation  to  assure  any  degree  of 
uniformity  of  testing  procedures  when  there  is  a 
great  number  of  physicians  involved  on  referral, 
no  definite  followup  information  is  available  at 
this  time. 

Proteinuria 

Fourteen  girls  (2.8%)  were  found  to  have 
proteinuria  on  initial  testing.  When  retested, 
using  early  morning  samples,  only  five  girls  in 
the  study  population  were  found  to  have  a 3 + 
albumin  or  greater.  (Table  2)  This  is  con- 
sidered to  be  a significant  albuminuria,  and  these 
children  were  all  referred  on  to  the  family  phy- 
sicians. This  represented  approximately  .94%  of 
the  study  population,  which  correlated  fairly  well 
with  other  groups  tested.  No  attempt  was  made 
to  determine  whether  the  child  had  exercised  prior 
to  the  initial  urinalysis. 

No  positive,  undiagnosed  diabetes  was  found 

Table  2 

Positive  Albumin 

Number 

Tested  1st  2nd 

Tenn.  528  2.8%  .94%  (5) 

Ky.  12,684  .63% 

on  routine  glucose  testing.  Several  children  had 
blood  pressures  of  greater  than  130/90,  and  these 
also  were  referred  for  followup  by  their  family 
physician.  Table  3 presents  the  average  blood 
pressure  of  this  age  group  study. 

Table  3 

Blood  Pressure 

Average  95/68 
Range  140  Systolic 
48  Diastolic 
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Discussion 

It  has  generally  been  found  in  other  large 
studies  that  asymptomatic  bactruria  is  present  in 
a significant  population  of  school  children.  This 
project  showed  a significantly  higher  percentage 
of  positives  than  did  other  large  studies.  (Table 
4)  No  definite  explanation  for  this  is  available, 
though  it  is  assumed  that  we  are  finding  higher 
colony  counts  because  of  our  technique  for  ob- 
taining sterile  urines  or  because  our  method  of 
culturing  is  more  sensitive  than  that  used  by 
others.  Our  statistics  correlate  very  well  with 
theirs  if  we  consider  a colony  count  of  one  mil- 


lion  as  significant,  instead 

of  the 

generally 

accepted  level  of  100,000  per  ml. 

No  attempt  was 

made  by 

our  group 

or  other 

groups  to  identify 

the  type 

of  bacteria 

. It  has 

generally  been  found  in  the 

past  and 

certainly 

Table  4 

Bacteria 

in  School 

Children 

Number 

Percent 

Age 

University  of 

Dundee — Scotland 

5,117 

1.6% 

5 

University  of 

Virginia  (2nd) 

1,286 

.87% 

7 

Edmonton 

23,427 

2.3% 

5-14 

Kentucky 

18,400 

1.8% 

5-14 

Johnson  City 

528 

4.7% 

7 

was  confirmed  by  this  school  project  that  bac- 
truria in  school  girls  is  a relatively  common 
phenomenon  that  is  generally  asymptomatic.  It 
is  also  the  general  feeling  of  the  renal  physicians 
that  treatment  of  urinary  tract  infections,  espe- 
cially when  associated  with  severe  reflux,  appears 
to  prevent  renal  atrophy,  hypertension,  and 
chronic  renal  failure.2,3  The  value  of  early  detec- 
tion of  these  abnormalities,  therefore,  is  obvious. 
Nearly  2/3  of  the  children  found  by  this  survey 
to  have  positive  infections  had  no  previous 
knowledge  of  any  urinary  tract  infections.  In 
addition,  many  of  the  children  who  had  had 
known  urinary  tract  infections,  and  were  found 
to  be  positive  on  our  survey,  had  no  symptoms 
at  the  time  they  were  screened.  The  incidence  of 
urinary  tract  infections  as  reported  by  us  was 
slightly  higher  than  others.  I am  very  confident 
of  the  validity  of  our  testing  procedure,  as  it  was 


carefully  supervised  by  a physician  and  RN’s 
throughout  the  entire  program. 

In  any  screening  survey  of  this  type,  coopera- 
tion of  the  parents  and  local  medical  societies  is 
crucial.  It  is  essential  to  have  several  months  of 
planning  and  coordination  of  all  necessary  per- 
sonnel prior  to  implementing  the  program.  In 
this  survey  96%  of  the  parents  allowed  their  chil- 
dren to  be  tested,  and  of  those  tested  over  99% 
were  brought  into  the  Renal  Screening  Clinic  for 
followup.  This  good  response  rate  reflects  the 
degree  of  interest  engendered  by  the  school  sys- 
tem, parent  education  programs,  and  community 
education  programs.  The  positives,  after  being 
screened  by  the  author,  were  referred  to  the 
private  physicians  with  a letter  noting  the  ab- 
normality. The  referring  physicians,  by  and  large, 
accepted  this  quite  well. 

It  is  my  contention  that  the  renal  screening 
project  was  very  significant.  The  percentage  of 
occult  renal  disease  was  also  highly  significant. 
The  program  was  funded  with  only  $1,500,  a very 
small  amount,  especially  when  one  considers  the 
result  of  undetected,  undiagnosed  renal  disease 
that  goes  on  to  renal  failure.  If  only  one  case  out 
of  such  a population  group  can  be  prevented 
from  having  chronic  renal  disease  or  severe  hy- 
pertension, one  can  well  justify  the  amount  of 
money  spent. 

106  East  Watauga  Ave. 

Johnson  City,  Tenn.  37601 
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Loss  and  Mourning:  Some  Implications 

For  Psychotherapy 

JACK  M.  BARLOW,  Ph.D.* 


Out  of  the  essential  symbiotic  attachment  a 
child  has  with  his  mother  evolves  a pattern  for 
growth,  regression,  and  regrowth.  This  develop- 
mental pattern  can  be  conceptualized  globally  as 
the  progressive  dissolving  of  this  first  attachment 
and  the  simultaneous  establishment  of  new  rela- 
tionships. From  infancy  we  are  forced  repeatedly 
to  face  this  deeply  personal  paradox  of  losing 
past  attachments  as  a consequence  of  growing  up. 
The  manner  in  which  a person,  as  a child,  learns 
to  master  the  intense  anxieties  and  ambivalent 
feelings  aroused  by  these  early  losses  (or  loss  of 
love)  determines,  to  a great  extent,  the  way  in 
which  future  losses  will  be  handled. 

Many  authors  have  addressed  themselves  to 
the  developmental  issue  of  significant  early  object 
loss  and  its  subsequent  effects.  (Freud,  1917; 
Bowlby,  1973;  Mann,  1973;  Greenberg,  1963; 
Winnicot,  1965,  and  Guntrip,  1969  and  1971). 
James  Mann  (1973),  a psychoanalyst,  writes  of 
the  problem  of  early  object  loss  in  terms  of  the 
maturational  experiences  during  the  first  three 
years  of  life,  a period  he  calls  the  separation- 
individuation  phase  of  personality  development. 
Shortly  after  birth  the  child  begins  to  move  from 
mother,  physically  and  emotionally.  His  experi- 
ence of  this  separation  is  obviously  (and  empiri- 
cally) anxiety  arousing,  most  confusing,  and  al- 
ways ambivalent.  The  actual  period  of  separation- 
individuation,  though  most  conspicuously  demon- 
strated by  the  child’s  ambivalence  in  venturing 
out  beyond  the  proximity  of  mother,  is  high- 
lighted by  prototypical  crisis  points  which  are 
usually  enshrined  as  initiation-termination  phases 
in  some  theories  of  development;  e.g.,  the  oral 
stage,  social  attachment  periods,  the  anal  phase, 
a locomotive-genital  phase,  the  oedipal  stage,  etc. 
Each  of  these  “phases”  occurs  within  the  context 
of  the  child’s  progressive  separation  from  mother. 
This  issue  of  maternal  loss  becomes  a backdrop 
for  the  child’s  concerns  with  other  losses;  e.g.,  the 
breast,  mother’s  presence,  a favorite  teddy  bear 
or  toy,  feces,  or  castration. 

Individuation  is  a natural  consequence  to  the 

From  the  Helen  Ross  McNabb  Community  Mental 
Health  Center,  Knoxville,  Tenn. 

^Clinical  Psychologist,  Helen  Ross  McNabb  Center. 

834 


appropriate  resolution  of  separation  anxiety  and 
ambivalence.  The  child’s  experience  with  mater- 
nal loss  contributes  to  the  evolution  of  an  internal 
object  world  which  mirrors  the  deteriorating  ex- 
ternal symbiotic  tie.  Out  of  these  internal  repre- 
sentations of  child  and  mother  there  eventually 
evolves  a stable  sense  of  self  we  commonly  call 
“I”  or  “me”  and  an  enduring  awareness  of  others 
as  distinct  from  self.  The  child’s  capacity  to  toler- 
ate separation  anxiety,  albeit  in  small  appropriate 
doses,  clarifies  these  internal  objects  by  permitting 
him  the  experience  of  learning  to  exist  apart  from 
mother.  An  internal  object  world  not  only  in- 
creases the  child’s  sense  of  reality  (by  contrasting 
and  discriminating  internal  and  external  events) 
but  also  provides  the  means  whereby  the  child  can 
keep  mother  with  himself  in  fantasy  as  he  con- 
tinues in  the  process  of  growing  up.  An  external 
representative  of  this  internal  process  is  illustrated 
in  a child’s  use  of  and  need  for  security  objects; 
thumbs,  teddies,  “lolla’s,”  blankets,  objects  to 
suck  or  hold. 

The  child’s  progressive  differentiation  of  inter- 
nal objects  of  self  and  mother  is  eventually  for- 
malized into  what  Mann  calls  a “fixed  central 
unconscious  statement” — a pervasive  sense  about 
one’s  self  in  relation  to  others.  This  statement 
takes  the  form,  “How  much  do  I need  others  in 
order  to  exist?”  Most  people,  with  adequate 
mothering  and  rearing,  trust  their  need  for  and 
enjoyment  of  others.  They  prefer  interpersonal 
contacts  to  isolation  and  if  deprived  of  these  rela- 
tionships are  able  to  get  over  the  loss  and  seek 
out  new  relationships. 

The  process  by  which  most  people  “get  over” 
a personal  loss  and  develop  new  attachments  is 
called  “mourning.”  Grief  after  death  serves  as  a 
prototypical  experience  for  resolving  all  separa- 
tions and  loss.  The  alternating  states  of  resent- 
ment, anger,  guilt  and  sadness  which  we  associ- 
ate with  mourning  serve  the  grieving  person  by 
affording  him  a vehicle  to  assess  realistically  his 
loss.  Usually  the  process  occurs  within  an  inter- 
personal milieu  of  relatives  and  friends  who  sup- 
port the  bereaved  person  and  respond  to  his  gran- 
diose appraisals  and  severe  condemnations  of  the 
lost  person.  But  most  importantly  they  provide  an 
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interpersonal  reality  (transitional  object  relation- 
ships) from  which  the  grieving  person  slowly 
moves  as  he  establishes  new  love  objects.  The 
development  of  stable,  nonpathological  relation- 
ships signals  the  completion  of  mourning.  In 
other  contexts  we  call  this  process  disillusionment 
and  it  is  hardly  stretching  a point  to  compare  the 
grief  after  death  with  the  dissolving  of  ideals  as 
one  grows  older.  In  either  case  the  grieving  per- 
son gives  up  and  “gets  over”  his  loss  (in  accord 
with  reality)  and  begins  to  develop  new  relation- 
ships. This  however,  is  the  process  typical  of 
most. 

Unfortunately,  for  some  a frightening  sense  of 
self  in  relation  to  others  emerges  out  of  their 
early  development.  Actual  loss  is  experienced  as 
catastrophic.  In  the  most  extreme  of  these  cases 
external  loss  leads  to  a rapid  retreat  inward,  a 
desperate  attempt  to  maintain  some  sense  of  ob- 
ject attachment  with  an  internal  object  world 
when  external  reality  appears  devoid  of  hope. 
This  psychotic  retreat  is  often  maintained  at  a 
great  cost  and  impoverishment  to  actual  inter- 
personal relationships.  But  for  the  psychotic  per- 
son it  is  a compromise  far  superior  to  the  stark 
terror  of  regressing  into  schizoid  detachment — a 
tortured  aloneness  with  no  attachments,  no  rela- 
tionships (Guntrip,  1969).  These  people  appear 
to  live  and  act  as  if  they  are  unable  to  exist  with- 
out the  “constant  and  continuing  presence  of  a 
sustaining  person.”  This  unconscious  appraisal 
derives  from  a seriously  disturbed  early  relation- 
ship between  mother  and  child. 

For  Mann,  the  crisis  of  separation-individua- 
tion (loss  and  recovery)  is  a central  issue  which 
faces  people  throughout  life.  Some  losses  are  in- 
evitable— a product  of  maturation.  Weaning, 
oedipal  loss,  puberty,  work,  college,  military  life, 
marriage,  birth  of  children,  old  age,  and  one’s 
own  death  are  some  crisis  periods  of  separation- 
individuation.  Most  people  are  able  to  respond 
adequately  to  these  crises,  especially  if  they  avail 
themselves  of  the  culturally  prescribed  rituals  or 
“rites  of  passage.”  Along  with  these  maturational 
crises  are  other,  unplanned  possibilities  for  loss. 
Loss  of  money,  job,  possessions,  power,  friends, 
life,  or  self-esteem  can  also  precipitate  separation- 
individuation  crises.  The  manner  in  which  mater- 
nal separation  was  handled  early  in  life  often 
determines  the  way  each  successive  developmen- 
tal crisis  or  situational  loss  will  be  handled.  Later 
losses  often  revive  primitive  separation  anxieties, 
the  intensity  of  which  is  usually  determined  by 
(1)  the  degree  of  early  deprivation,  (2)  the  origi- 


nal style  of  managing  early  separation  anxiety, 
(3)  the  significance  of  the  present  loss  to  the 
person,  and  (4)  the  acquired  styles  of  handling 
separation-individuation  crises  subsequent  to  the 
original  dilemma.  More  often  than  not  these  crises 
constitute  the  precipitating  stresses  which  impell 
people  to  seek  psychiatric  treatment. 

One  way  in  which  to  survey  a patient’s  distress 
is  to  structure  the  intake  or  crisis  interview  around 
the  question,  “Who  or  what  has  this  person  lost 
(or  does  he  fear  losing)  that  precipitates  his  need 
for  help  now?”  The  answer  to  this  question  has 
diagnostic  and  prognostic  implications  which 
bear  directly  on  the  planning  of  psychotherapeutic 
treatment. 

Diagnostically,  the  present  loss  must  be  evalu- 
ated in  terms  of  ( 1 ) the  actual  object  lost,  and 
(2)  the  significance  of  this  loss  to  the  patient. 
Often  a minor  loss  may  precipitate  a bizarre,  even 
psychotic,  reaction  in  a fragile  personality.  In 
these  cases  the  premorbid  history  typically  reveals 
unresolved  personal  loss  and/or  a seriously  dis- 
turbed mother-child  relationship  during  the  first 
years  of  life.  An  illustration  of  such  a response  is 
the  case  of  a 52-year-old  man  who  became  psy- 
chotically  depressed  following  the  death  of  his 
pet  dog.  He  had  been  admitted  to  a psychiatric 
hospital  on  several  occasions,  usually  following 
the  death  of  a relative.  His  mother  was  hospital- 
ized twice  for  schizophrenia  during  the  first  four 
years  of  his  life.  This  man  made  remarkable  re- 
covery during  his  most  recent  hospitalization  after 
he  recalled  vivid  memories  of  the  many  losses 
throughout  his  life.  In  this  case  the  significance 
of  unresolved  personal  loss  outweighed  and  influ- 
enced the  actual  loss. 

Conversely,  a major  loss  may  precipitate  a 
diagnosable  psychiatric  condition  of  lesser  propor- 
tions. The  death  of  a relative,  friend,  parent  or 
spouse,  divorce  threat  or  action,  arrest,  a new 
school  or  home  situation,  a new  job,  the  loss  of 
power  or  money,  a promotion,  loss  in  self-esteem, 
a violent  fight,  or  the  loss  of  a valued  object  can 
evoke  an  unwarranted  grief,  a somatic  reaction, 
an  antisocial  or  deviant  act,  or  anxiety  response. 
Often  these  neurotic  responses  are  maintained  for 
years  and  are  evidence  of  a serious  problem  in 
handling  more  significant  losses  earlier  in  life.  An 
excellent  example  of  this  reaction  is  the  case  of  a 
24-year-old  man  who  sought  treatment  because 
of  a phobic  concern  about  heart  disease.  His 
phobia  first  occurred  when  he  noticed  several  peo- 
ple looking  at  him  and  laughing.  He  assumed 
they  were  joking  about  his  being  thin  (loss  of 
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esteem  and  fear  of  appearing  weak).  He  shrugged 
this  off  initially  but  later  began  to  obsess  over  his 
lifelong  concerns  about  being  thin.  These  rumina- 
tive thoughts  panicked  him  and  set  in  motion  an 
anxiety  reaction.  It  was  his  shortness  of  breath 
and  pounding  heart  he  took  for  a cardiac  condi- 
tion. He  eventually  associated  his  fears  with  the 
feelings  surrounding  his  mother’s  death  13  years 
earlier  and  his  ambivalence^  about  her  repeated 
hospitalizations  for  radiation  treatments  during 
the  four  years  prior  to  her  death.  His  anticipated 
loss  of  life  from  heart  failure  led  to  his  seeking 
help  and  eventual  recovery. 

Prognostically,  the  patient’s  reaction  to  the 
precipitating  loss  must  be  evaluated  in  a similar 
fashion.  Seriously  pathological  reactions  to  minor 
or  major  losses  would  necessarily  predict  poorer 
prognoses.  Vice-versa,  less  serious  (non-psy- 
chotic)  reactions  are  more  likely  to  remit,  and 
the  patient  has  a better  chance  for  satisfactory 
readjustment  (often  back  to  his  premorbid  adjust- 
ment). 

For  treatment  and  treatment  planning  the  most 
recent  loss  must  be  the  first  concern  for  patient 
and  therapist.  Mann  proposes  a time  limited 
psychotherapeutic  technique  which  seeks  an  im- 
mediate response  to  the  current  crisis.  In  this 
technique,  the  therapist  identifies  for  the  patient 
a central  problem  based  upon  the  patient’s  com- 
plaints and  a thorough  historical  review.  A solu- 
tion to  this  problem,  within  a specified  time 
frame,  is  sought  in  the  context  of  the  patient’s 
emerging  anxieties  about  separating  from  a help- 
ful, overvalued  person,  the  therapist.  Greenberg 
(1963),  another  psychoanalyst  and  researcher, 
also  sees  a correspondence  between  psychopathol- 
ogy and  problems  in  mastering  separation  early  in 
life.  He  illustrates  how  minor  disruptions  in  inten- 
sive psychotherapy  can,  and  most  often  do,  revive 
intense  separation  anxieties  within  the  context  of 
transference.  Handling  the  patient’s  reactions  to 
the  unavoidable  disruptions  in  therapy  becomes, 
for  Greenberg,  an  opportunity  for  the  patient  to 
master  a repeatedly  troublesome  experience  and 
to  “get  over”  past  losses  never  faced. 

Treatment  begins  with  the  most  recent  loss  as 
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a central  focus,  and  proceeds  by  helping  the 
patient  to  “mourn.”  All  the  affective  aspects  of 
the  patient’s  loss  are  surveyed  slowly  and  care- 
fully.  “Cure”  in  this  case  is  appropriate  grieving, 
a process  exhibited  by  both  anger  and  sadness  to- 
wards the  lost  object  and  a reorientation  to  new 
objects.  Termination  becomes  the  crucial  issue  for 
further  progress  since  the  end  of  therapy  consti- 
tutes another  loss.  The  patient  must  mourn  this 
loss  and  sense  that  the  therapist  is  willing  and 
confident  in  the  patient’s  ability  to  separate  and 
be  independent.  This  attitude  in  the  therapist  is 
derived  from  a realistic  appraisal  of  the  patient’s 
maturity  which  has  developed  from  the  therapeu- 
tic relationship. 

In  every  psychotherapy,  then,  the  issue  of  loss 
must  be  confronted  in  a threefold  fashion.  First, 
the  present  loss  is  of  concern.  The  patient  must 
be  helped  to  master  and  mourn  this  loss  ade- 
quately. Sometimes  this  takes  a great  deal  of 
time.  Second,  previous  losses,  which  may  be  of 
greater  significance  to  the  continuation  of  recur- 
ring distress  may  be  dealt  with  in  a longer  and 
more  intensive  psychotherapy  (depending  on  the 
patient’s  preference).  Finally,  and  in  either  case, 
patient  and  therapist  must  be  concerned  with  the 
question  of  separation-individuation  as  it  arises 
within  the  therapy  relationship.  Mastery  and 
“mourning”  of  the  anxiety  and  ambivalence  re- 
lated to  the  patient’s  fears  of  losing  his  therapist, 
especially  during  the  termination  period,  are 
probably  the  most  crucial  and  therapeutic  aspects 
of  the  therapy  process. 
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On  Psychiatric  Clinic  Referral 

BY  ROBERT  T.  CORNEY,  M.D. 


Epidemiological  field  studies  of  the  prevalence 
of  mental  illness,  in  particular  the  “Midtown 
Manhattan”  study  of  Srole,  Langner,  Michael, 
et  al1  and  the  “Stirling  County”  study  of  Leigh- 
ton, Harding,  Macklin,  et  al2  have  shown  that  a 
significant  proportion  of  the  population  is  psy- 
chiatrically  impaired.  The  rates  vary  depending 
on  the  specific  operational  definitions  of  impair- 
ment, but  all  studies  indicate  that  almost  20% 
of  the  population  is  impaired  to  a marked  degree. 
The  proportion  showing  mild  impairment  runs  as 
high  as  80%  in  some  studies. 

Most  medical  practitioners  recognize  that  a 
part  of  their  practice  consists  of  persons  whose 
predominant  problem  is  of  an  emotional  nature. 
Some  have  speculated  that  up  to  one-half  of  a 
general  medical  practitioner’s  caseload  is  com- 
posed of  patients  whose  problem  is  primarily 
psychological.  Despite  this,  relatively  few  of  these 
patients  are  referred  to  a psychiatrist.  A survey 
of  a randomly  selected  sample  of  physicians  in 
clinical  practice  showed  that  on  an  annual  basis, 
only  one  patient  in  one  hundred  was  referred 
for  psychiatric  or  mental  health  care  (including 
phychiatric  hospitalization).3 

To  many  physicians,  patients  considered  candi- 
dates for  psychiatric  referral  are  likely  to  be 
viewed  as  having  a psychiatric  diagnosis,  that  is 
they  are  suffering  from  a neurosis,  psychosis,  or 
from  one  of  the  personality  disorders.  The  formal 
psychiatric  education  of  most  physicians  occurred 
during  medical  school  and  consisted  for  the  most 
part  of  lectures  about  the  major  psychiatric  diag- 
nostic entities  and  a practicum  experience  during 
a clinical  clerkship  on  a psychiatric  inpatient  ser- 
vice. In  the  latter  setting,  the  student’s  experi- 
ence is  with  the  sickest,  most  disabled  type  of 
psychiatric  patient.  That  psychiatric  referral  might 
encompass  another  class  of  patients  is  rarely  dis- 
cussed or  considered. 

The  results  of  a survey  of  a cohort  of  patients 
newly  referred  to  the  psychiatric  clinic  of  a uni- 
versity hospital  highlights  another  perspective. 
These  patients,  all  ambulatory,  were  seen  either 
as  a result  of  their  own  direct  request  or  at  the 
request  of  one  of  a number  of  other  sources,  in- 

From  the  Department  of  Psychiatry,  Vanderbilt  Uni- 
versity School  of  Medicine  and  the  Adult  Psychiatric 
Outpatient  Clinic  of  the  Vanderbilt  University  Medical 
Center,  Nashville,  Tennessee  37232. 


eluding  their  family,  their  personal  physician,  and 
their  friends. 

The  Adult  Psychiatric  Outpatient  Clinic  of  the 
Vanderbilt  University  Medical  Center  provides 
psychiatric  evaluation  services  as  well  as  a variety 
of  psychiatric  treatment  modalities.  The  clinic, 
predominantly  staffed  by  second  and  third  year 
psychiatric  residents,  is  available  to  all  persons 
18  years  and  above  on  a fee  schedule  which  is 
flexibly  scaled  to  the  patient’s  income.  Most  pa- 
tients served  in  this  clinic  reside  within  the  Mid- 
dle Tennessee  Region,  primarily  in  Nashville- 
Davidson  Metropolitan  area.  Referrals  to  the 
clinic  are  accepted  from  all  sources,  including 
self-referral. 

Table  I lists  the  sources  of  referral  to  the  clinic 
during  the  months  of  July,  August,  and  Septem- 
ber, 1973.  During  this  three  month  period  a 

Table  I 

Referral  Sources — Vanderbilt  Adult 
Psychiatric  Outpatient  Clinic 
July  1,  1973-September  30,  1973 


Number  Percent 

of  of 

Referrals*  Referrals 

1.  Self  107  60% 

2.  Vanderbilt  University  Medical  Center  26  14% 


Emergency  Room  11 

Inpatient  Psychiatric  Unit  7 

Other  Outpatient  Clinics  6 

Inpatient  Medical  Unit  2 


Family 

24 

13% 

Private  Physicians 

10 

6% 

Friend 

3 

2% 

Other 

9 

5% 

TOTAL 

179 

100% 

*Means  patient  attended  initial  appointment.  Approximately 
25%  of  patients  fail  to  keep  their  initial  appointment  after 
referral. 

total  of  179  new  patients  were  seen  for  initial 
psychiatric  evaluation  by  one  of  the  clinic  staff 
members.  Sixty  percent  of  these  patients  were 
self-referred,  that  is  the  individual  called  to  make 
his  or  her  own  appointment.  Fourteen  percent 
of  the  patients  were  referred  by  one  of  the  other 
clinical  divisions  of  the  Vanderbilt  Medical  Cen- 
ter, over  a third  of  these  occurring  as  a follow-up 
to  an  emergency  visit.  In  only  6%  of  the  cases 
was  the  referral  made  by  a physician  in  private 
practice. 

The  relative  proportions  of  the  different  refer- 
ral categories  (viz.  self-referred,  private  physician 
referred,  etc.)  remains  the  same  if  a larger  sam- 
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pie  of  months  is  examined.  For  example,  during 
the  six  months,  July  1973  through  December 
1973,  a total  of  347  new  patients  were  seen,  of 
whom  64%  were  self-referred,  13%  referred  from 
Vanderbilt  Medical  Center,  and  6%  private 
physician  referred. 

A retrospective  survey  was  made  of  the  pa- 
tients’ reasons  for  their  referral  to  the  clinic  dur- 
ing the  three  month  period,  July  through  Sep- 
tember, 1973.  The  survey  was  made  by  review- 
ing the  intake  information  sheet  on  each  patient, 
which  briefly  lists  reason  for  referral  in  the  pa- 
tient’s own  words,  as  well  as  clinical  evaluation 
notes  and  reports  of  the  psychiatrist  who  did  the 
intake  examination.  In  cases  where  the  immediate 
precipitating  stress  was  unclear,  or  of  a multiple 
nature,  a general,  not  a specific  classification  was 
used.  For  example,  one  patient’s  complaints 
seemed  to  encompass  many  areas  of  stress;  health 
problems,  social  problems,  as  well  as  a serious 
marital  problem.  In  this  case,  we  considered  the 
precipitating  stress  to  be  unknown.  In  many  cases 
we  used  the  patient’s  own  description  of  what  the 
immediate  precipitant  was,  provided  this  was  sup- 
ported by  the  examiner’s  concurrence.  In  other 
cases,  we  relied  on  our  interpretation  of  the  vari- 
ous data  sources  available. 

Table  II  lists  the  results  of  that  survey.  In  30% 

Table  II 

Precipitating  Stresses  Leading  to  VAPOC  Referral 
July,  August,  and  September  1973 

Number  of 


Precipitating  Stress  Event  Patients 

Marital  (includes  separation,  divorce,  marital 
conflict,  and  recent  marriage)  54 

Family  (includes  family  conflict,  trouble  with  24 

parents,  and  trouble  with  son  or  daughter) 

Personal  injury  or  illness  13 

Trouble  with  boy  or  girl  friend  10 

Sexual  problem  (independent  of  marriage)  6 

Change  in  family  member’s  health  3 

Death  of  spouse  2 

Other  stress  (no  single  item  with  more  than  23 

2 patients) 

Unknown  stress  23 

Continuation  of  treatment  21 

TOTAL  379 


of  the  cases,  a marriage-related  problem  was  the 
apparent  life  stress  event  which  precipitated  the 
clinic  referral.  In  another  13%  of  the  cases,  the 
precipitating  stress  was  family  related  (i.e.,  result- 
ing from  conflictual  family  interaction).  If  these 
two  categories  are  combined,  marriage  and  fam- 
ily related  precipitants,  and  the  ten  cases  which 


stemmed  from  disruption  of  a close,  marriage-like, 
girl-boy  friend  relationship  added,  we  have  49% 
of  new  clinic  referrals.  An  additional  11%  of 
cases  referred  during  this  period  were  for  continu- 
ation of  treatment  after  a period  of  hospitaliza- 
tion. It  is  thus  clear  that  more  than  half  of  the 
new  clinic  patients  were  seen  because  of  symptoms 
and  disabilities  stemming  from  either  a marital  or 
family  problem. 


DISCUSSION: 


As  we  have  shown,  60%  of  new  psychiatric 
clinic  admissions  during  a three  month  survey 
period  initiated  their  own  referral  to  the  clinic 
and  of  the  total,  over  half  had  this  initial  visit 
apparently  precipitated  because  of  a marital  or 
family  predicament.  While  the  Vanderbilt  Adult 
Psychiatric  Outpatient  Clinic  does  offer  family 
treatment  as  one  of  the  therapy  modes  utilized,  we 
do  not  entertain  any  special  reputation,  or  unique 
expertise,  as  a marital  or  family  counseling 
agency. 

Why  so  few  patients  are  referred  to  a psychi- 
atric clinic  by  their  own  physician  is  one  of  sev- 
eral questions  raised  by  our  data.  This  is  puz- 
zling for  it  seems  certain  that  most  clinical  prac- 
titioners have  caseloads  heavily  weighted  with 
psychologically  impaired  patients.  Another  ques- 
tion raised  is  why  psychiatric  clinic  precipitants’ 
first  visit  are  so  skewed  toward  marital  and  family 
problem  events.  I shall  discuss  each  of  these 
questions  in  turn  and  then  examine  them  together 
in  a parsimonious  fashion. 

The  first  question  is  obviously  one  of  a com- 
plex nature  which  cannot  be  answered  fully  in 
this  brief  paper.  For  many  physicians,  referring  a 
patient  to  a psychiatrist  is  not  a step  undertaken 
lightly.  The  patient  likely  has  a grave  emotional 
problem  with  attendant  disturbing  symptoms  for 
the  physician  to  consider  this  step  in  the  first 
place.  The  patient  may  be  resistant  to  psychiatric 
referral  and  the  physician  may  not  wish  to  insist 
upon  a so  obviously  unpopular  recommendation. 
In  addition,  many  physicians  may  be  skeptical 
about  the  efficacy  of  psychiatric  treatment. 

Many  patients  may  now  be  referring  them- 
selves instead  of  requesting  this  of  their  physi- 
cian. That  73%  of  new  patients  referred  to  the 
Vanderbilt  Adult  Psychiatric  Outpatient  Clinic 
were  either  self-referred  or  referred  by  a family 
member,  and  only  6%  were  referred  by  a private 
medical  doctor,  lends  weight  to  that  hypothesis. 
The  heightened  visibility  and  availability  of  men- 
tal health  treatment  programs  in  recent  years  has 
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encouraged  many  to  seek  help  for  their  emotional 
problems  on  their  own.  In  other  cases,  a patient’s 
apparent  self-referral  occurs  subsequent  to  a sug- 
gestion made  to  them  by  their  physician. 

The  second  question,  that  is  why  so  many  pa- 
tients are  presenting  at  a psychiatric  clinic  due 
to  marital  and  family  problems,  is  illuminated  by 
recent  work  in  the  field  of  stress  research.  A num- 
ber of  studies  indicate  a significant  relationship 
between  stress,  especially  as  depicted  by  different 
“life  crises”  and  the  onset  of  physical  or  psychi- 
atric illness.4’5’6  Several  investigators,  notably 
Holmes  and  Rahe,7  and  Paykel  and  associates8 
have  developed  “life  stress”  scales  designed  to 
rank  and  quantitate  the  stressful  effects  of  ordi- 
nary life  events  (i.e.,  move  to  another  city, 
death  of  a family  member,  divorce,  etc.).  These 
scales  are  based  on  mean  ratings  given  by  re- 
spondants  to  a wide  array  of  life  happenings,  both 
“desirable”  and  “undesirable.”  Individuals  known 
to  be  ill  as  well  as  others  who  were  well  (asymp- 
tomatic) have  been  included  as  raters  in  the 
development  of  these  scales. 

It  is  an  invariable  finding  that  marriage  and 
family  related  predicaments  rank  among  the 
“most  stressful”  life  events.  For  example,  on  the 
Holmes  and  Rahe  Social  Readjustment  Rating 
Scale,7  which  has  a total  of  43  items  ranked  in 
order  of  stress  provocation,  the  first  three,  and 
six  of  the  top  ten  ranked  items  relate  either  to 
the  marital  relationship  or  to  the  family.  The  first 
two,  and  five  of  the  top  ten  events  from  the  scale 
developed  by  Paykel  et  al,  also  concern  undesira- 
ble events  in  marital  and  family  relationships 
(i.e.,  divorce,  death  of  a child  or  spouse,  etc.).8 

The  finding  that  “undesirable”  marital  and 
family  life  events  rank  so  highly  as  precipitants 
of  illness,  both  physical  as  well  as  emotional,  is 


entirely  consistent  with  crisis  theory,  which  tells 
us  that  events  leading  to  that  state  of  temporary 
disequilibrium  characterizing  crisis  most  often 
occurs  in  a relationship  with  a significant  other 
human  being. 

With  these  data  in  hand,  it  is  not  unreasonable 
to  speculate  that  what  our  patients  are  doing  is 
seeking  professional  assistance  for  undesirable, 
though  common,  life  predicaments  in  a more 
direct  fashion.  Seeking  psychiatric  help  for  mari- 
tal and  family  problems  was  appropriate  in  the 
patient’s  view  and  also  in  ours,  especially  since 
treatment  emphasis  in  psychiatry  has  swung  more 
to  the  direction  of  briefer  methods.  Such  new 
techniques  permit  effective  care  for  a greater 
range  of  problems  than  in  the  past. 
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Clinical  Center  Studies  of  Patients  With 
Anorexia  Nervosa 

Corporation  of  physicians  is  requested  in  the  referral  of  patients  with  anorexia  nervosa 
for  a study  being  conducted  by  the  National  Institute  of  Child  Health  and  Human  Develop- 
ment, Reproduction  Research  Branch  at  the  Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Patients  will  be  entered  into  a double-blind  treatment  protocol  with  cyproheptadine  with 
concomitant  endocrine  evaluation. 

Upon  completion  of  the  study,  patients  will  be  returned  to  the  care  of  their  referring 
physicians  who  will  receive  a summary  of  the  findings. 

Physicians  interested  in  having  their  patients  considered  for  admission  may  write  or 
telephone: 

Dr.  D.  Lynn  Loriaux 

National  Institute  of  Child  Health  and  Human  Development 

Clinical  Center,  Room  12N206,  N.I.H. 

Bethesda,  Maryland  20014 
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The  Effect  of  Prison  Life  on  Gradual 
Withdrawal  of  Methadone  Maintenance 

HARVEY  ASHER,  M.D. 

In  working  with  heroin  addicts  who  subse- 
quently enter  a methadone  maintenance  program, 
one  sees  the  great  physical  difficulty  patients  have 
in  withdrawing  from  methadone.  Many  of  their 
symptoms  seem  to  last  for  weeks  after  the  initial 
withdrawal.  For  this  reason,  among  others,  many 
addicts  need  to  be  put  back  on  the  maintenance 
program.  It  has  been  suggested  that  abrupt  with- 
drawal of  methadone  does  not  produce  excruciat- 
ing subjective  and  objective  symptoms  usually 
mentioned  concerning  heroin  withdrawal.1  Isbell, 
et  al,  described  only  mild  withdrawal  effects  after 
abrupt  cessation  of  dosages  higher  than  those  now 
in  clinical  use.2  The  fact  that  prolonged  with- 
drawal causes  as  much  discomfort  as  it  does 
raises  many  questions. 

Recently,  three  patients  who  had  difficulty 
withdrawing  from  methadone  gradually  in  out- 
patient and  inpatient  facilities,  were  incarcerated 
in  a local  jail.  The  jail  authorities  permitted 
methadone  to  be  brought  in  to  these  three  young 
men  and  they  gradually  withdrew  over  a few 
weeks’  time.  In  all  three,  the  same  phenomenon 
appeared,  although  none  of  them  knew  of  the 
others’  symptoms.  All  three  had  a similar  re- 
sponse; bewilderment  concerning  how  minimal 
their  symptoms  were  compared  to  previous  with- 
drawals. All  three  were  in  an  enforced  situation 
and  anticipation  of  getting  drugs  was  eliminated. 
These  were  county  jails  and  obtaining  hard  drugs 
was  difficult. 

Case  #1:  A 21 -year-old  white  man  with  a two-year- 
history  of  heroin  addiction  had  been  withdrawn  twice 
previously  on  thirty-day  programs.  Each  time,  when  he 
would  reach  15-20  mg.,  marked  symptoms  would  begin. 
Physically,  he  looked  pale  and  agitated.  He  would  com- 
plain of  insomnia,  anorexia,  and  abdominal  cramping. 
On  one  occasion,  he  was  hospitalized  for  his  withdrawal 
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symptoms.  His  symptoms  had  become  so  severe  during 
this  time  that  large  doses  of  Haldol  and  other  sedatives 
would  not  relieve  his  insomnia  and  other  symptoms. 
He  was  then  placed  on  a methadone  maintenance  pro- 
gram for  six  months.  He  was  on  approximately  120- 
150  mg.  doses  during  this  period.  He  was  withdrawn 
from  120  mg.  in  a one-month  period.  A follow-up  visit 
to  my  office  revealed  his  abdominal  cramping  had  been 
minimal  and  his  insomnia  lasted  but  a few  nights.  In 
general,  he  was  surprised  how  easy  his  withdrawal  was. 

Case  #2:  A 22-year-old  white  male  Navy  veteran 
had  two  inpatient  withdrawals  at  a Veterans  Adminis- 
tration Hospital.  He  had  also  had  one  30-day  out- 
patient withdrawal  on  methadone.  The  onset  of  sig- 
nificant symptoms,  he  claimed,  would  lead  back  to 
heroin  use.  He  was  on  methadone  maintenance  for  six 
months.  His  average  dosage  was  approximately  100  mg. 
a day.  He  was  incarcerated  for  an  old  offense  and 
withdrawn  in  a 30-day  period.  Subsequent  visits  to  my 
office  revealed  a healthy  physical  appearance  and  a 
subjective  astonishment  by  him  concerning  his  minimal 
withdrawal  symptoms. 

Case  #:3:  A 21 -year-old  white  man  had  been  ad- 
dicted for  approximately  two  years  to  heroin.  He  had 
previously  had  two  outpatient  withdrawals  on  metha- 
done 30-day  periods.  He  eventually  started  on  the 
methadone  maintenance  program,  averaging  60  mg.  a 
day.  He  himself  cut  his  dosage  from  100  mg.  to  60  mg. 
a day.  He  was  subsequently  incarcerated.  Follow-up 
visits  to  my  office  after  his  month-long  withdrawal 
showed  minimal  subjective  discomforts.  Physically,  he 
looked  and  felt  better. 

Comment:  All  three  young  men  repeatedly  had 
difficulty  withdrawing  from  methadone.  Inpatient 
or  outpatient,  they  complained  of  excruciating 
pain,  insomnia,  anorexia,  and  other  symptoms, 
even  on  gradual  withdrawal.  Surprisingly,  sudden 
withdrawal  in  jail  produced  milder,  gradually  sub- 
siding symptoms.  One  wonders  if  the  medical 
profession  has  ignored  the  classic  1948  work  of 
Isbell  and  the  more  recent  article  by  Lepkowitz 
concerning  withdrawal  symptoms.  One  wonders  if 
we  tend  to  overprotect  and  overtreat  methadone 
withdrawal  patients. 

Physicians’  Park  Plaza 
Building  B.  Suite  6 
300  25th  Avenue,  North 
Nashville,  Tenn.  37203 
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Traumatic  Diaphragmatic  Hernia 

CALVIN  V.  MORGAN,  JR.,  M.D.,  JAMES  W.  GIBSON,  M.D. 


Although  traumatic  diaphragmatic  hernia  has 
been  described  in  the  literature  for  over  300 
years,  the  number  of  recent  reviews  leads  us  to 
suspect  an  increasing  incidence.  This  is  not 
surprising  in  view  of  the  increasing  frequency 
of  rapid  transportation,  super  highways  and  civil 
disorder.  Traumatic  diaphragmatic  hernia  can 
occur  from  either  blunt  or  penetrating  trauma. 

Penetrating  injuries  usually  do  not  result  in 
much  of  a problem  with  diagnosis  or  manage- 
ment. However,  the  ones  following  blunt  trauma 
can  sometimes  be  quite  difficult  to  diagnose. 
These  case  reports  are  offered  to  increase  the 
awareness  of  this  type  of  injury. 

CASE  REPORT  #1:  F.D.,  a 29-year-old  white 

female  was  brought  to  the  Memorial  Hospital  Emer- 
gency Room  approximately  18  hours  after  having  been 
involved  in  an  automobile  accident.  When  seen  in  the 
emergency  room,  she  complained  of  upper  abdominal 
pain,  she  was  tachypneic,  short  of  breath  and  slightly 
cyanotic.  Examination  showed  a hyperresonant  left 
hemithorax  with  decreased  breath  sounds  on  the  left. 


From  the  Division  of  Surgery  and  Radiology,  Me- 
morial Hospital,  Inc.,  Johnson  City,  Tenn.  Presented 
before  the  Tennessee  Chapter  of  the  American  College 
of  Surgeons,  Gatlinburg,  April  11,  1974. 


Fig.  3 


She  had  fractures  of  the  left  humerus  and  right  radius. 
Initial  chest  x-ray  (Figure  1)  showed  a dome-like  shadow 
in  the  left  hemithorax.  A nasogastric  tube  was  passed. 
Repeat  x-ray  (Figure  2)  with  contrast  media  in  the 
stomach  helped  establish  the  diagnosis.  She  was  then 
taken  to  the  operating  room  and  explored  through  a 
midline  abdominal  incision.  The  findings  at  the  time 
of  the  operation  were  a contused  and  macerated  left 
lateral  lobe  of  the  liver,  a subcapsular  hematoma  of 
the  spleen  which  was  expanding  a large  10  cm  rent  in 
the  posterior  aspect  of  the  left  diaphragm,  extending  to 
but  not  through  the  esophageal  hiatus,  with  approxi- 
mately % of  the  stomach  in  the  left  hemithorax.  The 
stomach  was  reduced,  the  spleen  and  the  traumatized 
portion  of  the  left  lobe  of  the  liver  were  removed  and 
the  defect  in  the  diaphragm  was  closed.  Postoperative 
recovery  was  uneventful.  Followup  chest  x-ray  (Figure 
3)  showed  good  results. 
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Fig.  5 


CASE  REPORT  #2:  Y.G.,  a 23-year-old  black 

female  was  brought  to  the  emergency  room  on  9-19-72, 
after  having  been  in  an  automobile  accident  some  30 
miles  away.  She  was  first  seen  at  a local  hospital,  and 
diagnosed  as  having  a severe  head  injury.  A tracheos- 
tomy was  performed,  and  she  was  referred  to  our  hos- 
pital. On  arrival  at  the  emergency  room,  her  respira- 
tions were  40,  her  pulse  rate  was  170.  She  was  decere- 
brate, with  miotic  non-reactive  pupils.  Initial  chest 
x-ray  (Figure  4)  revealed  what  was  thought  to  be  fluid 
and  blood  in  the  right  chest,  with  considerable  traumatic 
pneumonitis.  A chest  tube  was  inserted.  She  was  ad- 


Fig.  6 


mitted  to  the  neurosurgical  service  and  given  appropri- 
ate treatment  for  her  severe  brain  injury.  On  9-28-72 
she  had  a left  carotid  arteriogram  which  revealed  a 
small  interhemispheric  subdural  hematoma.  Serial  chest 
x-rays  over  this  period  of  time,  as  her  neurological 
symptoms  improved,  raised  the  suspicion  of  a possible 
rupture  of  the  right  hemidiaphragm  (Figure  5).  On 
10-22-72  thoracic  surgical  consultation  was  obtained. 
Subsequently,  the  patient  underwent  exploratory  right 
thoracotomy  and  was  found  to  have  a large  tear  in  the 
right  hemidiaphragm  in  its  mid  portion,  with  the  entire 
dome  of  the  right  lobe  of  the  liver  herniated  into  the 
right  hemithorax.  The  liver  was  reduced,  the  diaphragm 
was  closed  and  the  right  lower  lobe  re-expanded.  She 
tolerated  the  operative  procedure  well  and  the  patient 
has  had  no  further  respiratory  difficulties.  (Figure  6) 
shows  her  post  operative  chest  film.  At  the  present  she 
continues  to  show  gradual  improvement  in  her  neuro- 
logical status. 

RADIOLOGIC  CONSIDERATIONS 
According  to  most  authorities,  95  to  98  per 
cent  of  traumatic  diaphragmatic  hernias  involve 
the  left  hemidiaphragm.  The  right  hemidiaphragm 
is  protected  somewhat  by  the  liver,  which  helps 
to  dissipate  the  force  of  indirect  trauma  and 
prevent  laceration.  Almost  any  of  the  abdominal 
viscera  may  enter  the  thorax,  depending  on  the 
site  and  size  of  the  diaphragmatic  tear.  The 
stomach  and/or  colon  may  enter  the  thorax,  as 
well  as  the  omentum,  small  intestines,  spleen, 
liver  and  even  the  kidney  and  pancreas.  In 
smaller  tears  in  which  a portion  of  air-containing 
bowel  enters  the  thorax  and  some  of  the  hemi- 
diaphragmatic  shadow  is  visualized,  diagnosis 
may  not  be  difficult.  In  other  instances,  with 
larger  tears,  the  roentgenographic  appearance 
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may  stimulate  diaphragmatic  paralysis  or  even- 
tration and  pneumoperitoneum,  or  administration 
of  a contrast  media  may  be  necessary  to  help 
delineate  the  situation. 

As  has  been  pointed  out  by  Fraser  and  Pare,2 
an  important  differential  point  in  ruptures  of  the 
left  hemidiaphragm  is  that  the  afferent  and  effer- 
ent loops  of  bowel  which  may  enter  the  tear  will 
show  constriction  as  they  pass  through  the  rent 
in  the  diaphragm,  whereas  in  paralysis  of  the 
diaphragm  or  eventration,  the  adjacent  loops  of 
bowel  are  typically  widely  separated.  The  asso- 
ciation of  other  visible  radiographic  manifesta- 
tions of  trauma,  such  as  fractured  ribs  may 
further  point  toward  suggesting  this  diagnosis. 

On  the  right  side  the  liver  may  herniate  into 
the  hemithorax  and  in  such  instances  herniation 
may  be  suspected  by  the  high  position  of  the 
lower  portion  of  the  liver  as  indicated  by  the 
relative  position  of  gas  in  the  hepatic  flexure  or 
right  transverse  colon,  if  these  areas  of  the 
colon  happen  to  be  air  filled.  Also  if  a portion 
of  the  right  hemidiaphragmatic  shadow  can  be 
seen  on  the  film  to  be  quite  high,  this  assists  in 
making  the  diagnosis. 

In  questionable  cases,  diagnostic  pneumoperi- 
toneum has  been  of  help.  This  study  will  identify 
the  hemidiaphragmatic  shadow  and  will  produce 
a pneumothorax  in  the  presence  of  a diaphrag- 
matic tear.  Carter,  et  al,6  lists  four  points  that 
should  arouse  one’s  suspicion  of  a traumatic 
hernia:  (1)  arch-like  shadow  resembling  a high 
diaphragm;  (2)  extraneous  shadows  or  gas  con- 
taining shadows  extending  above  the  diaphragm; 
(3)  shift  of  the  mediastinal  structures  to  the 
contralateral  side;  and  (4)  platelike  atelectatic 
changes  superadjacent  to  the  arch-like  shadow. 

These  points,  plus  consideration  of  the  other 
possible  diagnostic  studies,  plus  a high  index  of 
suspicion,  would  certainly  assist  in  making  the 
diagnosis  in  many  instances. 

DISCUSSION 

The  majority  of  some  of  the  more  recent 
articles  about  traumatic  rupture  of  the  diaphragm 
are  from  larger  teaching  hospitals.  The  increasing 
frequency  of  high  speed  accidents,  however,  make 
it  mandatory  that  the  smaller  or  community  hos- 
pitals recognize  these  potentially  dangerous  in- 
juries. Most  authorities  agree  that  the  degree  of 
trauma  necessary  to  cause  traumatic  rupture  of 
the  diaphragm  varies  over  a wide  range;  however, 
most  cases  occur  after  massive  trauma.  There 


is  also  a high  frequency  of  associated  injuries, 
such  as  fractured  ribs,  fractured  pelvis,  ruptured 
spleen,  ruptured  liver,  etc.  Most  series  report 
the  most  common  site  of  the  injury  on  the  left 
side  is  in  the  posterior  lateral  portion  of  the  left 
hemidiaphragm,  which  was  true  in  our  first  case. 
While  rupture  of  the  right  hemidiaphragm  is 
certainly  less  common,  probably  due  to  the  bulk 
of  the  liver,  rupture  on  the  right  side  can  occur. 

The  pathophysiology  involved  in  traumatic 
rupture  of  the  diaphragm  depends  upon  two 
factors:  (1)  cardiorespiratory  effects,  such  as 

compression  of  adjacent  lung,  mediastinal  shift  or 
contralateral  pulmonary  compression  and  (2)  the 
type  and  amount  of  the  herniated  viscera.  Thus, 
in  some  instances,  the  presenting  symptoms  can 
simulate  an  abdominal  satastrophe  or  even  an 
intestinal  obstruction.  Compression  of  lung  tis- 
sue leads  to  atelectasis  and  shunting  with  de- 
creased oxygenation. 

It  should  be  mentioned  that  in  a number  of 
instances,  an  unsuspected  diaphragmatic  tear  may 
be  found  at  thoracotomy  or  laparotomy  per- 
formed at  a later  date  for  some  other  purpose. 
As  stated,  most  traumatic  hernias  give  rise  to 
symptoms,  but  in  some  instances  the  presence  of 
a traumatic  rupture  may  not  be  noted  for  months 
or  even  years  after  the  traumatic  episode. 

In  the  past,  there  has  been  some  controversy 
regarding  the  type  of  surgical  approach  to  repair 
these  hernias.  Most  authorities  however,  feel 
that  the  choice  of  incision  varies  with  the  stage 
of  recognition  and  the  presence  or  absence  of 
other  associated  injuries.  The  abdominal  ap- 
proach would  of  course  be  preferred  in  acute 
situations,  so  that  other  abdominal  injuries  could 
be  evaluated  at  the  time.  If  it  is  some  time  before 
the  diagnosis  is  made,  a thoracic  approach  is 
often  preferable  in  order  to  be  able  to  deal 
readily  with  the  adhesions  which  develop  between 
the  herniated  viscera  and  the  intra-thoracic 
structures.  Primary  repairs  can  usually  be  ac- 
complished, however,  from  below  without  dif- 
ficulty, especially  on  the  left  side. 

SUMMARY 

Traumatic  rupture  of  the  diaphragm  is  an  often 
occult  and  sometimes  fatal  injury.  It  may  be  an 
isolated  or  one  of  many  critical  injuries.  A 
high  index  of  suspicion  and  appropriate  roent- 
genographic  studies  should  lead  to  an  earlier 
diagnosis  and  therefore  shorten  convalescent 
period  for  these  patients. 
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Mental  Health  Programs 
For  Preschool  Children 

Families  with  a child  under  five  years  of  age 
whose  behavior  is  so  disturbed  that  there  is  a 
serious  family  disruption  need  immediate  crisis 
counseling  and  support.  Families  with  a young 
child  whose  behavior  indicates  that  there  is  a 
high  risk  of  eventual  long-term  institutionalization 
need  a comprehensive  service  system  willing  to 
commit  the  resources  required  to  helping  them 
maintain  their  child  in  their  home  community. 
The  Regional  Intervention  Program  (RIP),  pro- 
vides these  and  many  other  adjunctive  services 
to  families  in  the  Middle  Tennessee  area. 

The  RIP  which  began  at  the  Kennedy  Center, 
George  Peabody  College,  in  1969  as  a demonstra- 
tion project  funded  by  the  Bureau  of  Education 
for  the  Handicapped  and  is  now  a state  service 
administered  by  Central  State  Psychiatric  Hos- 
pital, has  received  nationwide  acclaim  as  an 
exemplary  early  intervention  model.  The  Ten- 
nessee legislature  recently  passed  a resolution  re- 
questing consideration  and  planning  for  statewide 
expansion  of  the  services.  Vertical  expansion  in 
the  form  of  a RIP  model  program  for  children 
over  the  age  of  five  has  already  been  implemented 
in  the  middle  Tennessee  area. 

RIP  is  a flexible,  highly  economical  service 
delivery  system  designed  for  operation  by  a few 
specially  trained  master’s  level  special  educators 
functioning  as  resource  decision  makers.  Pro- 
fessionals from  the  areas  of  pediatrics,  education, 
psychology,  child  psychiatry,  and  speech  path- 
ology perform  an  important  function  as  consul- 
tants to  the  resource  staff. 
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The  RIP  is  unique  in  several  ways.  It  provides 
early  intervention  services  which  do  not  exist  in 
other  regions  of  the  state — services  which  might 
bankrupt  the  families  in  need  of  them  if  they 
could  be  purchased.  The  program  works  toward 
precise  behavioral  objectives  under  continuous 
and  reliable  measurement  feedback.  RIP’s  entire 
organization  is  a training  system  in  which  parents 
learn  to  implement  program  operations  at  the 
same  time  as  they  are  learning  to  manage  their 
children’s  inappropriate  behavior  and  teach  them 
essential  language  and  social  skills. 

Families  are  referred  to  RIP  by  other  parents, 
mental  health  agencies,  public  health  nurses,  pre- 
school teachers,  social  workers,  and  physicians. 

Dr.  Joseph  Lentz,  a Nashville  pediatrician,  de- 
scribes the  program  as  “providing  an  invaluable 
service  to  families  with  oppositional  and  dis- 
abled preschoolers.”  Dr.  Emmitt  Dozier,  Vander- 
bilt psychiatrist,  states:  “There  are  children  and 
adults  with  certain  types  of  problems  who  benefit 
significantly  from  the  techniques  learned  in  the 
program.  I have  found  the  staff  at  RIP  to  be 
interested  and  invested  in  the  children  they  serve 
and  I am  particularly  impressed  with  them  work- 
ing in  conjunction  with  other  agencies  when  indi- 
cated with  a particular  child.” 

Thus,  by  utilizing  special  educators  as  resource 
personnel  in  a program  managed,  implemented, 
and  evaluated  by  parents  and  citizen  volunteers, 
the  Tennessee  Department  of  Mental  Health 
through  its  Middle  Tennessee  Preschool  Program 
is  delivering  inexpensive,  effective,  comprehen- 
sive, and  individualized  services  to  handicapped 
preschoolers  and  their  families. 
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Renal  Mass 

Answer  on  page  846 

Please  examine  the  5-minute  film  from  an  excretory 
urogram  on  a 75-year-old  woman  with  vague  abdominal 
pain,  and  choose  the  best  diagnosis: 

a)  Hamartoma 

b)  renal  abscess 

c)  simple  cyst 

d)  carcinoma 


From  the  Department  of  Diagnostic  Radiology,  Univer- 
sity of  Tennessee  Center  for  the  Health  Sciences,  Mem- 
phis, Tenn.  38103. 


Fig.  1 
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Fig.  3a 


Fig.  3b 


Answers  to  X-Ray  of  the  Month 

from  p.  845 

Answer:  Simple  cyst  of  the  right  upper  kidney  medi- 
ally. Note  the  distortion  and  displacement  of  the  calyces 
here.  Simple  cyst  is  by  far  the  most  common  mass  like 
lesion  of  the  kidney,  occurring  about  ten  times  more 
often  than  carcinomas.  Hamartomas  (angiomyolipomas) 
do  affect  the  kidneys  but  are  rare.  This  lesion  is  often 
found  in  young  people  in  association  with  tuberous 
sclerosis.  Abscess  of  the  kidney  is  also  uncommon. 

When  a mass  lesion  of  the  kidney  such  as  this  is 
discovered  on  excretory  urography,  further  diagnostic 
work-up  at  our  institution  includes  renal  arteriography. 
This  procedure  will  correctly  differentiate  renal  cyst  from 
neoplasm  about  90%  of  the  time.  Please  note  in  Figures 
2a  and  2b,  which  are  selected  films  from  the  renal 
arteriogram  from  the  patient  presented,  that  the  lesion  is 
smooth,  radiolucent  and  has  a pencil  thin  rim  medially. 
No  neovascularity,  tumor  staining  or  early  venous  filling 
is  visible. 

We  can  now  say  that  this  lesion  has  a 90%  chance 
of  being  a simple  cyst.  A simple  cyst  occasionally  has 
a carcinoma  in  its  wall,  however,  so  we  would  like  to 
be  more  confident  of  our  diagnosis.  We  accomplish  this 
with  translumbar  cyst  puncture  under  fluoroscopic  con- 
trol at  which  time  we  aspirate  the  lesion.  Clear  fluid 
signals  a simple  cyst;  bloody  fluid  may  mean  that  a 
neoplasm  is  present.  In  the  case  presented  above,  the 


fluid  was  clear.  Moreover,  cytologic  examination  of  it 
for  malignant  cells  was  negative  as  was  fat  stains 
(usually  positive  in  malignant  lesions)  and  LDH 
(usually  elevated  in  inflammatory  lesions). 

Following  fluid  aspiration,  we  inject  contrast  material 
and  air  into  the  lesion  and  expose  films  in  several  differ- 
ent positions  so  as  to  outline  the  wall  of  the  lesion.  If  a 
small  neoplasm  is  present  in  the  wall,  one  can  usually 
see  it  projecting  into  the  lumen  of  the  cyst.  Figures  3a 
and  3b  show  that  the  lesion  we  are  presenting  has  a 
smooth  wall.  We  can  now  be  more  than  99%  confident 
that  we  are  dealing  with  a benign  cyst. 

Cyst  puncture  has  proven  to  be  an  easy  and  safe  diag- 
nostic procedure  that  is  accurate  enough  in  reaching  a 
conclusive  diagnosis  to  avoid  operations  in  uncompli- 
cated simple  cysts.  Occasionally  a cyst  ruptures  at  the 
time  of  puncture.  This  produces  no  untoward  effects 
and  therefore  should  not  be  a cause  for  concern. 

Rees  Buttram,  M.D. 

Stephen  Gammill,  M.D. 
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hypertension  reviews 


Coarctation  of  the  Aorta 

Coarctation  of  the  aorta  is  a congenital  narrow- 
ing of  the  aorta  of  variable  length  and  location. 
Although  coarctation  is  a rare  cause  of  hyperten- 
sion, its  recognition  is  important  because  surgical 
therapy  usually  relieves  the  hypertension  com- 
pletely. Approximately  95  percent  of  coarcta- 
tions are  located  distal  to  the  left  subclavian 
artery  in  close  proximity  to  the  ductus  arteriosus, 
the  remaining  occur  elsewhere  in  the  thoracic  or 
abdominal  aorta.  Classification  is  based  upon 
patency  of  the  ductus  arteriosus  and  the 
relationship  of  the  coarctation  to  the  ductus,  i.e. 
preductal  or  postductal.  Generally  preductal 
coarctations  diffusely  involve  the  aorta,  are  fre- 
quently associated  with  complex  congenital  car- 
diac lesions  and  cyanosis,  and  have  a high  infant 
mortality  rate.  Postductal  lesions  tend  to  be 
discrete,  are  rarely  associated  with  complex  con- 
genital lesions  or  cyanosis,  and  frequently  permit 
survival  to  adulthood. 

Pathology  and  Pathophysiology 

Cardiovascular  defects  associated  with  pre- 
ductal coarctations  are:  patent  ductus  arteriosus, 
bicuspid  aortic  valve,  stenosis  or  abnormal  origin 
of  the  subclavian  artery,  atrial  or  ventricular 
septal  defects,  transposition  of  great  vessels,  endo- 
cardial fibroelastosis,  mitral  valvular  abnormal- 
ities, and  military  aneurysms  of  small  cerebral 
vessels.  Only  patent  ductus  arteriosus  and 
bicuspid  aortic  valve  are  commonly  associated 
with  postductal  lesions. 

Although  hypertension  limited  to  the  upper 
extremities  is  a common  feature  in  adults,  clinical 
and  experimental  studies  have  failed  to  elucidate 
the  precise  mechanism  responsible  for  this  phe- 
nomenon. The  mechanical  theory  supposes  that 
hypertension  results  solely  from  mechanical  ob- 
struction to  flow  while  the  humoral  theory  pro- 
poses that  it  results  from  diminished  renal  blood 
flow  and  renal  ischemia  with  activation  of  the 
renin-angiotensin-aldosterone  system.  Neither 
theory  has  been  conclusively  proven;  both  may 
well  be  operative. 


From  the  Hypertension  Center,  Vanderbilt  University 
Hospital,  Nashville,  Tenn.  37232. 


Diagnosis 

Infants  most  commonly  present  with  symptoms 
of  congestive  heart  failure.  Older  children  and 
adults  may  be  asymptomatic  or  may  present 
with  symptoms  of  hypertension,  congestive  heart 
failure,  diminished  blood  flow  to  the  legs,  bac- 
terial endarteritis,  or  rupture  of  aortic  or  cerebral 
aneurysms.  While  hypertension  limited  to  the 
upper  extremities  may  be  absent  in  the  presence 
of  congestive  heart  failure,  blood  loss,  or  bac- 
teriemia,  presence  of  this  sign  in  a child  or  young 
adult  should  prompt  a search  for  the  confirmatory 
signs  of  absent  or  weak  femoral  pulses,  brachial 
to  femoral  artery  pulse,  lag,  relative  hypotension 
in  the  legs,  and  evidence  of  collateral  blood 
vessels  whether  palpable,  audible,  or  visible  by 
direct  vision  or  x-ray. 

In  the  presence  of  hypertension,  left  ventricular 
hypertrophy  is  uniformly  present  on  physical 
examination  and  chest  x-ray  while  the  ECG  may 
or  may  not  be  revealing.  Dilated  intercostal 
arteries,  a major  collateral  pathway,  are  responsi- 
ble for  rib  notching  frequently  noted  on  chest 
x-ray.  Dilatation  of  the  ascending  aorta  and 
poststenotic  dilatation  of  the  aorta  distal  to  the 
coarctation  may  be  visible  on  x-ray  and  are  the 
sites  of  dissection  or  perforation  when  these 
complications  occur. 

Therapy 

Surgical  correction  is  accomplished  by  excision 
of  the  coarctation  and  end-to-end  anastomosis. 
Rarely  interposition  of  a prosthetic  graft  is  neces- 
sary. The  optimal  age  for  surgery  is  between 
eight  and  twenty  years.  Surgical  mortality  in 
infants  is  high  (37  to  56  percent)  because  of  the 
high  incidence  of  associated  congenital  cardiac 
defects  and  congestive  heart  failure.  Consequently 
it  is  preferable  to  treat  congestive  heart  failure 
in  infants  and  to  delay  surgery  until  age  six  or 
eight.  However,  surgery  should  not  be  delayed 
in  the  face  of  refractory  or  recurrent  congestive 
heart  failure.  Because  prognosis  is  poor  (75  per- 
cent die  before  age  40)  and  surgical  mortality 
low  (2.5-5  percent)  all  symptomatic  adults 
whose  general  health  permits  should  receive 
surgery.  In  adults  over  40,  surgical  mortality  in- 

cont.  on  page  849 
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Anaerobic  Bacteriology  Part  II 

As  stated  in  this  column  last  month,  there  are 
four  groups  of  organisms  that  account  for  most 
of  the  anaerobic  bacteria  encountered  in  clinical 
specimens.  The  four  groups  are:  (1)  Bacte- 

roides,  (2)  Anaerobic  gram  positive  cocci 
(Peptostreptococcus  and 'Peptococcus) , (3)  Clos- 
tridium  and  (4)  Anaerobic  diphtheroids  ( Propioni - 
bacterium  aeries).  In  addition  to  these  four 
groups,  Fusobacterium  was  mentioned  as  being  of 
importance  in  lung  abscesses. 

The  clinical  significance  of  the  above  four 
groups  of  organisms  was  carefully  evaluated  at 
the  Massachusetts  General  Hospital.  When  an 


anaerobic  organism  was  isolated  and  identified  in 
the  clinical  laboratory,  the  patient  was  carefully 
evaluated  by  a group  of  clinicians  to  determine  f> 
if  the  anaerobic  organism  was  causing  a sig- 
nificant clinical  infection.  In  those  cases  in  which 
Bacteroides  was  isolated,  it  was  found  to  be 
causing  a clinically  significant  infection  in  79% 
of  the  cases.  In  the  other  21%  it  was  thought 
to  represent  a contaminant.  In  those  cases  in 
which  an  anaerobic  gram  positive  coccus 
(Peptostreptoccus  or  Peptococcus)  was  isolated, 
it  was  clinically  significant  in  75%  of  the  cases 
and  of  no  clinical  significance  in  25%  of  the 
cases.  Surprisingly  enough,  Clostridium  organisms 
were  found  to  be  clinically  significant  in  only 
15%  of  the  cases.  In  85%  of  the  cases  they 
were  of  no  clinical  significance,  and  apparently 
represented  fecal  or  soil  contamination  of  the 
site  cultured.  Propionibacterium  aeries  (anaerobic 


In  Vitro  Susceptibilities  of  Major  Anaerobic  Isolates.* * 


Principal  Anaerobic 
Pathogen 
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(Table  taken  from  Gorbach,  SH  and  Bartlett,  JG.  N.  Engl.  J.  Med.,  V.  290,  p.  1291,  June  6,  1974). 


From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  TN  38104. 

* Editor’s  Note:  Both  of  these  should  be  regarded  as 
potentially  dangerous  drugs.  Chloramphenicol  may  cause 
aplastic  anemia.  Clindamycin  (Cleocin®)  and  its  analog 
Lincomycin  (Lincocin®)  may  produce  a membranous 
colitis,  which  has  caused  death  in  a significant  number 
of  cases.  They  are  valuable  drugs,  but  should  be  used 
with  caution,  and  only  with  clear  indications — of  which 
infection  with  these  organisms  may  be. 
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diphtheroids)  was  found  to  be  a contaminant  in 
99%  of  the  cases. 

In  most  cases  of  anaerobic  infections,  the  phy- 
sician should  select  an  antibiotic  on  the  basis  of 
predictable  susceptibilities  for  the  anaerobic 
organism  isolated  (See  table).  This  should  then 
be  confirmed  by  in  vitro  antibiotic  susceptibility 
testing  in  the  laboratory. 

The  selection  of  an  appropriate  antibiotic  in 
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anaerobic  infections  would  be  simple  and 
straightforward  if  it  were  not  for  the  fact  that 
Bacteroides  fragilis,  the  anaerobic  organism  most 
commonly  isolated  from  clinical  specimens,  has 
an  antibiotic  susceptibility  pattern  that  differs 
from  most  of  the  other  anaerobic  bacteria.  As 
indicated  in  the  table  at  the  end  of  the  column, 
most  clinically  important  anaerobic  bacteria  are 
susceptible  to  easily  achieved  levels  of  Penicillin 
G.  The  major  exception  is  Bacteroides  fragilis , 
since  more  than  90  per  cent  of  strains  are  resis- 
tant to  penicillin. 

Chloramphenicol  and  Clindamycin*  are  two 
antibiotics  that  are  active  against  a wide  range 
of  anaerobic  bacteria.  The  only  exceptions  are: 

( 1 ) A few  strains  of  Clostridium  have  been 
found  that  are  resistant  to  Chloramphenicol  and 

(2)  Some  Fusobacterium  varium  and  some 
Clostridium  (particularly  C.  sporogenes,  C.  ter- 
tium  and  C.  ramosum ) may  be  resistant  to 
Clindamycin. 

Hypertension  . . . 

cont.  from  page  847 

creases  (13-15  percent)  but  age  is  no  absolute 
contraindication.  It  is  difficult  to  justify  surgery 
in  asymptomatic  patients  unless  hypertension  is 
moderately  severe  (greater  than  180  mm  Hg) 
had  left  ventricular  hypertrophy  is  definitely 
present. 


Tetracycline  was  once  regarded  as  the  agent 
of  choice  for  anaerobic  infections,  especially 
those  involving  Bacteroides  fragilis,  but  recent 
studies  in  several  laboratories  indicate  that  50-65 
per  cent  of  the  strains  of  B.  fragilis  are  resistant 
to  tetracycline.  Resistance  has  been  noted  in 
other  anaerobic  species,  including  20  to  40  per 
cent  of  anaerobic  gram-positive  cocci.  In  the 
absence  of  reliable  susceptibility  tests,  tetracycline 
must  now  be  regarded  as  inferior  to  other  agents 
for  anaerobic  infections. 

Other  antibiotics  have  variable  activity  against 
anaerobic  bacteria.  Cephalothin  has  an  anaerobic 
spectrum  comparable  to  that  of  penicillin. 
Erythromycin  is  erratically  active  against  most 
anaerobic  species  at  the  levels  that  can  be 
achieved  with  oral  therapy.  Aminoglycosides 
such  as  gentamicin,  kanamycin,  neomycin  and 
streptomycin  have  little  activity  against  anaerobic 
bacteria  even  in  very  high  concentrations. 

Martin  D.  Palmer,  M.D. 

* 

Possible  postoperative  complications  include: 
recoarctation,  the  syndrome  of  paradoxical  hyper- 
tension and  necrotizing  mesenteric  arteritis,  and 
those  associate  with  thoracotomy,  arterial  anas- 
tomosis and  renal  and  spinal  cord  ischemia.  Of 
those  who  survive  surgery,  80  percent  of  infants 
and  95  percent  of  adults  receive  some  or  com- 
plete relief  of  hypertension. 

James  M.  Perry,  Jr.,  M.D. 


Halloween  Safety 

The  spooks  and  the  goblins  are  busy  getting  ready  for  their  big  night.  Halloween  is  here 
again. 

The  ancient  observance  of  All  Hallows’  Eve  in  modern  times  is  turned  over  largely  to 
the  very  small  fry.  The  tots  and  toddlers  take  full  advantage  of  the  occasion  to  dress  in 
scary  costumes  and  mooch  cookies  and  candies  from  the  neighbors  with  the  call  of  ‘‘Trick 
or  Treat.” 

The  rugged,  rampant  vandalism  of  a past  generation  is  largely  passe.  But  there  still  are 
some  safety  hazards  to  the  youngsters  who  roam  the  neighborhood  and  ring  doorbells. 

Make  your  small  spooks’  costumes  of  bright  colors.  You  might  even  sew  on  some  strips 
of  reflective  tape.  In  the  excitement  of  the  occasion,  they  might  dart  into  the  street.  A 
full  face  mask  can  cause  trouble,  if  there’s  a chance  that  it  can  slip  and  block  vision  or 
breathing.  A painted  false  face,  using  eyebrow  pencil,  grease  paint  or  burnt  cork,  serves 
admirably.  If  the  little  goblin  wants  a light,  give  him  a flashlight,  not  a candle  or  flaming 
torch. 

There  have  been  a few  instances  in  recent  years  of  twisted  individuals  handing  children 
fruit  or  candy  with  needles,  razor  blades,  glass  or  drugs  imbedded.  Caution  your  child  to 
bring  home  his  loot  for  inspection  before  eating  it. 

Adults  can  help  make  Halloween  safe,  too.  If  you're  out  in  your  car.  slow  down  and 
drive  with  extra  caution.  Keep  your  pets  in  the  house,  especially  dogs.  Leave  porch  lights 
burning,  front  and  back.  Put  away  lawn  furniture,  garden  tools,  trash  cans. 

Halloween  “Trick  or  Treat”  can  be  a memorable  night  for  the  small  children.  Help 

make  it  a safe  night.  Health  Tip  from  the  American 

Medical  Association 

Frank  Chappell.  Science  News  Editor 
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INDUSTRIAL 

PHYSICIAN 

Consider  the  position  of  examining 
physician  at  a major  Du  Pont  plant. 
Long  recognized  as  national  leaders 
in  industrial  medicine  and  plant  safety, 
Du  Pont  locations  feature  excellent  fa- 
cilities. 

Work  load  includes  routine  exami- 
nations, medical  treatments,  even  some 
minor  surgery  treatment.  Administrative 
and  supervisory  responsibility  round  out 
your  day.  Attractive  salary  and  bene- 
fits, pleasant  location,  and  yes,  peace 
of  mind.  For  consideration  write:  Per- 
sonnel Superintendent,  Du  Pont  Com- 
pany, Old  Hickory,  Tennessee  37138. 
An  equal  opportunity  employer  M/F. 


Research  scientists  in 
university  laboratories 
throughout  the  country  need 
thousands  of  mice  to  help 
save  lives  from  cancer. 

Will  you  help? 

GIVE  TO  YOUR 
American  Cancer  Society 
c p Fight  cancer 

•with  a checkup 
and  a check. 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 

6 to  12  years  of  age;  Vi  tablet'3  or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  -5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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History 

A 47-year-old  housewife  was  admitted  to  St.  Thomas 
Hospital  with  history  of  intermittent  shortness  of  breath 
associated  with  pressure-like  substernal  chest  pain.  This 
had  been  occurring  for  the  preceding  two  years  inter- 
mittently and  was  frequently  associated  with  ventricular 
bigeminy.  She  had  been  treated  with  Inderal  and  quini- 
dine  without  significant  improvement.  Isosorbide  dini- 
trate had  no  significant  effect  on  her  symptoms.  Treadmill 
exercise  electrocardiography  showed  frequent  premature 
ventricular  contractions  but  no  ST-T  wave  changes  sug- 
gestive of  myocardial  ischemia.  Cardiac  catheterization 
and  coronary  cineangiography  showed  no  occlusive 
coronary  arterial  disease.  Due  to  her  rather  marked 
symptomatology  and  the  inability  to  medically  control 
her  frequent  premature  ventricular  contractions,  a tem- 
porary transvenous  pacemaker  was  implanted  with  a 
rate  of  75  per  minute  and  her  ventricular  ectopic  beats 
were  not  noted  to  be  present.  Therefore,  a permanent 
transvenous  pacemaker  was  inserted  to  control  the  ven- 
tricular ectopic  beats  by  overdrive  suppression.  The  fol- 
lowing electrocardiogram  was  obtained. 


Discussion 

The  electrocardiogram  clearly  shows  a pacing 
artefact  and  in  lead  V4  it  can  be  seen  that  the 
pacemaker  rate  is  79/minute.  There  is  frequent 
ectopic  activity  present  throughout  the  tracing.  It 
is  noted  that  when  an  ectopic  beat  occurs  the 
pacemaker  spike  does  not  appear  at  the  expected 
time.  This  indicates  that  the  pulse  generator  is 


From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37203. 


functioning  properly  in  the  R wave  inhibited 
demand  mode.  Analysis  of  the  rhythm  strip  at 
the  bottom  of  the  tracing  reveals  that  the  QRS 
complexes  are  occurring  in  clusters  of  three.  The 
first  beat  in  this  trigeminal  pattern  consists  of  a 
paced  beat.  It  is  rather  wide  and  aberrated  and 
is  preceded  by  the  very  sharp,  narrow  down- 
ward deflection  of  pacemaker  stimulus.  The  next 
beat  in  the  complex  occurs  at  a coupling  interval 
of  0.46  seconds.  This  beat  is  also  unusually  wide 
with  a duration  of  0.13  seconds.  It  has  the  same 
orientation  as  the  paced  beat.  This  beat  repre- 
sents a premature  ventricular  contraction  follow- 
ing the  paced  beat  with  a fixed  coupling  interval. 
Note  that  the  first  beat  in  the  rhythm  strip  is 
such  a premature  contraction,  and  is  followed  by 
an  inverted  P wave. 

The  inverted  P waves  in  leads  2 and  3 repre- 
sent P waves  which  are  directed  from  inferior 
atrium  to  superior  atrium.  They  can  therefore  be 
regarded  as  reciprocal  P waves  representing  retro- 
grade conduction  through  the  AV  node  from  the 
preceding  ventricular  contraction  followed  by 
retrograde  depolarization  of  the  atrium.  The  first 
beat  in  this  series  is  not  followed  by  a QRS 
complex.  The  next  retrograde  P wave,  however, 
follows  the  QRS  by  a somewhat  longer  interval 
and  is  in  turn  followed  by  a QRS  complex  which 
is  opposite  in  direction  to  the  preceding  two 
beats  and  is  not  widened.  This  is  followed  by  an 
inverted  T wave. 

T wave  inversion  of  a normally  conducted  beat 
following  a premature  ventricular  contraction  is  a 
frequently  recognized  phenomenon.  Note  that  the 
QRS  complex  in  the  second  triad  of  beats  in  the 
rhythm  strip  occurs  following  a slightly  longer 
PR  interval  than  the  QRS  following  the  first  con- 
ducted retrograde  P wave.  Unfortunately  the 
rhythm  strip  is  not  long  enough  to  show  whether 
or  not  this  Wenckebach  pattern  persists.  Note 
also  that  this  pattern  is  intermittent  throughout 
the  tracing.  The  paced  beat  follows  the  preceding 
QRS  complex  by  760  msec.  This  is  exactly  the 
same  interval  that  is  noted  in  the  continually 
paced  beats  in  leads  V4  through  V6.  This  pace- 
maker therefore  demonstrates  no  hysterisis. 

Final  diagnosis:  1)  R wave  inhibited  demand 
pacemaker  functioning  normally;  2)  frequent 
premature  ventricular  contractions;  3)  frequent 
echo  beats  (retrograde  conduction  to  atria  fol- 
lowed by  normal  QRS  complex). 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-directors 
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THE  COOPER  REVIEW 

Answer  true  or  false  unless  otherwise  indicated 

(answers  on  page  872 ) 


1.  Peptic  strictures  are  frequently  associated  with  hiatal  hernias. 


2.  Achalasia,  a motor  disturbance  of  the  esophagus,  is  frequently  associated  with  profound  weight 
loss  of  30  or  40  lbs.  of  weight. 

3.  Multiple  sclerosis  is  a relatively  common  affection  of  the  central  nervous  system  in  America. 
Diagnosis  is  often  difficult,  especially  early  in  the  disease.  Most  patients  follow  an  intermittent  course 
of  exacerbations  and  remission,  and  many  ultimately  develop  considerable  neurologic  disability.  A 
wide  variety  of  forms  of  therapy  have  been  advanced,  and  are  currently  in  use  by  physicians.  The 
precise  etiology  of  this  disease  has  not  yet  been  identified,  although  the  viral  and  immunologic  aspects 
seem  promising  currently. 

a.  It  is  essential  for  all  MS  patients  to  adhere  to  a strict  low  fat  diet. 

b.  Frequent  injections  of  vitamin  B12  are  important  in  the  management  of  this  malady. 

c.  Massive  oral  doses  of  various  vitamins  such  as  vitamin  E have  proven  of  value  in  therapy. 

d.  A recent  large  cooperative  study  has  shown  that  short  courses  of  daily  ACTH  injections  can 
often  be  helpful  in  inducing  a remission  in  the  disease  when  acute  exacerbations  occur. 

4.  Which  test  is  of  greater  value  for  the  diagnosis  of  systemic  lupus  erythematosus? 

a.  LE  cell  preparation 

b.  Antinuclear  Antibody  test 

c.  Both  tests  have  value 


5.  A 44-year-old  man,  heavy  smoker,  heavy  drinker,  presents  to  your  office  with  right  shoulder 
pain.  On  examination,  he  has  good  range  of  motion  of  his  right  shoulder,  without  trigger  points. 
There  is  a noted  droop  to  the  patient’s  right  eye,  associated  with  a constricted  pupil.  You  inject  his 
shoulder  with  a local  corticosteroid  preparation,  and  obtain  X-rays.  X-ray  of  the  shoulder  and  chest 
are  essentially  negative.  Two  weeks  later  the  patient  returns  stating  that  he  is  much  worse,  and  was 
not  relieved  by  the  injection.  On  examination  he  has  full  range  of  motion  without  pain.  No  trigger 
points. 

The  next  appropriate  step  to  take  is: 

a.  Repeat  the  local  corticosteroid  injection. 

b.  Start  him  on  a course  of  Phenylbutazone  therapy. 

c.  Perform  a bone  scan. 

d.  Perform  a lumbar  puncture. 

e.  Obtain  apical  lordotic  views  of  the  chest. 

“The  Cooper  Review”  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New 
Jersey,  Sherman  Garrison,  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review”  is  a review  of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 
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CONGRESS  APPROVES  PENSION  REFORM  BILL  ...  The  bill,  passed  by  the 
Senate  and  the  House,  and  signed  by  the  President,  will  allow  self- 
employed  physicians  to  increase  Keogh  Plan  retirement  contributions  for 
this  year  to  15%  of  income,  up  to  $7,500  a year  . . . The  arrangement 
would  be  retroactive  to  January  1,  1974  and  would  boost  tax  deferrals  on 
earned  income  from  the  old  level  of  10%  of  income,  and  a maximum  of  $2,500 
per  year  . • . The  law  contains  a relatively  minor  restriction  on  cor- 
poration pension  plans  that  would  affect  so-called  professional 
corporations  or  associations,  that  have  been  gaining  favor  with  many 
physicians  in  recent  years.  A "grandfather  clause"  exempts  current 
plans  that  exceed  this  standard  . . . The  bill's  main  features  establish 
vesting  principles,  and  set  up  standards  for  funding  for  every  pension 
plan  in  the  country  . . • Here  are  some  hypothetical  examples  to 
illustrate  the  new  provision  as  it  could  pertain  to  physicians  . . . 

Dr.  X nets  $30,000  a year  from  his  practice.  Under  previous  rules,  he 
was  allowed  to  defer  taxes  on  10%  of  his  income  contributed  to  an  approved 
Keogh  Plan  up  to  a maximum  of  $2,500.  Dr.  X was  allowed  to  set  aside 
$2,500  for  retirement  since  a full  10%  of  his  income,  $3,000,  would  have 
exceeded  the  ceiling.  Self-employed  persons  will  now  be  allowed  to  defer 
taxes  on  15%  of  their  income  up  to  a new  ceiling  of  $7,500.  Dr.  X will 
now  be  permitted  to  defer  taxes  on  $4,500,  or  15%  of  his  income. 

Another  illustration:  Dr.  Y nets  $40,000  from  his  practice.  He 

pays  his  one  full-time  nurse  $10,000  per  year.  Under  the  old  rules,  he 
may  have  established  a 6%  Keogh  Plan.  He  was  allowed  to  defer  taxes  on 
$2,400  of  his  income  and  he  only  was  required  to  contribute  $600  to  the 
plan  for  his  nurse  (6%  of  income)  . . . Noting  the  new  rules.  Dr.  Y will 
waste  no  time  changing  to  a maximum  15%  plan.  His  tax  deferred  income 
can  now  rise  to  $6,000  (15%  of  his  net),  and  he  will  have  to  contribute 
$1,500  per  year  for  his  nurse. 

^ 


A PROCEDURE  FOR  FEE  INCREASES  ...  A procedure  for  determining  reasonable, 
non-inf lat ionary  fee  increases,  in  line  with  "voluntary  restraint"  has 
been  recommended  by  the  American  Medical  Association  . • . Physicians 
are  urged  to  increase  fees  only  when  necessary  (1)  to  offset  high 
operating  costs;  (2)  to  keep  pace  with  cost  of  living  increases;  or  (3) 
to  correct  inequities  caused  by  the  price  freeze  under  the  now  expired 
Economic  Stabilization  Act  . . . Physicians  must  determine  for  themselves 
whether  they  need  to  increase  net  income,  and  if  so,  how  much — to  keep 
from  contributing  to  further  inflation.  Physicians  may  still  need  to 
increase  fees  moderately  to  meet  higher  operating  costs. 


NATIONAL  HEALTH  INSURANCE  . . . The  House  Committee  on  Ways  and  Means, 
after  conducting  more  than  a week  of  sessions  directed  toward  developing 


a compromise  NHI  bill,  has  now  deferred  action  on  the  subject.  It  appears 
certain  that  no  such  legislation  will  be  passed  in  the  present  Congress, 
although  the  Committee  staff  has  been  instructed  to  continue  its  efforts 
to  formulate  alternative  health  insurance  provisions  to  be  considered  by 
the  Committee.  Votes  were  taken  on  several  major  policy  questions,  but 
the  Committee  was  unable  to  agree  upon  a mutually  acceptable  financing 
plan  for  catastrophic  health  insurance.  Chairman  Wilbur  Mills  had 
presented  a 12-page  proposal  to  the  Committee  in  which  he  outlined  major 
principles  as  well  as  certain  specifics  of  a National  Health  Insurance 
program.  The  proposal  formed  the  basis  for  the  Committee  discussion  and 
for  the  several  votes  which  were  taken.  Representative  Broyhill  (R-Va. ) 
called  for  the  adoption  of  the  tax  credit  financing  system  as  embodied 
in  the  AMA's  Medicredit  proposal,  but  the  motion  failed  to  carry  as  a 
result  of  a 12-12  tie.  Also  defeated  by  a vote  of  13-12  was  a 
proposal  to  adopt  the  financing  system  of  H.R.  5200,  the  NHI  proposal 
advanced  by  the  Health  Insurance  Association  of  America.  The  Committee 
did,  however,  agree  to  a proposal  for  standardizing  the  Medicaid  program. 
It  was  apparent  from  the  voting  that  the  Committee  had  not  reached  agree- 
ment on  major  elements.  Chairman  Mills  then  postponed  for  now  any 
further  consideration  of  NHI. 

The  proposal,  developed  at  the  direction  of  Representative  Mills, 
would  provide  the  following:  (1)  coverage  of  the  expenses  of  catastrophic 

illness  financed  by  a payroll  tax  requiring  employers  to  pay  up  to  75% 
and  workers  up  to  25%;  (2)  uniform  eligibility  requirements  and  benefit 
structures  for  the  Medicaid  plan;  and  (3)  mandated  employer-employee 
health  insurance  for  the  first  $6,000  of  cost  incurred  per  family  per 
year.  The  employer  would  contribute  at  least  75%  of  the  health  insurance 
premium  under  the  mandated  plan  (65%  for  the  first  three  years  of  the 
program) . An  alternate  plan  would  be  established  to  cover  those  persons 
not  otherv/ise  insured.  The  plan  would  be  administered  through  the  states 
through  a state  chartered  health  insurance  corporation.  The  Medicare 
program  would  be  revised  to  remove  the  limits  on  hospital  days,  limit 
deductibles  and  coinsurance  to  $1,000  and  provide  coverage  of  outpatient 
drugs. 


PHYSICIANS  TRAVELING  ABROAD  ARE  HIT  BY  IRS  RULING  . . . The  Internal 
Revenue  Service  has  ruled  that  expenses  incurred  by  physicians  on  trips 
abroad  that  combine  vacations  with  "brief"  professional  seminars,  are 
non-deductible  personal  expenses.  The  IRS  stated  that  short  professional 
seminars  during  two-week  trips  abroad  "did  not  convert  a vacation  into 
a business  trip." 


PHYSICIAN  PARTICIPATION  IN  PSRO  . . . The  Tennessee  Foundation  for 
Medical  Care,  Inc.,  comprising  those  physicians  in  the  eighty-four 
counties  of  the  Area  II  PSRO  organization,  have  steadily  been  indicating 
their  participation.  Sixty  per  cent  of  the  eligible  physicians  out  of 
the  1,800  physician  area  of  the  eighty-four  counties,  have  now  signed 
cards  indicating  participation  . . . The  Foundation  has  commitments  from 
twenty  hospitals  to  participate  in  the  Foundation’s  data  system.  There 
are  some  160  hospitals  within  the  area  . . . The  Foundation’s  plan  has 
been  accepted  by  some  thirty  long-term  care  facilities,  such  as  skilled 
care  facilities. 


EXPANDED  ROLE  OF  R.N.  DEFINED  . . . The  Tennessee  Board  of  Nursing  has 
adopted  a change  in  their  rules  and  regulations  concerning  the  functions 
and  duties  of  RNs.  The  following  statement  was  adopted  by  the  Board: 
"Registered  nurses,  duly  licensed  by  the  State  of  Tennessee  who 
practice  nursing  in  this  state  are  not  prohibited  from  expanding 
their  roles  by  the  Nursing  Practice  Act.  However,  RNs  functioning 
in  an  expanded  role  assume  personal  responsibility  for  all  their 
acts.  RNs  who  manage  the  medical  aspects  of  a patient’s  care  must 
have  written  medical  protocols,  jointly  developed  by  the  nurse  and 
the  sponsoring  physician ( s ) . The  detail  of  medical  protocols  will 
vary  in  relation  to  the  complexity  of  the  situations  covered  and  the 
preparation  of  the  RN  using  them. " 

TMA’s  Interprofessional  Liaison  Committee  has  been  working  with  the 
Tennessee  Nurses  Association  to  develop  a joint  statement  on  the  expanded 
role  of  the  professional  nurse  in  health  care  delivery.  A statement 
developed  jointly  was  presented  to  the  TMA  House  of  Delegates  in  April 
but  was  re-referred  by  the  House  back  to  the  committee  for  further 
refinement  of  the  description  of  the  nurse-patient-physician  relationships 
and  accountability. 


SOUTH  AMERICAN  ADVENTURE  SCHEDULED  . . . Reservations  are  now  being  taken 

for  TMA’s  Air/Sea  cruise  of  South  America  scheduled  to  depart  Memphis 
and  Nashville,  February  19,  1975.  This  once-in-a-lif etime  cruise  along 
the  sunny  coast  of  South  America  will  be  aboard  the  new  luxury  cruise 
ship  GOLDEN  ODYSSEY  during  her  maiden  season.  Plans  call  for  a direct 
flight  aboard  a chartered  jet  to  Rio  de  Janeiro  to  board  the  Royal  Cruise 
Line's  brand  new  cruise  ship  GOLDEN  ODYSSEY.  Ports  of  call  during  the 
two-week  excursion  include  some  of  the  loveliest  and  most  exciting 
places  along  South  America's  East  Coast.  Santos,  Sao  Paulo,  Mar  Del 
Plata,  Montevideo  and  Buenos  Aires  will  all  be  visited.  All  details  for 
the  trip  are  being  handed  by  INTRAV  of  St.  Louis.  The  price  depends  upon 
the  type  stateroom  selected  and  ranges  from  a low  of  $1098  to  $1598.  All 
meals  are  included  as  well  as  a generous  70-lb  baggage  allowance.  A 
deposit  of  $100  will  hold  any  member's  reservation.  Interested  persons 
are  urged  not  to  delay  in  submitting  a reservation. 

^ sl«  v'^ 
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MED  STUDENTS  REACH  ALL  TIME  HIGH  . . . 14,436  First-Year  Medical  Students 
a record  total,  are  expected  to  enroll  in  the  nation's  114  medical  schools 
this  fall.  The  AMA's  Department  of  Undergraduate  Medical  Education 
estimates  that  total  medical  school  enrollment  will  be  53,735.  Although 
no  new  medical  schools  admitted  students  for  the  first  time  this  year, 
the  expansion  of  the  existing  schools  accounts  for  the  slight  increase 
over  last  year's  figures  of  14,182  first-year  medical  students  and  a 
50,912  total. 
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The  AMA  is  offering  two  “firsts”  in  postgradu- 
ate courses,  beginning  with  the  Clinical  Conven- 
tion in  Portland,  Ore.  Scheduled  for  Nov.  30- 
Dec.  1,  a postgraduate  course  in  public  speaking 
will  cover  the  basic  speaking  skills  offered  in  the 
regular  AMA  speakers’  programs,  plus  personal 
coaching  and  evaluation  through  television  play- 
backs. The  course  provides  11  hours  of  Category 
I credit  toward  the  AMA’s  Physician’s  Recognition 
Award.  Also  offering  Category  I credit  will  be 
new  courses,  co-sponsored  by  the  AMA  and  state 
medical  societies  and  offered  as  regional  pro- 
grams. They  are  designed  for  physicians  who  do 
not  attend  AMA  Annual  or  Clinical  Conventions. 

The  Joint  Commission  on  Accreditation  of 
Hospitals’  Board  of  Commissioners  has  expanded 
due-process  provisions  for  physicians  employed 
by  hospitals  in  medical-administrative  positions. 
Under  the  new  policy,  a physician  or  dentist  who 
is  being  terminated  has  the  right  to  a hearing 
before  a joint  conference  of  hospital  governing 
board  representatives  and  representatives  se- 
lected by  the  voting  members  of  the  medical 
staff.  The  change  in  the  interpretive  material  of 
Standard  VIII  of  the  “Governing  Body  Manage- 
ment” section  of  the  JCAH  Accreditation  Manual 
for  Hospitals,  is  expected  to  restrict  arbitrary 
action  in  the  termination  of  salaried  chiefs  of 
services  and  other  physicians  in  medical-admin- 
istrative positions. 

An  open  hearing  on  the  AMA’s  Section  Coun- 
cils will  be  conducted  by  the  Council  on  Consti- 
tution and  Bylaws,  Nov.  30,  during  the  1974  Clin- 
ical Convention. 

Coverage  for  chiropractic  services  under 
Medicare  will  not  be  expanded.  HEW  issued  final 
regulations  limiting  a chiropractor’s  activity  un- 
der law.  Coverage  will  be  provided  only  for  treat- 
ment of  “subluxation”  when  “a  malpositioning 
of  a vertebra  (is)  anatomically  demonstrable  on 
an  x-ray  film.”  Chiropractors  will  not  be  paid 
for  diagnostic  x-rays. 

AMA  computer  services  available  to  state  and 
medical  specialty  societies  under  AM-CAP— 
American  Medical  Computer  Services—are  de- 
tailed in  a booklet  prepared  by  the  AMA’s  Dept, 
of  Data  Services.  Societies  may  obtain  a copy 
from  Dept,  of  Data  Services,  AMA  Headquarters. 


A three-year,  experimental  citywide  prepaid 
health  system  under  Medicaid  will  be  launched 
in  Newark,  N.J.  Between  $36  million  and  $54 
million  in  federal  and  state  money  will  be  spent 
on  the  project.  The  plan  will  reorganize  the  exist- 
ing health  facilities  in  Newark  into  one  system 
of  care,  available  on  a prepaid  basis.  Six  hos- 
pital clinics  and  six  neighborhood  health  centers 
are  participating  in  the  program.  The  majority 
of  physicians  in  the  city  have  formed  an  inde- 
pendent practice  association  that  will  provide 
private  doctors’  services  in  the  same  prepaid 
way. 

Acceptance  of  foreign  medical  graduates  by 
all  U.S.  training  hospitals  was  urged  by  the 
AMA’s  Committee  on  Housestaff  Affairs.  The 
committee  issued  a report  with  45  separate 
recommendations  advocating  the  “elimination  of 
double  standards,  discriminatory  requirements 
and  other  pernicious  policies...”  The  report 
will  be  forwarded  to  the  AMA’s  Board  of  Trust- 
ees to  be  included  in  the  Board’s  report  to  the 
Clinical  Convention  in  December. 

Non-profit  hospitals  are  no  longer  exempt 
from  the  National  Labor  Relations  Act.  The  new 
law  includes  a provision  for  a 30-day  fact-finding 
period  prior  to  the  end  of  negotiations  on  con- 
tracts. The  American  Hospital  Assn,  had  advo- 
cated a 60-day  cooling-off  period  beginning  at 
the  end  of  contract  negotiations. 

Retired  military  physicians  may  now  take  po- 
sitions as  physicians  with  the  Defense  Dept,  with- 
out losing  any  of  their  retirement  pay.  Defense 
asked  the  Civil  Service  Commission  to  waive 
provisions  of  the  Dual  Compensation  Act  because 
of  the  physician  shortage  caused  by  the  end  of 
the  “doctor  draft.”  Previously,  CSC  had  waived 
the  provisions  against  dual  compensation  in  indi- 
vidual cases,  but  had  never  granted  the  blanket 
authority. 

Three  upcoming  AMA  courses  and  confer- 
ences at  the  Marriott  Motor  Hotel,  Chicago  are: 
Financial  Management  Seminar,  Nov.  2-3,  contact 
Practice  Management  Section,  AMA  Headquarters 
...AMA  Speakers  and  Leadership  Program,  Nov. 
16-17,  contact  AMA  Speakers  and  Leadership 
Programs,  AMA  Headquarters. . .3rd  AMA  Na- 
tional Leadership  Conference,  Jan.  24-26,  1975, 
contact  Field  Service  Dept.,  AMA  Headquarters. 


a Source  of  Information? 

/es,  with  certain  reservations, 
/erage  sales  representative 
great  fund  of  information 
the  drug  products  he  is  re- 
iblefor.  He  is  usually  able  to 
>r  most  questions  fully  and 
gently.  He  can  also  supply 
its  of  articles  that  contain  a 
deal  of  information.  Here, 
exercise  some  caution.  I usu- 
:cept  most  of  the  statements 
pinions  that  I find  in  the 
s and  studies  which  come 
the  larger  teaching  facilities, 
s without  sayingthat  a physi- 
,hould  also  rely  on  other 
es  for  his  information  on 
nacology. 

ingof  Sales  Representatives 

Ideally,  a candidate  for  the 
on  as  a sales  representative 
harmaceutical  company 
d be  a graduate  pharmacist 
as  a questioning  mind.  I don’t 
this  is  possible  in  every  case, 
d it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  orderto  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


:ity  they  are  indeed  useful; 
:ularly  in  the  fact  that  they 
minate  broadly  based  educa- 
material  and  serve  not  just 
jshers”  of  theirdrugs. 

therSideof  the  Coin 

Obviously,  the  pharmaceuti- 
mpanies  are  not  producing  all 
laterial  as  a labor  of  love- 
re  in  the  business  of  selling 
cts  for  profit.  In  this  regard 
nbitious  and  improperly  moti- 
sales  representative  can 
a negative  influence  on  the 
cing  physician,  both  by  pre- 
iga  one-sided  picture  of  his 
ct,  and  by  encouragingthe 
tioner  to  depend  too  heavily 
Jgs  for  his  total  therapy.  In 
ways,  the  salesman  has  often 
ted  objective  reality  and 
mined  his  potential  role  as  an 
itor. 

idustry  Responsibility 

Since  the  detail  man  must  be 
ormation  resource  as  well  as 
esentative  of  his  particular 
naceutical  company,  he 
d be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


E.  Kent  Carter 
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Strategy  of  Conquest 

Many  great  military  battles  have  been  won  by  laying  siege  to  the 
stronghold  of  the  enemy.  Two  successful  examples  that  come  to  mind  are 
the  siege  of  Vicksburg  and  Richmond  by  General  Grant  during  the  “War 
Between  the  States.”  An  unsuccessful  example  was  the  siege  of 
Stalingrad  during  “World  War  II.” 

Medicine  is  now  under  siege.  Our  two  strongholds,  “quality  of  care” 
and  “reasonable  costs”  are  now  besieged  not  by  one  enemy  but  by  many. 
Labor  unions  have  escalated  wages.  Therefore  prices  and  the  cost  of 
medical  care  among  other  services,  have  mounted  their  siege  both  politically 
and  by  the  use  of  publicity.  Labor  unions  are  unwilling  to  assume  their 
guilt  and  would  like  to  make  Medicine  their  scapegoat.  Politicians  have 
spent,  pork  barrelled,  and  stimulated  inflation  to  a point  that  they  cannot 
comprehend,  and  obviously  cannot  control.  They  are  picking  Medicine  as 
their  whipping  boy  to  hide  behind  when  they  face  their  constituents. 

Even  big  business  has  taken  advantage  of  labor’s  greed,  and  politicans’ 
spending  to  increase  their  profits  to  levels  beyond  their  dreams,  and  have 
squandered  our  resources  along  the  way.  They  too  join  the  siege.  They 
join  because  labor  is  demanding  that  business  pay  part  of  the  increased  cost 
of  medical  care  which  it  helped  to  produce.  Why  lay  siege  to  Medicine? 

It  is  a service  people  cannot  do  without.  Our  besiegers  cannot  declare 
medicineless  Thursday,  or  order  the  patient  to  take  a half  dose  every  other 
day,  or  cancel  the  last  three  stitches  in  a surgical  procedure.  Medical  care 
cannot  be  treated  like  the  meat  shortage,  or  the  fuel  crisis.  A second 
reason  is  that  doctors  are  too  busy  to  form  a united  front  and  fight  back 
like  other  groups.  We  cannot  declare  a “doctor  holiday”  or  take  a week  off 
to  march  down  Pennsylvania  Avenue. 

Our  profession  is  smaller  than  General  Motors — it  does  not  have  the 
financing  of  the  oil  companies  and  does  not  control  the  number  of  votes  as 
do  the  labor  unions.  We  are  easy  pickings.  The  siege  is  on.  We  are 
surrounded. 

How  do  we  man  our  defenses?  The  answer  lies  at  the  door  of  every 
practicing  physician  in  this  country.  We  each  see  at  least  twenty  patients 
per  day.  There  are  two  hundred  thousand  plus  physicians  in  the  United 
States.  We  practice  at  least  six  days  a week,  50  weeks  per  year.  Two  million 
patients  each  day  pass  through  the  offices  of  practicing  physicians  in  the 
United  States.  Allowing  for  return  or  repeat  visits,  we  see  a tremendous 
number  of  voters.  Will  we  take  the  time,  make  the  personal  effort  to  make 
these  patients  feel  welcome  in  our  offices,  show  them  we  care,  and  that  we 
are  their  personal  physician  and  friend?  Will  we  make  the  effort  to  correct 
the  muddy,  mendacious  thinking  that  has  been  injected  into  the  patient’s 
mind  by  our  enemies?  If  we  do  not,  Medicine  will  get  a permanent 
setback,  and  more  important  our  system  of  health  care  will  suffer  a 
humiliating  defeat.  In  addition  to  his  personal  efforts,  the  physician  should 
demand  that  his  local,  state  and  national  organizations  mount  educational 
campaigns  to  interpret  our  system  of  Medicine  to  the  voters. 

We  must  be  willing  to  make  a financial  sacrifice  to  pay  for  this  since  we 
do  not  have  the  ear  of  the  media  as  does  our  adversaries,  especially  the 
government.  This  effort  must  be  made  or  we  had  better  resign  ourselves  to 
becoming  vassals  of  union  leaders  and  government  bureaucrats.  The  patient 
should  take  heed  unless  he  wants  to  become  a number  with  a diagnosis 
and  treatment  prescribed  by  a bureaucracy,  rather  than  by  physicians  with 
education,  who  reason  and  have  compassion  for  their  patients. 


Yours  truly, 


President 
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Plus  ge  Change  . . . 

It’s  not  that  I don’t  understand  the  uneasiness 
of  our  profession  in  these  days,  faced  as  we  are 
by  progressively  more  government  control,  and 
especially  by  the  uncertainty  of  what  the  future 
will  bring.  But  sometimes,  and  particularly  in 
some  of  our  members,  this  uneasiness  borders 
onto  paranoia  as  they  contemplate  surveillance 
of  their  practice,  which  they  envision  not  as  Big 
Brother  looking  over  their  shoulder,  but  as  Big 
Brother  guiding  their  hand  and  calling  all  the 
shots. 

Perhaps  they  are  right,  and  this  is  for  a fact 
in  the  future,  but  it  will  require  legislation  far 
beyond  that  contained  either  in  current  laws  for 


professional  services  review  or  in  proposed  legis- 
lation, even  Senator  Kennedy’s,  for  National 
Health  Insurance.  While  we  need  to  keep  a 
cautious  ear  to  the  ground,  and  to  use  to  the 
utmost  our  powers  of  electoral  selection  as  to  who 
will  represent  us,  I should  like  to  propose  that 
most  of  what  we  are  dreading  is  not  in  any  way 
new,  and  is  simply  a present  awareness,  forced, 
to  be  sure,  of  something  which  has  been  with  us 
for  a very  long  time — over  half  a century,  in 
fact,  and  which  is  by  no  means  all,  or  even  pri- 
marily, bad. 

Those  of  us  who  were  in  practice  prior  to  or 
shortly  following  World  War  II  can  remember, 
if  we  put  our  minds  to  it — and  we  should — what 
conditions  existed,  even  at  that  late  date,  in 
many  of  our  major  hospitals,  not  to  mention  the 
small  private  hospitals  in  the  state.  No  internship 
was  required,  and  a graduate  of  an  accredited 
medical  school  could  literally  practice  “medicine 
and  surgery”  in  the  fullness  of  all  that  term 
implies.  He  could  do  whatever  he  was  “man 
enough”  to  try.  The  outcome,  in  many  cases,  was 
predictably  dismal,  and  often  when  it  turned  out 
otherwise  it  was  due  to  the  ministrations  of 
knowledgeable  house  officers.  Anyone  who  wants 
to  return  to  that,  say,  “Amen.” 

What  changed  it?  It  was  a combination  of  pro- 
fessional conscience  and  legislation,  the  latter 
promulgated  primarily  by  the  medical  profession 
itself.  As  early  as  1917  the  American  College 
of  Surgeons,  recognizing  the  wide  disparity  be- 
tween hospitals,  and  between  those  who  practiced 
in  them,  set  up  what  was  known  as  the  Hospital 
Standardization  Program,  which,  with  its  periodic 
inspection  and  accreditation,  culminated  in  the 
Joint  Commission  on  Accreditation  of  Hospitals. 
This  accreditation  has  acquired  progressively  more 
power,  with  teeth,  and  respect — again  due  to  the 
efforts,  not  of  government,  but  of  the  profession 
itself.  If  we  are  guilty  of  any  negligence,  it  is 
that  of  not  having  been  as  vocal  in  informing  the 
public  of  our  efforts  as  our  detractors  have  been 
in  proclaiming  our  faults.  As  a late  surgeon 
friend  of  mine  used  to  say,  “He  who  tooteth  not 
his  own  horn,  the  same  shall  not  be  tootethed.” 
In  the  mid-fifties  the  American  College  of 
Surgeons  introduced  the  concept  of  a medical 
practice  audit,  to  find  out  how  all  hospital  patients 
were  really  being  cared  for.  This  grew  out  of 
tissue  committees,  required  by  the  ACS  and 
later  the  JCAH,  to  account  for  surgically  re- 
moved tissues  which  showed  no  pathology  to 
justify  removal.  The  Kellogg  Foundation  was 
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persuaded  to  make  grants,  culminating  in  1955  in 
the  formation  of  the  Commission  on  Professional 
and  Hospital  Activities,  a non-profit  corporation, 
under  the  guidance  of  Vergil  Slee,  M.D.  CPHA 
has  developed  a nationwide  service  over  the  past 
20  years,  and  has  amassed  a huge  data  bank 
from  hundreds  of  hospitals.  Its  service  is  what 
we  know  as  PAS/MAP,  and  is  in  use  in  a number 
of  hospitals  in  Tennessee.  The  two  parts  of  its 
program  have  to  do  with  quality  of  care  (MAP) 
and  utilization  of  care  (PAS). 

With  the  advent  of  Medicare  (1965)  and  later 
Medicaid,  utilization  began  to  come  under  close 
scrutiny,  but  here  again  we  tend  to  lose  sight  of 
the  fact  that  this  was  not  something  new.  As 
third  party  payers  came  on  the  scene — the 
‘'Blues”  and  others — they  began  to  accumulate 
actuarial  statistics,  and  based  on  these,  and  on  fee 
schedules  for  physician  services,  furnished  them 
by  medical  societies  or  developed  on  the  basis 
of  “usual  and  customary”  fees  charged  by  phy- 
sicians serving  their  clients,  began  to  disallow 
portions  of  claims  of  their  clients  when  they 
seemed  excessive.  Medicare  simply  made  this 
more  visible,  and,  since  it  was  “government,” 
less  palatable.  Actually,  the  Medicare  adminis- 
tration was  only  trying  to  exert  what  is  all  too 
uncommon  in  government,  accountability  in 
expenditure  of  public  funds.  As  taxpayers,  if  not 
as  physicians,  we  should  be  grateful! 

Most  of  what  appears  in  PL  92-603,  the  PSRO 
law,  was  simply  the  couching  in  a statutory  format 
by  Senator  Bennett  of  proposals  by  organized 
medicine  for  policing  of  its  own  members  and 
the  institutions  in  which  they  practiced.  It  is 
firmly  based  in  history  and  tradition  extending 
back  over  a half  century,  from  the  time  of  World 
War  I.  It  has  gathered  into  one  law  assurance 
(or  attempted  assurance)  of  high  quality  patient 
care  and  accountability  for  public  funds. 

I recognize  that  there  is  a large  emotional 
overlay  in  our  thinking  about  PSRO,  because  it 
is  government  imposed,  and  we  are — not  without 
justification — suspicious  of  governmental  opera- 
tions. As  a close  and  knowledgeable  observer 
said  recently,  “We  don’t  have  a malicious  govern- 
ment— just  a dumb  one.”  I can  grant  them  that 
much,  can  you?  If  you  can,  then  ask  yourself 
whether  you  desire  for  your  patients  less  than  the 
best  possible  medical  care  at  a reasonable  cost. 
Then  ask  yourself  whether  or  not,  as  a taxpayer, 
you  desire  from  your  government  accountability 
for  public  funds. 

If  you  answer  yes  to  both  or  either  of  these 
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questions,  you  cannot  seriously  question  the  intent 
of  PL  92-603.  Your  next  step  is  to  read  the  law. 
It  has  been  published  in  the  Journal  (vol.  66, 
p.  980-992,  Oct.,  1973).  If  there  are  parts  which 
you  think  need  changing,  communicate  this  in- 
formation to  your  representatives  in  the  state 
medical  society  and  in  the  Congress.  It  is  not 
only  your  privilege,  it  is  your  duty.  I am  con- 
stantly amazed,  though  perhaps  I shouldn’t  be,  at 
the  number  of  doctors  who  complain — sometimes 
bitterly — about  a law  concerning  which  they  in 
fact  know  little  or  nothing.  For  the  most  part,  it 
is  not  a bad  law,  and  your  representatives  are 
trying  to  change  the  parts  which  are  bad. 

But  whatever  you  do,  don’t  blame  your  Federal 
government  for  dreaming  up  something  with 
which  to  torment  you.  Senator  Bennett’s  ideas  on 
PSRO  came,  ultimately,  from  yourselves,  a 
product  of  your  concern  for  your  patients. 

Plus  pe  change,  plus  9’est  la  meme  chose.* 

J.B.T. 

From  Samhain  to  UNICEF: 

Suffer  the  Little  Children  . . . 

The  end  of  the  ancient  Celtic  year  was  October 
31,  and  in  the  pre-Christian  British  Isles  the 
Druids  celebrated  it  as  the  eve  of  Samhain,  the 
end  of  summer  and  the  feast  of  the  dead.  On 
that  night  the  spirits  of  the  departed  were  said  to 
return  to  their  kin  to  gather  warmth  and  comfort 
for  the  coming  winter.  In  its  campaign  to  re- 
place pagan  festivals  with  Christian  ones,  the 
church  attempted  to  substitute  for  it  Allhallows 
Eve  the  vigil  preceding  All  Saints  Day,  a cele- 
bration originating  in  AD  834  from  the  dedica- 
tion in  Saint  Peter’s  basilica  of  a chapel  to  all 
the  saints.  Because  the  church  has  always  been 
only  partially  successful  in  depaganizing  custom, 
what  came  out  in  practice  was,  as  usual,  a 
compromise. 

It  is  relatively  easy  to  eradicate  the  outward 
signs  of  heathen  religions — the  formal  liturgies 
and  festivals,  the  temples  to  Apollo,  Diana,  Ymir, 
Quetzalcoatl,  and  so  on — but  the  beliefs  of  their 
priests  and  worshippers  die  hard.  By  the  end  of 
the  middle  ages  Allhallows  Eve  had  become  an 
established  part  of  the  church  calendar,  and  in 
Latin  countries  and  continental  Europe  only  the 
religious  aspects  of  the  feast  were  celebrated.  But 
its  rejection,  along  with  other  feasts,  by  the 
Protestant  reformation  did  not  prevent  Halloween 
folk  customs  of  pagan  origin  from  flourishing  in 

* The  more  it  changes,  the  more  it’s  the  same  thing. 
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the  British  Isles,  customs  derived  from  the  rise 
in  the  middle  ages  of  Satanism,  with  its  witches’ 
sabbaths  and  cult  practices. 

It  was  rural  Ireland  which  more  than  any  other 
area  maintained  its  hold  on  Halloween.  In  the 
name  of  Muck  Olla,  an  ancient  Druid  deity,  or  of 
St.  Colomb  Cille,  a 6th  century  missionary  to 
Ireland,  groups  of  Irish  peasants  would  go  from 
house  to  house  demanding  contributions  of  food, 
clothing,  or  money,  the  alternative  being  pranks 
and  mischief.  Though  some  of  the  Halloween 
customs  were  brought  to  this  country  by  the  early 
English  and  Scottish  settlers,  its  observance  here 
dates  mostly  from  the  massive  Irish  immigration 
of  the  1840’s,  and  with  the  introduction  of  their 
custom  of  “trick  or  treat.”  By  the  end  of 
the  century  this  had  become  largely  “trick,”  and 
it  soon  degenerated  to  acts  of  sheer  vandalism. 
As  20th  century  Americans  became  less  and  less 
tolerant  of  destructive  acts,  laws  began  to  be 
enacted  to  curb  Halloween  activities. 

The  rationalism  of  the  20th  century  has  re- 
sulted in  a gradual  decline  of  folk  traditions  gen- 
erally, and  this,  combined  with  the  destructive 
possibilities  inherent  in  the  mobility  we  have  in 
the  automobile,  has  caused  observance  of  Hallow- 
een to  be  largely  relegated  to  the  young,  whose 
imaginations  are  as  yet  unencumbered.  Though 
both  the  pagan  and  religious  aspects  of  the  sea- 
son have  become  attenuated,  we  have  at  the  same 
time  in  the  past  few  years  been  seeing  neighbor- 
hoods in  increasing  numbers  turning  an  evening 
once  devoted  to  harassment  on  the  one  hand  and 
apprehension  on  the  other  into  a force  for  good — 
“Trick  or  Treat  for  UNICEF.” 

The  United  Nations  is  not  an  uncontroversial 
institution,  and  one  must  often  wonder  whether 
or  not  it  is  a worthwhile  endeavor,  particularly 
for  the  United  States,  who,  while  shouldering  most 
of  its  financial  burden,  at  the  same  time  bears  the 
brunt  of  most  of  its  attacks,  made  up  as  it  now  is 
of  scores  of  small,  impoverished — the  so-called 
emerging  nations,  most  of  which  are  not  our 
friends. 

Regardless  of  how  we  feel  about  the  United 
Nations,  however,  UNICEF — the  United  Nations 
Children’s  Fund — merits  our  full  support.  Its 
main  goal  is  to  strengthen  and  expand  basic  ma- 
ternal and  child  health  services.  Serums  and 
vaccines  for  immunization  against  typhoid,  small- 
pox, diphtheria,  tetanus,  measles,  and  tuberculosis 
at  an  average  unit  cost  of  less  than  one  cent  are 
provided  by  the  agency.  In  addition,  stipends  are 
provided  for  health  care  personnel;  aid  is  given 


in  providing  clean  water  wells;  long  term  pro- 
grams against  chronic  malnutrition  have  been  set 
up  in  60  countries;  development  of  milk  process- 
ing plants  and  development  and  production  of 
high-protein  cereal-legume  food  mixtures  from 
available  food  sources  have  been  aided. 

In  1972  more  than  15,000  hospitals  and  urban 
and  rural  health  centers  in  94  countries  received 
UNICEF  materials  and  supplies,  almost  half  of 
its  funds  the  $3.4  million  collected  by  Halloween 
trick  or  treaters. 

The  U.N.  Declaration  on  the  Rights  of  the 
Child  states  that  “Mankind  owes  to  the  child  the 
best  that  it  has  to  give.”  Can  you  quarrel  with 
that?  About  4 million  American  children  will 
later  this  month  be  helping  those  less  fortunate 
than  themselves  by  ringing  doorbells  to  fill  their 
bright  orange  and  black  UNICEF  cartons.  It 
should  remind  us  that  the  Child  of  Bethlehem, 
become  a man,  said,  “Of  such  is  the  Kingdom 
of  Heaven.” 

J.B.T. 

Heritage — American  Style 

One  of  the  problems  of  a monthly  publication 
is  that  it  isn’t  much  of  a disseminator  of  news, 
because  anything  that  happens  just  after  we  go 
to  press  will  not,  unless  it  is  a really  hot  item, 
see  the  light  for  7 or  8 weeks.  Two  weeks  is  the 
absolute  minimum,  and  that  causes  a real  crisis 
in  production.  We  have  broken  into  the  produc- 
tion routine  only  twice  in  the  33  issues  I have 
edited,  the  most  recent  being  in  the  August 
issue  to  answer  an  editorial  in  the  Nashville 
Tennessean,  which  your  leadership  felt  to  be 
urgent.  The  other  had  to  do  with  (you  guessed 
it)  PSRO. 

All  this  is  by  way  of  saying  that  unless  you 
had  radio  failure  in  some  dim  recess  of  the  earth, 
or  had  a bout  of  encephalitis,  you  have  known 
for  some  time  that  our  nation  has  a new  Presi- 
dent, following  the  resignation  of  his  predecessor 
(and  particularly  in  light  of  subsequent  events, 
may  God  help  them  both!). 

The  events  in  Washington  for  the  past  year 
have  been  extensively  documented — though  I’m 
not  sure  we’ll  ever  know  what  really  happened — 
and  a lot  of  prejudiced  comment  made  pro  and 
con,  as  well  as  an  occasional  lucid  statement 
accurately  reported.  In  the  midst  of  it  all,  how- 
ever, the  thing  which  stands  out  clearly  as  the 
overriding  consideration,  outweighing  all  others, 
is  the  assurance  to  ourselves  and  to  our  friends 
abroad  that  our  form  of  government  works!  It 
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is  difficult  to  imagine  a greater  strain  on  a gov- 
ernment than  the  one  to  which  ours  has  been 
subjected  over  the  past  year.  We  have  seen  the 
resignation  of  the  Vice-President,  and  then  the 
President,  so  that  the  man  who  is  now  our  Presi- 
dent was  appointed,  and  not  elected  to  that  office. 
Yet  through  it  all  the  government  has  continued 
to  function  in  a reasonably  normal  manner  during 
a period  which  has  produced  crisis  after  crisis, 
both  domestic  and  in  countries  over  the  world — 
and  with  all  that,  we  have  seen  President  Ford, 
who  less  than  a year  ago  was  a Congressman 
from  Michigan,  step  in  and  take  over  almost 
without  missing  a beat. 

I don’t  know  about  you,  but  it’s  thrilling  to  me, 
and  I am  more  impressed  than  ever  by  the  wis- 
dom of  the  men  who  wrote  our  Constitution  and 
set  up  our  country’s  government.  The  beauty  and 
practicality  of  the  checks  and  balances  between 
the  Executive,  Legislative,  and  Judiciary  branches 
have  never  been  more  elegantly  demonstrated. 
The  man  in  the  most  powerful  position  in  the 
world — still  subject  to  the  law. 

There  is  one  thing  which  should  have  become 
abundantly  clear  in  all  of  this,  and  a lesson  to  the 
planners  of  our  Bicentennial  celebration.  This 
nation  was  not  founded  on  revolution  but  on  law. 
Those  who  have  dwelt  too  much  on  1776  as  our 
nation’s  birthday  should  keep  in  mind  that  putting 
forward  the  Declaration  of  Independence  as  our 
birthright  may  be  setting  a dangerous  precedent. 
The  American  Revolution  was  the  last  resort  of 
responsible  people,  entered  into  with  much 
thought  and  prayer,  to  right  a series  of  wrongs 
extending  back  for  50  years  or  more,  and  it  was 
viewed  by  most  colonists,  when  it  began  in  April, 
1775,  as  nothing  more  than  a means  to  that 
specific  end.  Most  in  fact  did  not  then  view  it  as 
necessarily  leading  to  permanent  separation  from 
England,  and  none  as  an  invitation  to  anarchy. 
Our  real  birthright  was  hammered  out  through 
fourteen  years  of  war  and  peace,  to  which  the 
Declaration  of  Independence  was  only  the  pre- 
amble. It  was  a 13-year  gestation  period,  so  to 
speak.  We  were  conceived  on  July  4,  1776,  but 
our  birthday  was  on  Sept.  13,  1789,  when  the 
ninth  state  ratified  the  Constitution,  making  union 
a reality.  There  were  many  childhood  crises,  a 
couple  near-fatal.  Certainly  except  for  the  “late 
unpleasantness  between  the  States”  we  have  never 
faced  a time  more  potentially  disastrous  than  the 
past  few  months — and  we  appear  to  have  come 
through,  if  not  unscathed,  at  least  intact,  and 
perhaps  even  stronger  if  we  never  lose  sight  of 


our  heritage  based  in  law,  which  has  triumphed 
magnificently.  Revolution  is  a last  resort,  used 
only  after  all  other  means  have  failed,  and  is 
never  to  be  entered  into  as  a lark,  as  some  of 
its  modern  proponents  seem  to  imply. 

Our  founders  saw  from  history  that  a true 
democracy  will  not  work,  human  nature  being 
what  it  is,  leading  to  chaos  and  ultimately  to 
anarchy.  They  formed  instead  a republic,  with  its 
representative  form  of  government.  But  a re- 
public, at  least  as  much  as  a democracy,  requires 
the  participation  of  every  member,  and  works 
best  with  a viable  two  party  system,  which  we 
have  had  in  Tennessee  for  several  years  now,  in 
fact  as  well  as  in  name. 

Next  month  we  will  elect  a Governor  to  serve 
us  for  the  next  four  years.  It  is  your  duty  and 
your  privilege  to  support  the  candidate  of  your 
choice.  It  is  your  heritage — which  is  fragile,  and 
can  be  lost. 

J.B.T. 


The  AMA  and  NHI 


To  The  Editor: 

Under  the  title  “AMA  Getting  Its  Way  Again,”  the 
Nashville  Tennessean  editorialized  on  August  27  con- 
cerning the  unlikelihood  of  the  passage  this  year  of  a 
national  health  insurance  bill.  The  final  paragraph  of 
the  editorial  says, 

“This  is  unfortunate  for  the  nation,  for  millions 
of  Americans  are  finding  they  can’t  afford  adequate 
health  care  at  today’s  rapidly  climbing  hospital 
costs.  It  may  also  be  unfortunate  for  some  con- 
gressmen when  they  go  home  in  mid-October  and 
try  to  explain  to  their  constituents  why  they  persist 
in  placing  the  wishes  of  the  American  Medical 
Association  above  the  interests  of  the  people.” 

The  enclosed  letter  [ printed  below — Ed.]  was  sent  to 
the  editor  of  the  newspaper,  who  predictably  declined 
to  print  it. 

To  the  Editor  [of  the  Nashville  Tennessean] 

Utilizing  a combination  of  innuendoes,  half-truths, 
clever  misinterpretations,  and  outright  distortions  of  fact, 
your  paper  consistently  seeks  to  place  the  blame  for  all 
health  care  problems  on  the  American  Medical  Associa- 
tion. Your  editorial  of  August  27  typically  indicts  the 
American  Medical  Association  for  the  failure  of  the 
House  Ways  and  Means  Committee  to  reach  agreement 
on  a National  Health  Insurance  plan. 
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The  American  Medical  Association  has  in  fact  pro- 
posed the  Medicredit  Plan  of  National  Health  Insurance 
which  has  185  congressional  sponsors,  the  largest  number 
supporting  any  of  the  numerous  National  Health  In- 
surance proposals.  The  chief  sponsor  of  the  Medicredit 
Bill  is  Representative  Richard  Fulton  of  the  Fifth 
Congressional  District  of  Tennessee,  with  whom  you 
certainly  must  have  almost  daily  contact.  Representa- 
tive Fulton  has  not  changed  his  mind  about  Medicredit. 

Your  editorial  of  August  27  further  implies  that  the 
position  of  the  American  Medical  Association  is  in  con- 
flict with  the  public  interest.  The  Medicredit  Bill  would 
provide  comprehensive  basic  and  catastrophic  health  in- 
surance through  a three-pronged  approach:  (1)  pay- 

ment of  the  full  cost  of  health  insurance  for  those  too 
poor  to  buy  their  own,  (2)  help  those  who  can  afford 
to  pay  a part  of  their  health  insurance  cost.  The  less 
they  can  afford  to  pay,  the  more  the  government  would 
pay,  and  (3)  see  to  it  that  no  American  would  have  to 
bankrupt  himself  because  of  a catastrophic  illness.  Is 
this  in  conflict  with  the  public  interest? 

I seriously  question  your  motives  in  health  care  re- 
porting and  I abhor  your  irresponsible  methods  of  re- 
porting on  such  a major  issue  affecting  the  public. 

James  W.  Hays,  M.D. 

Chairman,  Board  of  Trustees 
Tennessee  Medical  Association 

To  The  Editor: 

We  are  endeavoring  to  refurnish  a Civil  War  Phy- 
sician's Office  and  Waiting  Room  (at  the  request  of  the 
Miami  Purchase  Association)  ...  a Community  non- 
profit organization. 

We  urgently  desire  the  following  items  to  refurnish  a 
Civil  War  Physician’s  Office  and  Waiting  Room:  a small 
rolltop  desk  with  a brass  base  or  other  light  and  phy- 
sician’s chair,  glass  faced  medicine  cabinet,  glass  faced 
instrument  cabinet,  old  medical  jars  of  that  era,  medical 
chest  (small)  with  drawers  for  tablets,  pills,  etc.,  non- 
metal  tub  for  Sitz  Baths,  old  chairs,  curtains,  scales,  rag 
carpeting  or  rugs,  old  saddle  bag,  old  lights  for  office 
and  waiting  room,  old  patient’s  chairs  and  settee,  two  old 
“Shaker”  stoves  about  three  feet  tall  and  wood  burn- 
ing of  cast  iron,  old  stethescope,  old  brass  microscope, 
etc.  Any  suggestions  will  be  greatly  appreciated.  The 
Academy  of  Medicine  of  Cincinnati  believes  this  offers 
us  a unique  opportunity  to  present  all  visiting  groups 
to  this  historic  village  which  will  reflect  medicine’s 
interest.  Please  address  all  responses  to  Clyde  S.  Roof, 
M.D.,  Chairman,  Committee  on  History,  Academy  of 
Medicine  of  Cincinnati,  320  Broadway,  Cincinnati,  Ohio 
45202. 

Cordially  yours, 

Edward  F.  Willenborg 

Executive  Secretary 

Academy  of  Medicine  of  Cincinnati 

320  Broadway 

Cincinnati,  Ohio  45202 

Sickle  Cell  Anemia  in  White  Persons 

To  The  Editor: 

As  nearly  everyone  knows  (my  cook  did  not)  sickle 
cell  anemia  is  for  all  practical  purposes  confined  to  the 
black  race.  There  are  rumors  that  it  is  not  uncommon 
among  the  Greeks  and  other  groups  along  the  Mediter- 


ranean. But  we  must  bear  in  mind  their  closeness  to 
Africa. 

It  would  be  of  interest  to  know  of  the  first  case 
described  in  a white  person.  This  case  was  reported 
by  a Dr.  Sonnabeech  in  The  Slobavin  Journal  of  Vir- 
ology for  December  1700  in  which  a soldier  fighting  in 
the  Second  Great  Northern  War  was  wounded  in  the 
thigh  by  a machine  gun  bullet.  He  complained  of  con- 
siderable pain  and  most  of  the  doctors  thought  it  was 
the  result  of  the  wound  but  Dr.  Sonnabeech  said  it 
resembled  sickle  cell  anemia.  (The  boy  was  anemic — 
having  lost  three  quarts  of  blood.)  Dr.  Sonnabeech 
made  a preparation  under  reduced  oxygen  tension  and 
sure  enough  he  observed  sickling  of  the  red  cells.  So 
great  was  his  renown  that  the  Soviets  adopted  the  sickle 
as  part  of  their  national  symbol.  The  doctor  was  ele- 
vated to  the  rank  of  1st  Sergeant  in  the  Russian  Army 
and  was  made  an  honorary  member  of  the  Royal 
Hematology  Society  of  Warsaw. 

In  the  confusion  following  the  Second  Great  Northern 
War  this  important  work  was  lost  to  science  and  was 
only  recently  discovered  in  the  rubble  of  a bombed  out 
library  in  Cairo,  Egypt. 

Strangely  enough  my  granddaughter  (geneticist)  did 
not  believe  this! 

Frank  L.  Roberts,  M.D. 

Memphis  and  Shelby  County  Health  Dept. 
814  Jefferson  Avenue 
Memphis,  Tenn.  38105 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Joseph  S.  Atkinson,  M.D.,  Chattanooga 
Ramon  L.  Carroll,  Jr.,  M.D.,  Chattanooga 
James  H.  Creel,  Jr.,  M.D.,  Chattanooga 
Roberto  F.  Dominguez,  M.D.,  Hixson 
Zoila  G.  Dominguez,  M.D.,  Hixson 
Philip  J.  Dugan,  M.D.,  Chattanooga 
Henry  Clay  Evans,  Jr.,  M.D..  Chattanooga 
William  B.  Findley,  M.D.,  Chattanooga 
B.  D.  Harnsberger,  M.D.,  Chattanooga 

DAVIDSON  COUNTY  MEDICAL  SOCIETY- 
NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  B.  Barnett,  M.D.,  Nashville 
Andrew  S.  Boskind.  M.D.,  Hendersonville 
Gerald  R.  Burns,  M.D.,  Nashville 
Samuel  H.  Dillard,  M.D.,  Nashville 
William  E.  Garrett,  Jr.,  M.D.,  Nashville 
Hollis  K.  Leathers,  III,  M.D.,  Nashville 
Ying  Tsung  Lee,  M.D.,  Nashville 
James  O.  Miller,  Jr.,  M.D.,  Madison 
Warren  R.  Patterson,  M.D.,  Nashville 
James  C.  Wallwork,  M.D.,  Nashville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Edmund  F.  Tipton,  M.D.,  Knoxville 
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MAURY  COUNTY  MEDICAL  SOCIETY 

Patricia  C.  Davis,  M.D.,  Columbia 

MEMPHIS- SHELBY  COUNTY 
MEDICAL  SOCIETY 

Mark  L.  Donnell,  M.D.,  Memphis 
George  H.  Ellis,  M.D.,  Memphis 
Thomas  N.  French,  M.D.,  Memphis 
Lloyd  E.  King,  Jr„  M.D.,  Memphis 
Michael  J.  Levinson,  M.D.,  Memphis 
James  A.  Mann,  M.D.,  Memphis 
Milton  O.  Mederios,  M.D.,  Memphis 
James  H.  Powell,  M.D.,  Memphis 
Charles  F.  Safley,  Jr.,  M.D.,  Memphis 
John  N.  Whitaker,  M.D.,  Memphis 


program/  and  ncui/  af 
medical  /ocietie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  at  the  KAM  Headquarters  on 
August  13.  The  program  consisted  of  an  “E”  Club 
meeting  and  also  continuing  medical  education  which 
included  presentations  in  psychiatry  and  pediatrics.  The 
Academy  met  on  September  10  and  heard  a discussion 
by  William  D.  Tribble,  Ph.D.,  Executive  Director  of 
Tennessee  Foundation  for  Medical  Care,  Inc.,  who  spoke 
on  “PSRO  and  Related  Activities  of  the  Tennessee 
Foundation  for  Medical  Care.” 

Marshall  County  Medical  Society 

The  society  met  on  July  22  and  heard  a two-hour 
presentation  by  Dr.  Edward  E.  Anderson,  consulting 
cardiologist,  Lewisburg  Community  Hospital  and  cardi- 
ologist for  St.  Thomas  and  Westside  Hospitals  in  Nash- 
ville. He  presented  supporting  data  on  results  of  the 
use  of  the  pacemaker  including  a summary  of  improve- 
ments in  the  pacemaker  devices. 

Nashville  Academy  of  Medicine 

The  Academy  met  on  September  10  at  the  Baptist 
Hospital  and  heard  the  two  gubernatorial  candidates  dis- 
cuss their  political  platforms  which  emphasized  medicine 
and  health  care. 

At  a recent  Board  of  Directors  meeting,  the  Board 
gave  final  approval  for  the  implementation  of  the  Tel- 
Med  of  Nashville,  a public  health  information  service  by 
telephone  to  toll-free  areas  of  Nashville  and  Davidson 
County;  directed  that  physicians  not  be  listed  under 
specialty  headings  in  the  yellow  pages  of  the  Nashville 
telephone  directory;  and  endorsed  Academy  participa- 
tion in  the  Health  Careers  Fair  scheduled  for  October. 


national  neux/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

Congress’s  on-again-off-again  attempt  to  write 
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a national  health  insurance  law  are  very  much  off 
again — so  far  off  that  most  observers  believe  there 
is  no  chance  whatsoever  for  the  93rd  Congress  to 
go  down  in  history  as  the  author  of  mandated 
health  insurance  for  all. 

The  method  of  financing  NHI  was  again  the 
stumbling  block,  cutting  the  House  Ways  and 
Means  Committee  down  the  middle  in  a 1 2 to  12 
vote  (a  tie  vote  defeats  an  amendment)  and  thus 
scuttled  a patchwork  proposal  by  Chairman  Mills 
that  seemed  to  many  likely  to  win  Committee 
passage. 

The  dramatic  tie  vote  came  about  the  morning 
of  Tuesday,  August  20  after  the  Committee  had 
been  called  to  order  by  Chairman  Mills  with  the 
admonishment,  “We  need  to  work  awfully  hard.” 

Staff  began  to  explain  the  draft  compromise 
point  by  point  in  routine  fashion  to  the  Commit- 
tee when  Rep.  Joel  T.  Broyhill  (R-Va.),  said 
he  believed  the  Committee  should  be  given  the 
opportunity  to  vote  on  alternate  methods  of 
financing  NHI  (as  opposed  to  the  Social  Security 
payroll  tax)  such  as  the  tax  credit  idea  in  the 
AMA  Medicredit  plan.  Mills  stalled  Broyhill  off 
until  the  financing  section  of  the  compromise  re- 
garding mandated  employer  coverage  was  com- 
pleted. The  Chairman  was  about  to  go  on,  when 
Broyhill  again  reminded  Mills  that  he  wanted  a 
vote  on  his  amendment.  The  AMA  tax  credit 
approach  would  be  voluntary  and  consistent  with 
the  free  enterprise  system,  Broyhill  said. 

The  first  roll  call  vote  of  the  Committee  de- 
feated the  Broyhill  proposal  11  to  10.  One  mem- 
ber— Rep.  Bill  Archer,  (R-Texas) — changed  his 
vote  from  “present”  to  “aye”  and  the  motion  was 
tied.  Rep.  Charles  Chamberlain  (R.  Mich.), 
walked  in  and  the  proposal  was  ahead  12-11. 
However,  Rep.  Herman  Schneebeli,  (R-Pa.) 
showed  up  to  cast  a “no”  vote  and  the  tie  12-12 
tally  defeated  the  Broyhill  proposal. 

Though  not  apparent  at  the  time,  this  was  the 
beginning  of  the  end.  Rep.  Omar  Burleson  (D- 
Texas),  lost  13-12  on  his  bid  to  substitute  the 
financing  proposed  by  the  health  insurance  in- 
dustry’s NHI  plan.  The  crusher  came  at  the  after- 
noon session  when  the  Committee  approved  1 1 to 
7 a motion  to  make  voluntary  rather  than  man- 
datory the  compromise  provision  for  the  poor 
and  the  self-employed.  This  was  a drastic  setback 
for  Mills  who  angrily  adjourned  the  hearings  until 
the  next  day. 

The  following  morning  shortly  after  the 
Committee  had  convened,  Chairman  Mills  threw 
up  his  hands,  saying:  “I’ve  never  tried  harder 
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on  anything  in  my  life.  But  we  don’t  have  it. 
I’m  not  going  to  go  before  the  House  with  a 
NHI  bill  approved  by  any  13-12  vote.”  He  said 
the  staff  should  try  to  figure  out  a different  ap- 
proach, but  indicated  he  believed  chances  of 
reaching  a future  agreement  on  NHI  were  dim. 

The  forced  abandonment  of  his  compromise 
plan  was  a bitter  defeat  for  Mills  and  for  the 
Administration  which  had  been  working  closely 
with  the  chairman  to  steer  a measure  through  the 
Committee.  President  Ford  had  urged  Congress 
to  give  NHI  top  priority  this  year. 

The  up  and  down  fortunes  of  NHI,  which  ap- 
peared to  have  a bright  chance  of  passage  fol- 
lowing Ford’s  plea  and  Mills  determined  push 
for  a compromise,  have  now  slumped  to  the 
point  where  only  some  drastic  intervention  by 
President  Ford  could  save  the  measure  for  this 
year. 

Note:  Votes  for  the  Medicredit  financing  plan  came 
from  Democratic  Representatives  Phil  Landrum  (Ga.), 
Richard  Fulton  (Tenn.),  Omar  Burleson  (Texas),  Sam 
Gibbons  (Fla.),  and  Joe  Waggonner  (La.).  On  the  GOP 
side,  the  pro-Medicredit  votes  were  Representatives 
Broyhill  (Va.),  Jerry  Pettis  (Cal.),  John  Duncan 
(Tenn.),  Donald  Brotzman  (Colo.),  Donald  Clancy 
(Ohio),  Bill  Archer  (Texas),  and  Charles  Chamberlain 
(Mich.). 

❖ ❖ 

Self-employed  physicians  are  about  to  receive 
some  cheery  news  from  Washington. 

The  House  and  Senate  have  passed  and  sent 
to  the  White  House  a liberalization  of  the  Keogh 
law  providing  tax  deferrals  on  retirement  savings 
of  self-employed  people. 

This  means  that  physicians  in  this  category 
can  immediately  start  setting  aside  more  money 
subject  to  tax  deductions  in  qualified  retirement 
programs.  The  bill’s  Keogh  plan  arrangement  is 
retroactive  to  July  1,  1974. 

There  is  no  threat  of  a Presidential  veto  to 
cast  any  shadow  on  the  legislation  becoming  law. 

The  bill  substantially  boosts  the  savings  subject 
to  tax  deductions.  The  present  Keogh  plan  allows 
the  self-employed  to  set  aside  tax  free  up  to  10 
percent  of  their  annual  income  with  a $2,500  a 
year  maximum.  The  new  law  will  allow  15  per- 
cent of  earned  income  not  to  exceed  $7,500  a 
year. 

^ ^ ^ 

The  American  Medical  Association  has  op- 
posed legislation  that  would  eliminate  the  author- 
ity of  the  Food  and  Drug  Administration  to  con- 
trol the  kinds  and  amounts  of  ingredients  in 


dietary  supplements  and  other  foods  for  dietary 
uses. 

Appearing  before  the  Senate  Health  Subcom- 
mittee, AMA  officials  noted  that  excessive  use  of 
vitamins  can  be  harmful  and  is  scientifically  un- 
warranted. Combinations  of  vitamins  should 
contain  only  those  vitamins  shown  to  be  essential 
in  human  nutrition. 

The  witnesses  were  C.  E.  Butterworth.  Jr., 
M.D.,  Chairman  of  the  AMA’s  Council  on  Foods 
and  Nutrition,  and  Vice  Chairman  Theodore  Van 
Itallie,  M.D.  “There  is  no  valid  evidence  to 
demonstrate  that  larger  amounts  of  nutrients  are 
beneficial  under  ordinary  psychological  condi- 
tions,” said  Dr.  Butterworth. 

Recent  FDA  regulations  limiting  the  inclusions 
of  certain  vitamins  and/or  minerals  in  dietary 
supplements  have  aroused  the  wrath  of  food- 
vitamin  faddists  and  prompted  introduction  of 
legislation  to  overturn  the  FDA’s  actions. 

Restriction  of  FDA’s  powers  in  this  field,  the 
AMA  officials  told  the  Subcommittee,  “would 
permit  an  unchecked  proliferation  of  health  de- 
ception and  economic  fraud.” 

^ ^ 

Less  than  half  of  the  nation’s  physicians  are 
now  accepting  assignment  for  all  of  their  Medi- 
care patients,  according  to  the  latest  government 
figures.  Deputy  Assistant  HEW  Secretary  Stuart 
Altman  revealed  the  decline  in  testimony  before 
the  House  Ways  and  Means  Committee  on  na- 
tional health  insurance.  HEW  Secretary  Caspar 
Weinberger  later  told  the  Committee  a NHI 
program  should  carry  inducements  for  physicians 
to  accept  the  assignment  route,  but  opposed 
making  it  mandatory. 

5jC  ❖ 

President  Ford  met  with  American  Medical 
Association  officials  at  the  White  House  the  end 
of  August. 

They  discussed  prospects  for  national  health 
insurance  in  the  current  session  of  Congress  and 
an  AMA  delegation’s  recent  visit  to  China. 


medical  neui/ 
in  tenne//ee 


Dr.  T.  Albert  Farmer  Appointed  Chancellor 
Of  UT  Center  for  Health  Sciences 

The  University  of  Tennessee  Board  of  Trustees 
has  appointed  Dr.  T.  Albert  Farmer  as  Chancellor 
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of  the  University  of  Tennessee  Center  for  Health 
Sciences  in  Memphis. 

Dr.  Farmer  will  take  over  at  Memphis  from  Dr. 
Edmund  Pellegrino  who  resigned  to  become 
Chairman  of  the  Board  of  Yale  University-New 
Haven  Medical  Center.  Dr.  Farmer  has  been 
Dean  of  the  College  of  Medicine  in  Memphis.  He 
joined  UT’s  five-campus  system  in  1972  after 
serving  as  associate  executive  dean  of  the 
University  of  Alabama  School  of  Medicine  in 
Birmingham. 

Dr.  Farmer  also  serves  as  vice  president  for 
administration  for  the  University  of  Tennessee 
system  and  he  is  expected  to  continue  in  that 
position  until  a successor  is  named. 

UT  Medical  Units  Name  Changed 

The  University  of  Tennessee  Board  of  Trustees 
has  changed  the  name  of  the  University  of  Ten- 
nessee Medical  Units  to  the  University  of  Tennes- 
see Center  for  Health  Sciences. 

The  Center  comprises  the  colleges  of  Basic 
Medical  Sciences,  Community  and  Allied  Health 
Professions,  Dentistry,  Medicine,  Nursing,  Phar- 
macy and  the  Graduate  School  (Medical  Sciences). 

Vice-Chancellor  for  Medical  Affairs 
Appointed  At  Vanderbilt 

Vernon  E.  Wilson,  M.D.,  a nationally  known 
leader  in  medical  education,  has  been  appointed 
vice-chancellor  for  Medical  Affairs  at  Vanderbilt 
University,  Chancellor  Alexander  Heard  an- 
nounced. The  appointment  will  be  effective 
Nov.  1. 

Dr.  Wilson,  59,  is  presently  professor  of  com- 
munity health  and  medical  practice,  and  profes- 
sor of  pharmacology  at  the  University  of  Missouri 
in  Columbia.  He  served  as  administrator  of 
Health  Services  and  Mental  Health  with  the  U.S. 
Department  of  Health,  Education  and  Welfare 
from  1970  to  1972. 

For  the  period  of  1968  to  1970  Dr.  Wilson 
was  vice  president  for  Academic  Affairs  at  the 
University  of  Missouri,  and  from  1967  to  1968 
he  served  as  executive  director  of  Health  Affairs 
for  that  university.  His  other  administrative  ex- 
perience includes  being  dean  and  director  of  the 
Missouri  Medical  Center  from  1959  to  1967. 
Prior  to  that  he  had  been  acting  dean  of  the 
School  of  Medicine  and  acting  director  of  the 
Medical  Center  at  the  University  of  Kansas. 

Dr.  Wilson  is  chairman  of  the  Internship  Re- 
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view  Committee  of  the  Association  of  American 
Medical  Colleges  (AAMC).  He  has  served  as 
chairman  of  the  Commission  on  Health  Profes- 
sions, National  Association  of  State  Universities 
and  Land-Grant  Colleges.  Other  responsibilities 
include  service  with  the  VA  Committee  on  Ex- 
change of  Medical  Information,  the  Council  on 
Federal  Relations  of  the  Association  of  American 
Universities,  American  Board  of  Family  Practice, 
Executive  Council  of  the  AAMC,  Board  of  Direc- 
tors of  the  United  Health  Foundation,  Advisory 
Council  on  Health  Research  Facilities  of  the 
National  Institutes  of  Health. 

Dr.  Wilson  earned  the  B.S.  (1950),  M.S. 
(1952),  and  M.D.  (1952)  degrees  at  the  Univer- 
sity of  Illinois  in  Chicago.  He  is  married  to  the 
former  Ula  Rhone  of  Des  Moines,  Iowa,  and 
the  couple  has  a grown  son  and  daughter. 

Batson  Receives  Appreciation  Award 

Acting  Dean  Allan  Bass  of  the  Vanderbilt 
School  of  Medicine  on  August  28  presented  a 
resolution  of  appreciation  to  Randolph  Batson, 
M.D.,  vice-chancellor  for  medical  affairs  develop- 
ment, on  behalf  of  the  school’s  executive  faculty. 

Batson,  who  was  appointed  dean  of  the  School 
of  Medicine  and  director  of  medical  affairs  in 
1963,  was  honored  for  “the  decade  of  leadership 
and  service”  to  the  school. 

“For  over  eleven  years,”  the  resolution  stated, 
“Dr.  Batson  has  guided  the  rapid  growth  and 
development  of  the  School,  maintaining  and 
further  strengthening  the  standards  of  excellence 
which  have  been  the  hallmark  of  the  Vanderbilt 
School  of  Medicine  since  its  establishment.” 

The  resolution  noted  that  while  Batson  was 
dean  the  size  of  the  entering  class  has  been  in- 
creased more  than  sixty-five  percent,  with  a 
corresponding  growth  in  the  size  of  the  faculty. 
Batson  was  also  praised  for  his  leadership  in 
providing  for  new  endowed  chairs,  for  major  new 
construction,  and  for  growth  of  new  programs  in 
research,  education,  and  patient  care. 

Batson  received  the  B.A.  and  M.D.  degrees 
from  Vanderbilt  in  1938  and  1942,  respectively. 
He  joined  the  faculty  in  1947  and  in  1971  was 
appointed  vice-chancellor  of  medical  affairs.  In 
addition  to  his  administrative  positions  he  has 
been  professor  of  pediatrics  in  the  School  of 
Medicine. 

In  September  he  began  a sabbatical  leave  to 
study  health  care  systems  in  several  countries  in 
Europe  and  Asia. 
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V.U.  Receives  Epilepsy  Grant 

Vanderbilt  University  has  received  from  the 
National  Institute  of  Neurological  Diseases  and 
Stroke  of  the  National  Institutes  of  Health  a 
$70,000  grant  for  a feasibility  study  of  the  com- 
prehensive needs  of  epileptics  in  the  Middle 
Tennessee  area. 

One  result  of  the  study  may  be  to  establish  a 
Comprehensive  Epilepsy  Program  in  Nashville. 
As  one  of  eleven  studies  being  funded  throughout 
the  nation,  Vanderbilt  will  be  eligible  to  apply 
for  $1  million  dollars  or  more  to  establish  the 
center. 

The  program  for  the  center  would  include 
support  for  research  in  health  care  delivery  and 
the  diagnosis  and  treatment  of  epilepsy,  and  it 
would  rehabilitate  and  educate  persons  with 
epilepsy  to  allow  them  to  return  to  their  com- 
munities better  prepared  to  cope  with  their 
environment.  The  program  would  also  provide 
for  training  and  education  of  physicians  and  other 
professionals  in  epilepsy  research  and  treatment 
and  would  establish  a broad  program  for  public 
education  about  epilepsy. 

Vanderbilt  Medical  Center  now  operates  a 
limited  Epilepsy  Center  that  is  funded  jointly  by 
the  State  of  Tennessee  and  the  university.  Five 
other  centers  in  the  area  also  offer  medical 
services  to  epileptics:  Meharry  Medical  Center, 
the  Veterans  Administration  Hospital,  Metro- 
politan General  Hospital,  Clover  Bottom  Develop- 
ment Center,  and  Central  State  Psychiatric 
Hospital.  These  centers  serve  a population  of  2 
million  in  35  counties,  where  there  are  an  esti- 
mated 7500  epileptics. 

Epileptics  in  rural  areas  either  must  travel  to 
centers  like  Nashville  or  do  without  complete 
services.  The  feasibility  study  would  study  the 
problems  of  delivery  health  care  services  to 
patients. 


pcf/onal  new/ 


DR.  RANDOLPH  BATSON,  Nashville,  vice  chancellor 
of  medical  affairs  development  at  Vanderbilt  University 
School  of  Medicine  and  former  vice  chancellor  for 
medical  affairs  and  dean  of  the  medical  school,  has  begun 
a sabbatical  leave  from  Vanderbilt. 

DR.  JOSEPH  J.  DODDS,  Chattanooga,  has  been  named 
to  the  advisory  committee  to  the  director  of  the  National 
Institutes  of  Health. 

DR.  MARY  B.  DUFFY,  Knoxville,  has  been  presented 
the  Kiwanis  International  Distinguished  Service  Award, 


as  a token  of  appreciation  for  Leadership  in  Public 
Health. 

DR.  DAVID  L.  GREENE,  Morristown,  has  been  elected 
chief-of-staff  of  Doctors  Hospital. 

DRS.  BEN  D.  HALL,  W.  D.  HANKINS  and  WALTER 
McLEOD,  all  of  Johnson  City  have  been  appointed  to 
the  Board  of  Memorial  Hospital,  Inc. 

DR.  ROBERT  C.  HARTMANN,  Nashville,  has  as- 
sumed the  position  of  Professor  of  Medicine,  Chief  of 
the  Section  of  Hematology/Oncology  at  the  University 
of  South  Florida  College  of  Medicine. 

DR.  RENALDO  OLAECHEA,  Knoxville,  has  won  com- 
mendation from  the  Heart  Association  for  local  work 
in  the  Association. 

DR.  JOE  PARKER,  Memphis,  has  been  elected  presi- 
dent of  the  Tennessee  Pediatric  Society. 

DR.  JAMES  W.  PATE,  Memphis,  has  been  named 
Chairman  of  the  Department  of  Surgery  at  the  Univer- 
sity of  Tennessee  College  of  Medicine. 

DR.  JAMES  M.  PERRY,  JR.,  Nashville,  has  been  ap- 
pointed to  the  Teaching  Scholarship  Program  of  the 
American  Heart  Association. 

DR.  KENNETH  J.  PHELPS,  Lewisburg,  has  been  ap- 
pointed clinical  instructor  in  the  Department  of  Preven- 
tive Medicine  at  Vanderbilt  University  School  of 
Medicine. 

DR.  M.  M.  YOUNG,  Chattanooga,  who  recently  re- 
signed from  the  Chattanooga-Hamilton  County  Health 
Department,  has  accepted  a position  with  the  Joint 
Commission  on  Accreditation  of  Hospitals. 


announcement/ 


CALENDAR  OF  MEETINGS 


1974 

NATIONAL 

Oct.  19-24 

American  Academy  of  Pediatrics,  St. 
Francis  and  San  Francisco  Hilton,  San 
Francisco,  CA 

Oct.  20-22 

American  College  of  Preventive  Medi- 
cine. New  Orleans,  LA 

Oct.  20-23 

American  College  of  Gastroenterology, 
Americana,  Bal  Harbour,  FL 

Oct.  21-25 

American  College  of  Surgeons,  60th  An- 
nual Clinical  Congress,  Miami  Beach, 
FL 

Oct.  24-27 

American  Academy  of  Child  Phychiatry, 
Fairmont,  San  Francisco.  CA 

Oct.  27- 

American  Society  of  Plastic  and  Re- 

Nov. 1 

constructive  Surgeons,  Shamrock  Hilton, 
Houston,  TX 

Nov.  3-7 

American  College  of  Chest  Physicians, 
The  Marriott,  Rivergate,  New  Orleans, 
LA 

Nov.  7-9 

Southern  Thoracic  Surgical  Association, 
Williamsburg  Inn  and  Lodge,  Williams- 
burg, VA 

Nov.  9-14 

American  Association  of  Blood  Banks, 
Disneyland  Hotel,  Anaheim,  CA 

Nov.  9-14 

American  Society  of  Maxillofacial 
Surgeons,  Shamrock  Hilton  Hotel,  Hous- 
ton, TX 
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Nov.  17-20 
Nov.  18-22 
Nov.  21-24 

Nov.  30- 
Dec.  4 


Southern  Medical  Association,  Marriott 
Motor  Hotel.  Atlanta,  GA 
American  Heart  Association,  Fairmont, 
Dallas,  TX 

American  Association  for  Clinical  Im- 
munology and  Allergy,  Pier  66,  Ft. 
Lauderdale,  FL 

American  Medical  Association,  Portland, 
OR 


Dec.  1-6  Radiological  Society  of  North  America, 

Palmer  House,  Chicago,  IL 
Dec.  7-10  American  Society  of  Hematology,  Mar- 
riott, Atlanta,  GA 


Dec.  7-12 
Dec.  9-12 

1974 
Nov.  2 


Nov.  6-8 


American  Academy  of  Dermatology,  Pal- 
mer House,  Chicago,  IL 
Southern  Surgical  Association,  Boca 
Raton  Hotel  and  Club,  Boca  Raton,  FL 

STATE 

Tennessee  Licensure  Examination  for 
Medical  Laboratory  Personnel.  Applica- 
tions available  from:  Laboratory  Licens- 
ing Service,  Room  358,  Capitol  Hill 
Bldg.,  Nashville,  TN  37219 
Tennessee  Academy  of  Family  Phy- 
sicians, River  Terrace  Hotel,  Gatlinburg, 
TN 


ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  852) 

1.  True.  Peptic  strictures  and  hiatal  hernias  are  fre- 
quently associated.  While  pressure  in  the  lower 
esophageal  sphincter  area  may  be  very  important  in 
determining  the  presence  of  peptic  esophagitis,  it  is 
difficult  to  dispel  the  association  of  peptic  esophagitis, 
stricture  formation,  and  hiatal  hernias. 

2.  False.  Achalasia,  being  a motor  disturbance  of 
the  esophagus,  may  be  associated  with  a few  lbs.  of 
weight  loss,  but  rarely  profound  weight  loss.  The 
reason  for  this  is  that  achalasia  may  be  intermittent 
over  many,  many  years;  and,  thus,  nutrition  is  usually 
maintained. 

3.  a.  False.  While  a variety  of  special  diets  have  been 

advocated  by  various  people  for  MS  patients,  there 
is  no  convincing  evidence  that  any  of  them  are 
helpful  in  this  condition.  Most  authorities  agree 
that  an  adequate  balanced  diet  is  all  that  should 
be  advised  for  these  patients. 

b.  False.  Although  it  is  fairly  common  for  MS 
patients  to  receive  frequent  vitamin  B12  injections 
from  their  physicians,  there  is  no  good  evidence 
that  such  therapy  affects  this  condition  in  any  way. 
Virtually  all  authorities  in  the  field  agree  that  treat- 
ment of  this  sort  is  not  indicated. 

c.  False.  While  multiple  vitamin  therapy  for  such 
patients  is  probably  of  no  harm,  it  is  generally 
agreed  that  no  benefit  can  be  expected  from  the 
administration  of  large  doses  of  vitamin  E or  any 
other  vitamins  to  these  patients.  The  average 
patient  should  obtain  adequate  quantities  of  all  the 
essential  vitamins  from  a balanced  nutritious  diet 
as  indicated  above. 

d.  True.  ACTH  and/or  Prednisone  therapy  should 
ordinarily  be  reserved  for  short  courses  of  such 
drugs  when  exacerbations  of  the  disease  occur. 
Most  physicians  would  advocate  the  administration 
of  60  to  80  units  of  ACTH  gel  intramuscularly 
each  day  for  two  to  three  weeks  under  such  cir- 
cumstances. This  therapy  is  usually  tapered  off 
gradually  over  a period  of  several  days  at  the  end 
of  that  time.  There  seems  no  good  indication  for 
long  term  steroid  therapy  in  these  patients  under 
ordinary  circumstances. 

4.  Both  tests  have  value. 

An  untreated  case  of  systemic  lupus  erythematosus 
(SLE)  will  generally  show  both  a positive  LE  cell 


preparation  and  an  Antinuclear  Antibody  test  (ANA). 
The  ANA  test  is  a very  sensitive  test  and  is  more 
objective  than  the  LE  prep.  The  ANA  test  offers  the 
additional  benefit  of  quantitation,  which  varies  with 
disease  activity.  However,  the  LE  prep  has  much 
greater  specificity  for  SLE. 

The  value  of  both  tests  is  very  dependent  upon 
the  proficiency  of  the  laboratory.  The  LE  prep  is 
relatively  tedious  and  requires  the  painstaking  exami- 
nation of  a stained  blood  film  by  a highly  skilled 
technologist.  The  significance  of  a positive  LE  prep- 
aration is  so  great  that  all  positive  tests  should  be 
checked  by  a hematologist  or  clinical  pathologist  be- 
fore release  of  the  report.  The  ANA  test  requires 
considerable  technical  ability  in  the  use  of  fluorescent 
microscopy  and  the  use  of  cell  smears  that  easily  de- 
teriorate. Fresh  mouse  liver  preparations  are  used  at 
Cooper  Hospital  because  of  relative  constancy  of 
antigenic  substrate  from  animal  to  animal  and  result- 
ing in  sharper  immunofluorescent  patterns. 

Any  positive  ANA  test  is  considered  significant,  but 
positive  titers  of  more  than  1:40  are  of  greatest 
diagnostic  significance.  A negative  ANA  test  or  a 
titer  of  less  than  1:40  in  an  untreated  patient  virtu- 
ally excludes  the  diagnosis  of  SLE.  Over  90%  of 
patients  with  SLE  show  a positive  ANA  test  with  a 
titer  of  1:80  or  higher.  The  height  of  the  positive 
titer  usually  reflects  disease  activity. 

The  patterns  of  the  ANA  test  suggest  but  are  not 
specific  for  the  diseases  listed: 

Speckled — SLE  or  systemic  sclerosis 
Homogenous — inactive  lupus,  rheumatoid  arthritis 
Nucleolar — systemic  sclerosis 
Peripheral  (shaggy  rim) — active  SLE 
5.  e.  Obtain  apical  lordotic  views  of  the  chest.  Shoulder 
pain  is  a frequent  early  manifestation  of  a Pancoast 
tumor  of  the  lung,  secondary  to  brachial  plexus  in- 
volvement. Early,  these  lesions  are  often  missed,  and 
often  require  special  attention  to  the  apical  area  to 
detect  them.  The  early  Horner’s  syndrome  should  be 
a clinical  hint  that  there  is  something  going  on  in 
this  region  secondary  to  stellate  ganglion  involvement. 
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continuing 
ion  opportunity/ 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle, 

Cardiology Gottlieb  C.  Friesinger,  III, 

Chest  Diseases James  D.  Snell, 

Dermatology Robert  N.  Buchanan,  Jr., 

Endocrinology  & Diabetes  . Grant  W.  Liddle, 

Gastroenterology  Steven  Schenker, 

Hematology  Robert  C.  Hartmann, 

Infectious  Diseases  Zell  A.  McGee, 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel, 

Obstetrics  & Gynecology Paul  W.  Griffin, 

Pathology  Virgil  S.  LeQuire, 

Pediatrics  David  T.  Karzon, 

Psychiatry  Marc  H.  Hollender, 

Radiology  John  R.  Amberg, 

Surgery 

General  H.  William  Scott,  Jr., 

Neurological  William  F.  Meacham, 

Ophthalmology  James  H.  Elliott,  M.D 

Oral  H.  David  Hall,  D.M.D 


M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 


M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 


Third  Annual  Symposium: 

Topics  in  Internal  Medicine 

Sponsored  by  The  Knoxville  Society  of  Internal 
Medicine  and  the  Department  of  Medicine,  The  Uni- 
versity of  Tennessee.  Memorial  Research  Center  and 

Hospital 

Auditorium.  The  University  of  Tennessee  Memorial 
Research  Center  and  Hospital,  1924  Alcoa  Highway, 
Knoxville,  TN  October  18,  1974 
For  Information  write: 

Richard  L.  Whittaker,  M.D. 

U.T.  Memorial  Research  Center  & Hospital 
1924  Alcoa  Highway 
Knoxville,  TN  37920 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1974-1975 


Oct.  25 

Nov.  6-7 

Nov.  20-21 
December  6-7 

Feb.  19-20 
Mar.  8-9 
Mar.  9-12 

Mar.  17-22 

April  19-20 
May  15-16 
May  19-23 

May  28-31 


Medicine  with  Religion,  U.T.  Medical 
Units 

Building  Psychotherapy  Skills.  U.T. 
Medical  Units 

Emergency  Medicine,  U.T.  Medical  Units 
Otolaryngology  for  the  Family  Physician. 
U.T.  Medical  Units 
Office  Gynecology,  U.T.  Medical  Units 
Obstetric  Anesthesia,  U.T.  Medical  Units 
Basic  Principles  of  Rhinoplasty,  U.T. 
Medical  Units 

General  Review  Course.  U.T.  Medical 
Units 

Pediatric  Anesthesia,  U.T.  Medical  Units 
Office  Orthopedics,  U.T.  Medical  Units 
Intensive  Review  of  the  Science  of 
Anesthesiology,  U.T.  Medical  Units 
Clinical  Electrocardiography,  Paris  Land- 
ing State  Park  Inn.  Buchanan.  Tennessee 
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Schedule  for  Upcoming  NCME  Programs 

Oct.  7-  EARLY  PROSTHEIC  FITTING  FOR 

Oct.  20  CONGENITAL  DEFECTS  OF  THE 

EXTREMITIES,  with  Charles  H.  Epps, 
Jr.,  M.D.,  Professor  and  Chief  of  Ortho- 
pedic Surgery,  Howard  University  Col- 
lege of  Medicine,  Washington,  D.C. 
CORTICOSTEROIDS:  TREATMENT 

FOR  THREE  CONNECTIVE  TISSUE 
DISEASES,  with  Richard  H.  Ferguson, 
M.D.,  Associate  Professor  of  Medicine, 
and  Head  of  a Section  of  Rheumatology, 
Mayo  Clinic  and  Mayo  Foundation, 
Minnesota. 

OFFICE  TREATMENT  OF  SKIN 
CANCER,  with  Rex  A.  Amonette,  M.D., 
Chemosurgeon,  member  of  the  Depart- 
ment of  Dermatology,  University  of 
Tennessee  College  of  Medicine,  Mem- 
phis. 

Oct.  21-  I WANT  TO  DIE,  with  Henry  D. 
Nov.  3 Abraham,  M.D.,  Clinical  Instructor  of 

Psychiatry,  Harvard  Medical  School,  and 
Chief,  Marlborough-Westborough  Unit, 
Westborough  State  Hospital,  West- 
borough,  Massachusetts;  and  Gerald  L. 
Klerman,  M.D.,  Superintendent,  Erich 
Lindemann  Mental  Health  Center,  De- 
partment of  Mental  Health,  Common- 
wealth of  Massachusetts. 

RESPIRATORY  DISTRESS  SYN- 
DROME OF  THE  ADULT:  TREAT- 
MENT WITH  PEEP,  with  Robert  M. 
Rogers,  M.D.,  Professor  of  Medicine, 
Associate  Professor  of  Physiology,  and 
Chief  of  the  Pulmonary  Disease  Section, 
University  of  Oklahoma  Health  Sciences 
Center,  Oklahoma  City. 

DIAGNOSIS  OF  LEARNING  DIS- 
ABILITIES, with  Dorothy  L.  DeBoer, 
Ph.D.,  Director,  Learning  Disabilities 
Center,  Mercy  Hospital  and  Medical 
Center,  Chicago;  and  Lowell  M.  Zollar, 
M.D.,  pediatrician  and  Pediatric  Con- 
sultant to  the  Learning  Disabilities  Cen- 
ter, Mercy  Hospital  and  Medical  Center, 
Chicago. 

(Program  scheduling  subject  to  change) 

For  more  information  about  NCME,  write  The 
Network  for  Continuing  Medical  Education,  15 
Columbus  Circle,  New  York,  New  York  10023. 

Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
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Box  17727,  Los  Angeles,  CA  90057. 

University  of  Louisville  School  of  Medicine 
Symposium  on  Drugs  in  the  Newborn 

The  Department  of  Pediatrics,  University  of  Louisville 
School  of  Medicine,  presents  its  Eighth  Annual  Newborn 
Symposium,  November  7 and  8,  1974,  to  be  held  at  the 
Health  Sciences  Center  Auditorium,  Louisville,  Ken- 
tucky. 

Dr.  Virginia  Apgar  will  deliver  the  1974  Tenth  Annual 
Louisville  Pediatric  Lecture  on  November  6. 

For  information  write:  Dr.  Billy  F.  Andrews,  200 

East  Chestnut  Street,  Louisville,  KY  40202. 

The  American  College  of  Physicians 
Postgraduate  Courses 

NEW  DEVELOPMENTS  IN  DIAGNOSIS  AND 
TREATMENT  OF  DISEASE  WITH  RADIONU- 
CLIDES, University  of  Michigan  Medical  Center, 
Towsley  Center,  Ann  Arbor,  MI,  Oct.  21-25. 
RHEUMATIC  DISEASES,  Harvard  Medical  School  and 
Peter  Bent  Brigham  Hospital,  Jimmy  Fund  Audi- 
torium, Children’s  Hospital  Medical  Center,  Boston, 
MA,  Oct.  21-25. 

VALVULAR  HEART  DISEASE— University  of  New 
Mexico  School  of  Medicine,  Albuquerque,  NM,  Oct. 
24-26. 

CRISIS  MEDICINE,  Albany  Medical  College,  Hyatt 
House,  Albany,  NY,  Oct.  28-31.  Info:  Registrar, 
Postgraduate  Courses,  ACP,  4200  Pine  Street,  Phila- 
delphia, PA  19104. 

INNOVATIONS  IN  THE  DIAGNOSIS  AND  MAN- 
AGEMENT OF  ACUTE  MYOCARDIAL  INFARC- 
TION, Jefferson  Medical  College,  Philadelphia,  PA, 
October  30-Nov.  1.  Info:  Registrar,  Postgraduate 

Courses,  ACP,  4200  Pine  Street,  Philadelphia,  PA 
19104. 

ADVANCES  IN  DIAGNOSIS  AND  TREATMENT  IN 
CLINICAL  MEDICINE,  University  of  California 
School  of  Medicine  and  Harbor  General  Hospital, 
Torrence,  CA,  to  be  held  at  Los  Angeles  Marriott 
Hotel,  Los  Angeles,  CA,  Dec.  2-6.  Info:  Registrar, 
Postgraduate  Courses,  ACP,  4200  Pine  Street,  Phila- 
delphia, PA  19104. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1974-1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1974 

October  21-November  1 

“A  National  Seminar  for  Registered  Nurses  Working 
in  Critical  Care” 

Location:  Denver,  Colorado 
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November  4 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  New  Orleans,  Louisiana 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 
February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 

March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 
April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 
Location:  Toronto,  Canada 
June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

* * * 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 
1974-1975 

CONTINUING  MEDICAL  EDUCATION 

ADMINISTRATION  AND  EDUCATION  IN  THE 
CLINICAL  LABORATORY 
October  18-19,  1974 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 
GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 
PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

October  22,  and  November  26,  1974; 

January  28,  February  25,  and  March  25,  1975 


Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CDT;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CDT. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel — New  York  City 
PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 
These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

University  of  Miami  School  of  Medicine 
CME  Courses 

HUMAN  DISEASE  RELATED  TO  FOOD 
AND  CHEMICAL  SENSITIVITY 

January  29-31,  1975 
Americana  Hotel,  Bal  Harbour,  Florida 
$150  physicians  in  practice;  $75  physicians  in  training; 
$100  Nurses 

DYNAMICS  OF  PROGRESSIVE 
NEPHROPATHIES— THEORETICAL  AND 
PRACTICAL  ASPECTS 

January  2-7,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 
Physicians  in  Practice,  $175;  Physicians  in  Training— $75 
with  letter  from  Chief  of  Service;  Nurses,  $100 
23,  Category  I,  A.M.A.  Accredited 
Write:  Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Fla.  33152 
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STAFF  PHYSICIAN 

Large,  Modern  Industrial  Complex 

This  position,  with  the  world’s  leading 
designer  and  manufacturer  of  ships,  affords 
the  industrially-oriented  M.D.  an 
outstanding  professional  opportunity. 

You  will  be  a key  member  of  our  well- 
equipped  medical  center  . . . boasting  exten- 
sive lab  facilities  in  clinical  medicine  & 
environmental  life  sciences  ...  as  well  as  a 
large,  professional  staff.  Your  involvement 
will  include  performing  clinical  examinations 
of  employees,  treating  industrial  injuries 
and  occupational  diseases.  U.S.  citizenship 
required.  In  addition  to  an  attractive  com- 
pensation package  we  offer  the  benefit  of  a 
regular  schedule  and  the  scenic  beauty  of 
Newport  News,  Virginia — well  known  for  its 
exceptional  historical,  educational,  recrea- 
tional and  cultural  facilities. 

If  interested  in  this  outstanding  opportunity, 
send  curriculum  vitae  to  Geral  O.  Vaughn, 
Professional  Recruiter-Salaried  Employment, 
Newport  News  Shipbuilding,  Newport  News, 
Virginia  23607  ...  or  call  (804)  247-4878 

Newport  News  Shipbuilding 

A Tenneco  Company  Newport  News,  Virginia 
An  Equal  Opportunity  Employer 


REAL  ESTATE 
CONSULTATIONS 

Know  what  you  are  buying  or  the 
value  of  what  you  have. 

Call  or  Write 

James  E.  Freeman,  C.C.I.M.,G.R.I. 
Freeman  & Associates,  Realtors 
116  20th  Ave.  So.  (615)327-1171 
Nashville,  Tennessee  37203 


INTERESTED  IN  ANY  OF  THE 
FOLLOWING? 

Medical  Office  Complexes 
Medical  Laboratories 
Outpatient  Clinics 

We  are  interested  in  working  with  you 
or  your  group  to  assist  in  the  develop- 
ment of  any  such  endeavor. 

PARKS  AND  ASSOCIATES,  Inc. 

5805  Lee  Highway,  Suite  203 
Chattanooga,  Tennessee  37421 


A non-governmental  psychiatric  hospital.  Accredited 
by  Joint  Commission  on  Accreditation  of  Hospitals. 
Medicare  Approved.  Phone:  205=836=7201 


HOSPITAL 

Hi!!  Crest  Foundation,  inc 


A short-term,  intensive  treatment  center  for  psychiatric 
disorders,  alcoholism,  and  drug  abuse. 

PSYCHIATRISTS:  Member  of:  American  Hospital  Association,  Na- 

James  K.  Ward,  M.D.  tional  Association  of  Private  Psychiatric  Hospitals, 

Otto  F.  Eisenhardt,  M.D.  Birmingham  Regional  Hospital  Council. 

F.  Joseph  Nuckols,  M.D. 

James  A.  Greene,  M.D.  @869  fifth  avenue  south 

Charles  W.  Moorefield,  M.D.  Birmingham,  Alabama  35212 
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Weinberger  Condemns  Medicare  and 
Medicaid  Patients 
To  Second-Class  Medicine* 

by  LLEWELLYN  H.  ROCKWELL,  JR.** 

Private  Practice,  the  journal  of  socio-economic 
medicine  published  by  the  Congress  of  County 
Medical  Societies,  has  announced  its  total  opposi- 
tion to  the  recently  announced  drug  plans  of  the 
Department  of  Health,  Education  and  Welfare. 
As  outlined  by  Secretary  Caspar  W.  Weinberger, 
HEW  would  limit  reimbursements  for  prescrip- 
tion drugs  provided  under  Medicare  and  Medicaid 
to  “the  lowest  cost  at  which  the  drug  is  generally 
available.”  This  would  usually  be  the  so-called 
generic  drug  rather  than  a brand-name  phar- 
maceutical. 

Testifying  on  December  19th  before  Senator 
Edward  Kennedy’s  Senate  Health  Subcommittee, 
Mr.  Weinberger  claimed  that  this  would  save 
taxpayers  $25  to  $60  million  dollars  between 
now  and  the  fiscal  year  ending  June  30th. 

“We  deplore  this  kind  of  cheap-drug  policy,” 
said  Publisher  Francis  A.  Davis,  M.D.  “It  con- 
demns Medicare  and  Medicaid  patients  to  second- 
class  medical  care.  The  whole  notion  is  based  on 
the  mistaken  idea  that  chemical  equivalency 
equals  therapeutic  equivalency.  There  are  many 
reasons  why  this  is  not  so.  This  kind  of  short- 
sighted policy,  while  it  may  save  some  money  in 
the  short  run,  will  do  so  only  at  a very  high  cost 
to  the  health  of  American  people.” 

Writing  in  Private  Practice,  William  H. 
Havener,  M.D.,  of  Columbus,  Ohio,  has  noted 
that: 

“The  concept  of  generic  prescribing  may  be 
defined  as  the  belief  that  identification  of  a drug 
by  its  chemical  name  is  accurate  and  sufficient 
for  medical  purposes.  Generic  prescribing  is  of 
current  legislative  interest  because  of  the  belief 
that  great  economy  is  possible  through  the  pur- 
chase of  an  accurately  named  chemical  (a  generic 
equivalent)  instead  of  a brand-name  medication. 
Certainly  all  sensible  taxpayers  want  economy  in 
government,  including  money  spent  on  health 
care.  However  . . . the  medical  profession  op- 

*News release  issued  January  1974. 

**Editor,  Private  Practice,  3035  N.W.  63rd,  Suite  299, 

Oklahoma  City,  Oklahoma  73116. 


poses  legislation  directing  that  the  least  expensive 
generic  equivalent  shall  be  substituted  in  the 
filling  of  a medical  prescription. 

“How  can  this  apparently  inconsistent  position 
be  justified?  The  basic  fact  is  that  generic 
equivalence  is  a myth.  I will  cite  an  illustration  of 
this  myth  which  will  be  familiar  to  everyone,  then 
will  discuss  the  problem  from  a medical  stand- 
point. 

“First,  let  us  specify  a substance  by  the  ac- 
curate generic  name  ‘carbon.’  What  do  we  mean? 
It  could  be  a polished  diamond  or  a chunk  of 
coal.  They  are  generic  equivalents,  but  they  are 
certainly  not  the  same.  Since  I am  an  ophthal- 
mologist, I shall  use  eye  drops  to  illustrate  why 
the  concept  of  generic  equivalence  is  a myth. 
Let  us  assume  that  the  name  and  concentration 
of  a chemical  have  been  designated.  Are  all  eye 
drops  the  same  if  they  contain  this  amount  of  the 
chemical? 

“Let  me  outline  a few  other  things  that  matter 
before  you  put  this  eyedrop  in  your  eye: 

A)  pH  (acidity  or  alkalinity). 

1)  Determines  degree  of  dissociation  of 
alkaloids  and  therefore  their  availability  to 
penetrate  the  eye. 

2)  Related  to  stability,  i.e.,  how  long  till 
it  deteriorates  and  is  unusable. 

3)  Important  factor  in  comfort — whether 
drops  hurt. 

B)  Sterility. 

Use  of  unsterile  generic  equivalent  during 
eye  surgery  could  destroy  eye  through  infec- 
tion. 

C)  Preservatives. 

A variety  of  chemicals  in  various  concen- 
trations may  be  added  to  help  retard  growth  of 
bacteria.  Preservatives  may  have  toxic  effects 
to  the  eye,  improve  or  hinder  absorption  of  the 
drug,  and  are  of  variable  effectiveness.  Many 
incompatibilities  exist,  in  which  the  preservative 
may  inactivate  the  medication. 

D)  Particle  size  (of  suspension). 

Larger  particles  offer  less  available  drug, 
sediment  out  of  suspension,  and  may  be 
mechanically  irritating. 

E)  Choice  of  salt. 

The  active  drug  may  be  combined  with  a 
variety  of  ions,  e.g.,  pillocarpine  hydrochloride, 
nitrate,  or  salicylate.  Each  has  different  in- 
compatibilities and  solubilities. 

F)  Antioxidants  and  stabilizers. 

Addition  of  appropriate  substances  will 
greatly  extend  the  expiration  date  of  unstable 
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WHITE  SURGICAL  SUPPLY  CO 


1921  53  Years  1974 

Service  to 

PHYSICIANS  AND  HOSPITALS 

Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 

EQUIPMENT— INSTRUMENTS 
—SUPPLIES 

White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-370 1 


POSITIONS  AVAILABLE 

Anesthesiologist,  ENT, 
Opthalmologist,  Pediatrician, 
Urologist,  Internist 


Solo  or  group  practice.  Expanding  164  bed 
JCAH  hospital. 

Progressive,  rural  and  industrial  area  with  ser- 
vice population  of  100,000  + . 


Sportsman’s  paradise,  excellent  recreation 
facilities. 

Contact:  Robert  R.  Young,  M.D.;  P.  O.  Box  310; 
Union  City,  Tennessee  38261.  Phone  901/885- 
5100. 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE-BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note- 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 
Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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compounds.  Conversely,  their  absence  permits 
rapid  deterioration. 

G)  Viscosity. 

A viscous  vehicle  will  greatly  prolong  con- 
tact of  the  eyedrop  with  the  eye.  Some  types 
dry  to  a protective  film  on  the  eyelids  and  are 
unusually  effective  in  treatment  of  lid  infec- 
tions. Other  vehicles  may  be  greasy  and  can 
be  cosmetically  or  functionally  objectionable. 

H)  Solubility  relationships. 

A medication  form  which  is  more  soluble 
in  the  vehicle  than  in  the  corneal  surface  will 
stay  in  the  vehicle  and  will  not  be  optionally 
absorbed  by  the  eye. 

I)  Wetting  agents. 

Detergent-like  additives  can  greatly  en- 
hance drug  penetration. 

J)  Combinations. 

Mixtures  of  active  drugs  may  give  an  im- 
proved effect  or  have  advantages  of  conveni- 
ence or  economy.  They  also  increase  the 
chance  of  allergy  or  other  toxicity. 

K)  Drug  form. 

Choice  of  suspension  or  solution  may  have 
advantages  of  stability  or  penetration  of  the 
medication. 

L)  Tonicity. 

Hypertonic  or  hypotonic  solutions  may  ir- 
ritate or  even  destroy  the  delicate  cells  of  the 
eye.  I have  seen  blindness  result  from  irriga- 
tion of  the  interior  of  the  eye  with  solutions  of 
improper  salt  concentration. 

M)  Packaging. 

Various  containers  have  advantages  of 
ease  of  use,  breakage  resistance,  spill-proofing, 
chemical  inertness,  size  economy,  protection 
from  light,  etc. 

Medications  other  than  eyedrops  also  have 
different  vehicles: 

A)  Taste,  smell,  color,  consistency  are  impor- 
tant in  determining  the  acceptability  of  the  medi- 
cation to  the  patient.  Will  the  child  (or  adult) 
take  his  medicine? 

B)  Purity  may  vary  greatly.  U.S.P.  require- 
ments specify  85  percent  purity  for  penicillin. 
Many  reputable  manufacturers  achieve  98  per- 
cent purity.  “Penicillin”  allergy  is  often  due  to 
impurities. 

C)  Coating  of  capsules  may  protect  medica- 
tion against  destruction  by  stomach  acids.  Pro- 
longed medication  effect  is  achieved  by  mixtures 
of  granules  with  coating  which  will  dissolve  at 
various  rates.  Faulty  coatings  may  not  dissolve 


at  all,  permitting  the  pill  to  pass  through  the 
body  with  no  medical  effect  at  all. 

D)  Absorption  of  medication  from  pills  de- 
pends on  how  rapidly  they  dissolve,  the  choice  of 
salt  used,  the  stability  of  the  drug  in  digestive 
juices,  whether  it  becomes  absorbed  upon  food 
residues,  and  a variety  of  other  such  factors.  As 
a well  recognized  example,  Chloromycetin  (Parke- 
Davis  brand  name)  is  a very  effective  antibiotic, 
whereas  all  other  generic  equivalents  of  chloram- 
phenicol (generic  name)  fail  to  achieve  compar- 
able blood  levels  of  the  antibiotic. 

E)  Deterioration  to  ineffective  or  toxic 
substances  may  occur.  Tetracycline  (an  anti- 
biotic) dispensed  in  relatively  acid  capsules  will 
slowly  transform  into  a deadly  kidney  poison. 
Without  appropriate  (and  costly)  safeguards, 
problems  do  occur. 

Because  the  medical  effect  of  a given  chemical 
is  so  greatly  dependent  upon  the  form  in  which 
it  is  dispensed,  the  concept  of  ‘generic  equival- 
ence’ is  truly  an  imaginary  oversimplification. 

“There  exists  hardly  anything  that  some  un- 
scrupulous man  cannot  make  a little  more  poorly 
and  sell  a little  cheaper.  Long  after  the  joy  of 
low  price  passes,  the  bitterness  of  low  quality 
remains.” 

“It  is  understandable,  but  tragic,”  concluded 
Dr.  Davis,  “that  Secretary  Weinberger  has  chosen 
to  believe  that  the  cheapest  drug  product  on  the 
market  would  perform  as  well  as  the  most  expen- 
sive one.  He  has  applied  a concept  to  the  health 
of  Medicare  and  Medicaid  patients  that  he  would 
rightly  hesitate  to  use  with  meat,  Scotch,  or  golf 
balls.” 

$ ^ ^ 


OCCUPATIONAL  MEDICINE 

Full-time  physicians  needed  at  ALCOA’s  Ten- 
nessee Operations.  Located  in  the  Greater 
Knoxville  area,  close  to  Smoky  Mountains  and 
TVA  lakes.  Reasonably  hard  work,  handsome 
benefits,  exciting  problems  in  occupational 
medicine.  If  interested,  Write  or  call:  J.  S. 
Phelan,  M.D.,  P.0.  Box  467,  Alcoa,  Tenn.  37701. 
Phone:  (615)  977-3302. 
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NEW!! 

$50,000 

GROUP  TERM  LIFE  INSURANCE 
NOW  AVAILABLE 

ACCIDENTAL  DEATH 
$50,000 

GROUP  PERMANENT 
UP  TO  $25,000 

Sponsored  by  the 

TENNESSEE  MEDICAL 
ASSOCIATION 

CUT  AND  MAIL  FOR  DETAILS 


Name 

number 

Street 

city 

state  zip  code 

Date  of 

Birth 

Mall  to: 

DUNN-LEMLY-SIZER,  INC. 
800  Sudekum  Building 
Nashville,  Term.  37219 

Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal- 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease.,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal  of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

kTTJ  WALLACE  LABORATORIES 

CRANBURY,  NEWJERSEY 08512 


886 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


journal 

OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 

NOVEMBER,  1974 

Vol.  67  No.  11 

Published  Monthly  By 
Tennessee  Medical  Association 
Office  of  Publication. 
112  Louise  Avenue 
Nashville,  Tenn.  37203 

Second  Class  Postage  Paid  at 
Nashville,  Tenn. 


content# 

SCIENTIFIC  SECTION 

909  Hypertensive  Screening,  A Community  Effort — Dwight  R.  Wade,  Jr., 
M.D.,  Monte  Biggs,  M.D.,  Irshad  Ahmad,  M.D.,  Ph.D.,  M.P.H. 

913  The  Use  of  Unsmoked  Tobacco  and  Intermittent  Claudication — James 
F.  Smith,  D.D.S.,  Ph.D.,  M.D. 

915  Staff  Conference 

919  Alternative  To  “911” — William  J.  Henry,  M.D. 


TMA  OFFICERS 
President 
E.  Kent  Carter,  M.D. 
Holston  Valley  Community  Hospital 
Kingsport  37660 
President-Elect 
J.  Kelley  Avery,  M.D. 
1229  Russell  Street 
Union  City  38261 
Chairman,  Board  of  Trustees 
James  W.  Hays,  M.D. 
2501  Hillsboro  Road 
Nashville  37212 


920  Hypertension  Reviews 
922  Topics  in  Nuclear  Medicine 

924  From  the  Regional  Medical  Programs 

925  EKG  of  the  Month 

926  Laboratory  Medicine 
929  X-Ray  of  the  Month 


EDITORIAL  STAFF 

Editor 

John  B.  Thomison,  M.D. 
Managing  Editor  and 
Business  Manager 

Jack  E.  Ballentme 


TMA  EXECUTIVE  STAFF 
Executive  Director 

Jack  E.  Ballentine 
Assistant  Executive  Director 
L.  Hadley  Williams 
Director  of 
Continuing  Medical  Education 
James  D.  Ingram 
Executive  Assistant 
William  V.  Wallace 
Executive  Assistant 
Donald  H.  Alexander 
Executive  Assistant 
for  Legislation 
John  R.  Coles 

The  Journal  of  the  Tennessee 
Medical  Association 

Published  monthly  under  the  direction  of 
the  Board  of  Trustees  for  and  by  members 
of  The  Tennessee  Medical  Association,  a 
nonprofit  organization,  with  a definite 
membership  for  scientific  and  educational 

purposes 

Subscription  $9.00  per  year  to  non- 
members;  single  copy,  75  cents.  Payment 
of  Tennessee  Medical  Association 
nembership  dues  includes  the  supscription 
price  of  tms  Journal. 
Devoted  to  the  interests  of  the  medical 
profession  of  Tennessee.  This  association 
does  not  officially  endorse  opinions 
presented  in  different  papers  publishea 
herein.  Copyright  1974  by  the  Journal  of 
the  Tennessee  Medical  Association 
Advertisers  must  conform  to  policies  ana 
regulations  established  by  the  Boai-d  of 
Trustees  of  the 
Tennessee  Medical  Association. 


931  Self-Evaluation  Quiz 


NEWS  AND  ORGANIZATIONAL  SECTION 

941  President’s  Page 

942  Editorials 

945  Our  Mail  Box 
947  In  Memoriam 
947  New  Members 

947  Programs  and  News  of  Medical  Societies 

947  National  News 

950  Medical  News  in  Tennessee 

950  Personal  News 

951  Announcements 

951  Continuing  Education  Opportunities 
955  Special  Item 

977  Placement  Service 

978  Index  to  Advertisers 

Contents  listed  in  CURRENT  CONTENTS/CLINICAL  PRACTICE 
of  The  Institute  for  Scientific  Information 


INSTRUCTIONS  TO  CONTRIBUTORS 

Manuscripts  submitted  for  consideration  for  publication  in  the  JOURNAL 
OF  THE  TENNESSEE  MEDICAL  ASSOCIATION  should  be  addressed  to 
the  Editor,  John  B.  Thomison,  M.D.,  P.O.  Box  70,  Nashville,  Tennessee 
37202. 

Manuscripts  must  be  typewritten  on  one  side  of  letterweight  paper. 
Either  double  or  triple  spacing  and  wide  margins  must  be  provided  to 
facilitate  editing  which  will  be  legible  for  the  printer.  The  pages  should 
be  numbered  and  clipped  or  stapled  together,  but  they  should  not  be 
placed  in  a binder. 

Bibliographic  references  should  not  exceed  twenty  in  number  docu- 
menting key  publications.  They  should  appear  at  the  end  of  the  paper. 
The  bibliographic  references  must  conform  to  the  style  used  in  the 
American  Medical  Association  publications,  as, — Alais,  FG:  What  is  Known 
About  it,  J.  Tennessee  M.  A.,  35:132,  1950. 

Illustrations  should  be  numbered  and  identified  with  the  author’s  name. 
The  editor  will  determine  the  number,  if  any,  of  illustrations  to  be  used 
with  the  Journal  assuming  the  cost  of  engravings  and  cuts  up  to  $25. 
Engraving  cost  for  illustrations  in  excess  of  $25  will  be  billed  to  the 
author.  They  will  not  be  returned  unless  specifically  requested. 

If  reprints  are  wanted,  the  desired  number  should  be  indicated  in  the 
letter  accompanying  the  manuscript.  No  reprints  are  provided  free  and 
a reprint  cost  schedule  will  be  forwarded  upon  request. 


(sulfamethoxazole) 


basic  therapy  in 
nonobsjtructedlurindr 

trad  infections? 


' Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicate  or  f 
vent  sequelae  (rheumatic  fever,  glomerulonephr 
of  such  infections.  Deaths  from  hypersensitivity  re 
tions,  agranulocytosis,  aplastic  anemia  and  other  b! 
dyscrasias  have  been  reported  and  early  clinical  signs  (s 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  seri 
blood  disorders.  Frequent  CBC  and  urinalysis  with  microscc 
examination  are  recommended  during  sulfonamide  therapy.  Insi 
cient  data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  rena 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose 
phosphate  dehydrogenase-deficient  individuals  in  whom  do 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  apl 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  P 


journal 

OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 
OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

NOVEMBER,  1974 
VOLUME  67,  NO.  11 


Hypertensive  Screening , 
A Community  Effort 

DWIGHT  R.  WADE,  JR.,  M.D.,  MONTE  BIGGS,  M.D.,  IRSHAD  AHMAD,  M.D.,  PH.D.,  M.P.H. 


In  years  past,  when  faced  with  health  problems 
of  epidemic  proportions,  the  community  has 
mustered  whatever  resources  were  available  to 
bring  the  problem  under  control.  The  solutions 
were  not  always  known,  and  in  some  cases,  the 
major  effort  was  aimed  at  discovering  a “cure” 
which  came  in  the  form  of  an  antibiotic,  a vac- 
cine, or  some  other  agent  capable  of  neutralizing 
the  threat.  Once  the  means  of  effectively  fighting 
the  epidemic  was  known,  there  was  no  lack  of 
enthusiasm  in  its  application  to  its  known  or 
potential  victims.  It  was  in  these  situations  that 
men  like  Pasteur,  Salk,  and  Sabin  became  famous 
for  their  historic  contributions  in  the  fight  against 
epidemic  diseases. 

Hypertension  is  now  the  scourge  that  silently 
ravages  mankind  in  truly  epidemic  proportions. 
An  estimated  23  million  Americans,  and  among 
them  at  least  500,000  Tennesseans,  are  the  af- 
flicted. The  present  challenge  lies  not  in  finding 
the  cure  for  hypertension,  for  the  means  of  con- 
trol is  readily  available.  Rather  the  task  is  in 
finding  and  placing  under  proper  care  those  hyper- 
tensive persons  who  are  at  risk.  These  include 
hypertensives  who  are  either  undiagnosed  or  un- 
controlled. A recently  created  national  hyperten- 
sion program1  has  been  instituted  to  fight  the 
problem.  It  has  been  in  force  for  over  a year; 
however,  very  little  effect  has  been  felt  at  the 
community  level. 

Drs.  Wade  and  Biggs  are  in  the  private  practice  of 
Internal  Medicine  in  Knoxville,  Tennessee  and  are 
closely  involved  in  the  Tennessee  Heart  Association 
Hypertensive  Screening  Program.  Dr.  Ahmad  is  Assis- 
tant Professor  of  Public  Health,  Health  and  Safety 
Department.  University  of  Tennessee,  Knoxville.  Tenn. 

Financial  support  for  the  screening  and  analysis  was 
provided  through  grants  from  the  East  Tennessee  Heart 
Association  and  Tennessee  Heart  Association. 


Primarily  the  battle  must  be  fought  at  the  com- 
munity level  by  means  of  person-to-person  contact 
before  significant  gains  can  be  shown  nationally. 
Federal  plans  notwithstanding,  each  community 
must  marshall  its  own  resources  in  order  to  cope 
most  effectively  with  the  problem.  A pilot  pro- 
gram was  launched  in  1973  in  Knoxville,  Tennes- 
see, by  the  East  Tennessee  Heart  Association  to 
test  the  hypothesis  that  such  a program  could  be 
supported  from  within  the  community. 

Methods 

Four  thousand  fifty-five  persons  were  screened 
during  the  first  six  months  of  1973  in  Knoxville, 
Tennessee,  the  vast  majority  of  whom  were  active 
industrial  workers  with  a mean  age  of  39.7,  and  a 
range  of  18  to  70  years.  Approximately  90  per 
cent  were  Caucasian.  A casual  sitting  blood 
pressure  of  more  than  160  mm  Hg  systolic  or  95 
mm  Hg  diastolic  called  for  referral  to  a physician. 

Prior  to  initiation  of  screening,  the  endorsement 
of  the  local  medical  association  was  obtained  and 
a letter  explaining  the  screening  program  was 
mailed  to  each  practicing  physician  in  Knox 
County. 

Persons  were  screened  at  their  place  of  busi- 
ness. They  were  first  asked  to  fill  out  a brief 
questionnaire.  Volunteers,  primarily  nurses,  stu- 
dent nurses,  and  to  a small  degree  physicians, 
took  casual  sitting  sphygmomanometric  pressures. 
The  first  and  fifth  phase  Korotkoff  sounds  were 
used  to  determine  systolic  and  diastolic  readings. 
In  case  of  readings  either  at  or  above  160/95, 
the  reading  was  repeated,  usually  by  a different 
observer,  and  if  confirmed,  the  person  was  told 
he  had  an  elevated  blood  pressure  and  a referral 
was  recommended. 

The  person  thus  referred  was  counseled  by  a 
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registered  nurse  who  was  present  for  questions 
and  counseling.  Each  referred  person  was  given 
an  American  Heart  Association  pamphlet  ex- 
plaining the  nature  of  hypertension  and  was 
asked  to  make  arrangements  to  see  his  or  her 
family  physician.  They  were  also  given  a self- 
addressed  envelope  to  the  local  heart  association 
so  that  some  data  on  compliance  might  be 
gathered  following  referred  visits  to  private 
physicians  in  the  community. 

Results 

From  a total  of  4055  persons  studied  in  the 
sample,  411  (10.1  per  cent  of  the  sample)  had 
sitting  pressures  which  exceeded  160  systolic 
and/or  95  diastolic.  An  additional  119  persons 
were  discovered  who  carried  a diagnosis  of  hyper- 
tension but  who  at  the  time  of  screening  were 
found  to  be  normotensive  and  on  antihypertensive 
therapy.  These  individuals  were  considered  to 
have  bona  fide  hypertension,  bringing  the  total 
hypertensive  group  in  the  sample  studied  to  530 
or  13  per  cent. 

As  shown  in  Table  1,  189  out  of  530  hyperten- 
sives were  receiving  medication.  However,  only 
119  (22.4  per  cent)  of  these  189  were  “con- 
trolled” as  defined  by  a blood  pressure  under 
160/95;  the  remaining  70  (13.2  per  cent)  in- 
dividuals were  “not  controlled.” 


Table  1 

Hypertensives  found  on  screening  industrial  workers 
among  a sample  of  4055  individuals. 


Workers 

Number 

Percent 

Hypertensives 

530 

13 

Receiving  Medications 

189 

35.6 

Under  Control 

119 

22.4 

Not  under  Control 

70 

13.2 

Not  Receiving  Medication 

341 

64.4 

The  characteristics  of  the  group  studied  who 
were  predominantly  white  industrial  workers,  are 
shown  in  Table  2. 

The  incidence  of  hypertension  increased  with 

Table  2 

Characteristics  of  the  sample  studied. 


Workers  Percent 


30  plus  hours/week  92 

Between  the  ages  20-59  88 

Had  a family  physician  83 

Family  history  of  hypertension  42 

History  of  being  on  antihypertensive  drugs  9.3 

Presently  on  antihypertensive  drugs  4.8 

Drop-out  from  therapy  50 


each  decade  of  life  as  shown  in  Figure  1,  begin- 
ning at  a 1.8  per  cent  incidence  at  or  below  age 
20  to  a rate  of  33  per  cent  for  the  7th  decade. 
The  relative  proportion  of  normotensive  to  hy- 
pertensive persons  in  each  decade  of  life  may  be 
seen  in  Figure  2. 


<20  20-29  30-39  40-49  50-59  >59 

AGE  BY  DECADE,  YRS. 

Figure  1 


Followup 

Of  411  hypertensive  patients  referred  to 
physicians,  only  109  cards  were  returned  within 
six  months  of  the  study,  representing  approxi- 
mately 25  per  cent  compliance.  In  only  63  of 
these  109  did  the  family  physician  “confirm”  the 
presence  of  what  he  considered  to  be  a truly 
hypertensive  blood  pressure. 

Discussion 

When  compared  to  prior  studies  of  similar 
populations  using  similar  values  for  hypertensive 
referral  levels,  the  findings  are  strikingly  similar 
(Table  3).  The  only  trend  showing  improvement 
seems  to  be  in  the  category  of  those  patients  on 
therapy  who  have  their  hypertension  under  con- 
trol, that  is,  below  160/95,  on  therapy.  In  the 
studies  shown  in  the  early  1960’s,  45  to  47  per 
cent  of  those  on  antihypertensive  medications 
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were  controlled;  whereas,  6 to  12  years  later,  just 
over  60  per  cent  have  been  found  to  be  controlled. 
Perhaps  this  is  indicative  of  better  education  of 
both  patients  and  medical  personnel.  This  finding 
seems  at  variance  with  the  findings  of  Schoen- 
berger  and  Stamler,  et  al2  whose  data  supported 
the  idea  that  the  V.A.  Cooperative  Study  had 
shown  no  impact  on  improving  hypertensive  con- 
trol in  Chicago. 

The  data  from  the  questionnaire,  Table  4,  in- 


Table 

Baldwin 

3 

Nat’l 

Alameda 

Knox- 

Co. 

Heatlh 

Co. 

ville 

1962 

Survey 

1966 

1973 

Pop.  Examined 

3,084 

’60-’62 

6,672 

2,495 

4,055 

% Elev.  BP 
(Over  160/90) 

15.5 

15.2 

13.0 

13.7 

% On  Med. 

6.0 

6.5 

5.9 

4.7 

% With  Elev.  BP 
On  Treatment 

18.3 

23.2 

16.9 

17.0 

Total  Hypertensive 
Pop. 

630 

1,214 

420 

530 

% Total  Hypertensive 
Pop.  On  RX 

29.7 

35.7 

35.7 

37.0 

% Total  Hypertensive 
Pop.  Under  “Control” 

14.0 

16.3 

22.6 

22.5 

% Those  Receiving 
Rx  Under  Control 

47.0 

45.6 

63.3 

61.0 

dicated  that  the  finding  of  large  numbers  of  hy- 
pertensive patients  probably  will  not  greatly 
threaten  the  capacity  of  the  health  care  system, 
since  83  per  cent  of  blue-collars  industrial  workers 
already  had  family  physicians. 

Table  4 

Questionnaire  Results 

Total  Sample  Hypertensive 


(4055) 

(411) 

Have  Family  M.D. 

83.2% 

83.2% 

BP  Check  Past  3 Years 

82.4% 

85.6% 

Told  had  High  BP 

16.1% 

53.3% 

Family  History  of  High  BP 

42.0% 

49.6% 

Ever  Treated  for  High  BP 

9.3% 

37.2% 

Presently  on  Therapy 

4.8% 

36.0% 

Compliance  with  referral  to  the  family  phy- 
sician was  lower  than  expected  despite  careful 
counseling  by  the  specially  designated  registered 
nurse.  She  was  present  to  talk  individually  with 
each  person  found  with  a hypertensive  blood 
pressure.  Equally  disappointing  was  the  finding 
that  only  58  per  cent  of  those  referred  had  their 
hypertension  confirmed  by  the  referral  physician. 
This  occurred  despite  a relatively  high  cut-off 
point  for  “hypertensive”  blood  pressures  of 
160/95. 

While  it  is  reasonable  to  assume  that  a sig- 
nificant number  of  referred  persons  saw  their 
physicians  and  no  feed-back  occurred  for  a variety 
of  reasons,  it  must  be  also  assumed  that  a large 
per  cent  of  referred  persons,  perhaps  at  least  as 
high  as  50  per  cent,  did  not  see  their  physicians 
as  directed. 

Table  5 

Suggested  Criteria  for  Referral  by  Age3^5 

Age  (Yrs) 

3-5  > 120/80 

6-9  > 130/80 

10-15  > 130/85 

16-39  > 145/90 

40-64  > 160/95 

> 65  > 180/110 

It  should  be  noted  that  as  of  August  1974, 
over  80,000  Tennesseans  have  been  screened  for 
hypertension  by  members  of  the  Tennessee  Heart 
Association  and  other  volunteer  organizations. 
The  cut-off  point  for  what  constitutes  proper 
referral  levels  in  adults  has  not  been  standardized 
throughout  the  State  for  purposes  of  these  screen- 
ing projects.  Proposed  levels  for  adults,  based 
upon  criteria  suggested  by  Wilbur  and  Barrow3, 
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and  Wood,  J.E.,  et  al4,  and  for  children  by 
Londe5,  are  modified  as  outlined  in  Table  5. 

It  is  not  proposed  that  these  levels  are  neces- 
sarily termed  “hypertensive”  for  all  patients,  but 
rather  rough  guidelines  for  referral  in  order  that 
each  patient  may  be  given  an  opportunity  for  an 
individual  decision  by  his  physician  regarding 
the  significance  of  his  blood  pressure  in  light  of 
age,  race,  and  the  presence  of  other  risk  factors. 
However,  the  standardization  of  criteria  for  refer- 
ral could  help  avoid  some  confusion  as  the  state- 
wide screening  program  continues. 

Conclusions 

1)  Local  community  efforts  for  large  scale 
screening  for  hypertensives  can  be  carried  out 
economically  by  volunteer  organizations  already 
in  existence.* 

2)  The  percentage  of  hypertensives  within  a 
predominantly  industrial  population,  both  known 
and  unknown,  controlled  and  uncontrolled,  is 
similar  in  Tennessee  to  those  found  in  other  areas 
of  the  country. 

'"Screening  in  this  program  costs  approximately  11 
cents  per  person  screened. 


3)  Compliance  in  referral  is  a major  problem 
in  screening.  Only  one  of  four  patients  referred 
was  definitely  proven  to  have  complied. 

4)  Criteria  for  the  level  of  blood  pressure 
constituting  hypertension  in  a given  individual  is 
not  widely  agreed  upon  by  physicians  in  practice 
in  this  state. 

5)  As  a corollary  to  statements  3 and  4,  it 
seems  clearly  evident  that  a major  effort  toward 
education  of  the  public  and  medical  professionals 
on  current  concepts  in  hypertension  is  warranted. 

6)  The  demand  of  potential  patients  referred 
for  hypertensive  screening  program  is  not  likely 
to  place  a significant  extra  load  on  the  private 
health  care  system. 
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The  Use  of  Unsmoked  Tobacco 
and  Intermittent  Claudication 


Because  of  the  proven  implications  of  tobacco 
smoking  in  the  production  and  exacerbation  of 
peripheral  vascular  disease,  one  must  wonder 
whether  the  use  of  tobacco  in  other  forms  may 
not  result  in  similar  damage.  It  seemed  worth- 
while to  review  in  this  light  our  large  series  of 
snuff  users  and  tobacco  chewers,  originally 
studied  for  oral  cancer.  The  purpose  of  this 
paper,  therefore,  is  to  study  the  possible  relation- 
ship between  intermittent  claudication  and  the  use 
of  tobacco  in  unsmoked  forms. 

Clinical  Considerations 

The  term  “peripheral  vascular  disease”  is 
widely  used  but  is  misleading  in  that  vascular 
disorders  of  the  extremity  are  usually  a part  of  a 
generalized  disease  process.  The  problem  of 
vascular  disease  can  be  expected  to  increase  in 
frequency  as  the  general  life  span  of  the  popula- 
tion lengthens. 

The  signs  and  symptoms  of  arterial  disease  of 
the  lower  extremities  are  usually  determined  by 
the  degree  of  vessel  obstruction  and  the  location 
of  the  obstruction.  If  the  obstruction  develops 
rapidly  with  little  chance  for  the  development  of 
collateral  circulation  the  signs  and  symptoms  are 
more  acute.  Claudication,  the  major  symptom  of 
arterial  disease,  is  produced  by  a lack  of  neces- 
sary blood  supply  to  the  muscles  of  the  leg,  result- 
ing in  exertional  pain  characterized  by  cramping 
or  dull  aching  in  the  muscle,  usually  relieved  by 
rest. 

Arteriosclerosis  obliterans  is  a disease  char- 
acterized by  progressive  ischemia  in  patients  be- 
tween the  age  of  50  to  65  years,  occurring  some 
10  to  15  years  earlier  in  the  diabetic  patient.  It 
is  present  more  often  in  males  and  is  limited  pri- 
marily to  the  aorta-iliac  area  in  the  earlier  stages, 
with  later  progression  to  the  femoral-popliteal 
area.  The  most  common  symptom  is  intermittent 
claudication.  Factors  that  have  been  considered 
in  the  etiology  of  this  disease,  as  well  as  other 
peripheral  vascular  diseases,  include  heredity, 
tobacco,  diabetes  mellitus  and  diet. 

Treatment  in  the  early  stages  includes  instruc- 
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tion  in  the  importance  of  keeping  the  extremities 
clean  and  avoiding  any  type  of  trauma.  Patients 
are  instructed  to  stop  smoking  and  are  encour- 
aged to  engage  in  walking  to  develop  collateral 
circulation.  Predisposing  diseases  caused  by  im- 
proper diet  and  diabetes  mellitus  are  treated. 
Vaso-dilator  drugs  are  being  used  with  varying 
success,  and  lumbar  sympathectomy  may  be 
helpful  in  relieving  pain  at  rest.  Although  re- 
constructive arterial  surgery  can  be  performed 
when  conditions  warrant,  amputation  may  be  re- 
quired for  the  patient  with  necrotic  ulceration 
and  gangrene  involving  large  areas. 

Buerger’s  disease  is  seen  in  a younger  age 
group,  occurring  usually  before  40  years.  Nearly 
all  of  the  patients  are  male  and  many  are  tobacco 
smokers.  In  this  disease  the  upper  extremities 
may  be  affected  also,  helping  to  differentiate  it 
from  arteriosclerosis  obliterans.  Most  investiga- 
tors believe  the  relationship  of  Buerger’s  disease 
to  smoking  to  be  extremely  important.  It  has 
been  said  that  if  the  patient  stops  smoking  com- 
pletely, arrest  of  the  disease  occurs,  while  if  he 
continues  to  smoke,  the  disease  will  usually  pro- 
gress. There  is  still  much  to  be  learned  regard- 
ing the  cause  and  effect  relationship  of  tobacco 
and  Buerger’s  disease. 

In  1972  di  Cio1  discussed  the  etiology,  ana- 
tomic pathology,  symptomatology,  pathogenesis, 
diagnosis,  evolution,  duration,  prognosis  and 
treatment  of  intermittent  claudication.  He  found 
the  most  important  predisposing  factor  to  be 
smoking,  the  disease  rarely  occurring  in  non- 
smokers  under  55  years  of  age.  He  believes  that 
tobacco  exerts  a damaging  effect  on  the  arteries 
no  matter  how  it  is  used,  though  it  is  not  known 
whether  nicotine  or  other  toxic  constituents  are 
responsible  for  the  damage.  He  feels  that  carbon 
monoxide  in  cigarette  smoke  may  play  an  impor- 
tant role. 

Methods 

The  patients  chosen  for  study  had  as  their 
primary  complaint  pain  in  the  calf  muscles  only, 
which  usually  indicates  obstruction  proximal  to 
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the  popliteal  artery.  Obstruction  proximal  to  the 
deep  femoral  artery  produces  pain  in  the  thigh, 
while  pain  felt  high  in  the  thigh  or  in  the  buttock 
indicates  obstruction  in  the  distal  aorta  or  in  the 
iliac  arteries.  Patients  were  questioned  as  to 
impotence,  which  is  often  a sign  of  disease  in  the 
distal  aorta.  Tissue  necrosis  and  rest  pain  are 
extremely  serious,  indicating  that  there  are  differ- 
ent levels  of  arterial  obstruction  and  that  col- 
lateral channels  as  well  as  the  primary  blood 
supply  are  probably  involved. 

Pedal,  popliteal,  femoral  and  aortic  pulses  were 
recorded  as  absent,  minimal  or  maximal.  Bruits 
when  present  were  observed  by  auscultation  dur- 
ing systole  over  areas  of  obstruction.  The  skin 
was  observed  for  pallor  and  blanching  when  the 
extremity  was  elevated.  Although  there  are  many 
variables,  it  is  still  of  some  value  to  observe 
capillary  filling  after  the  leg  has  been  elevated  to 
determine  an  index  of  the  vessel  obstruction.  In 
the  normal  patient  the  skin  color  will  return  im- 
mediately when  the  limb  is  returned  to  its  normal 
dependent  position,  while  with  arterial  obstruc- 
tion there  may  be  a delay  of  15  to  30  seconds, 
indicating  severe  arterial  obstruction. 

Results 

We  have  studied  some  25,000  snuff  users  over 
a period  of  20  years  and  when  taking  a history 
from  these  patients  we  have  asked  a question 
concerning  pain  occurring  upon  exertion  in  the 
upper  or  lower  extremities.  At  that  time  we  were 
not  considering  snuff  or  tobacco  chewing  as  a 
possible  cause  of  intermittent  claudication  but 
rather  included  the  question  as  a part  of  a sys- 
temic survey  of  the  patient. 

We  have  recently  completed  a ten-year  follow- 
up of  an  original  1,500  non-smoking  patients  who 
were  examined  with  cytology  and  biopsy  tech- 
niques because  they  had  shown  some  change  in 
the  oral  mucous  membranes  that  might  indicate 
underlying  tissue  changes  from  the  use  of  snuff 
and  chewing  tobacco.2  We  have  now  reviewed 
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the  clinical  charts  of  these  patients  in  their  first 
five  and  one-half  year  examination.  Many  of 
these  patients  have  used  snuff  for  as  long  as  60 
to  70  years,  with  an  average  of  24  years.  Of  this 
group  none  claimed  to  have  pain  that  could  be 
considered  intermittent  claudication. 

Though  we  have  not  studied  tobacco  smoking 
and  intermittent  claudication,  we  obtained  the 
records  of  some  50  patients  who  were  suffering 
from  peripheral  vascular  disease  and  who  pre- 
sented with  intermittent  claudication.  We  at- 
tempted to  determine  the  severity  of  vascular 
disease  by  the  distance  that  the  patient  could 
walk  and  at  what  point  he  began  to  demonstrate 
calf  pain.  We  omitted  patients  with  upper  leg 
or  buttock  pain  because  most  of  these  patients 
demonstrated  numerous  systemic  complaints.  In 
the  group  of  50  patients  with  intermittent  claudi- 
cation there  were  no  snuff  users  or  tobacco 
chewers.  All  were  smokers,  and  37  had  heavy 
ethanol  intake.  Thirteen  of  the  patients  also  had 
diabetes  mellitus  and  17  demonstrated  hyperlipi- 
demia. 

Conclusions 

We  conclude  from  our  twenty  year  study  of 
patients  who  used  unsmoked  tobacco  that  there 
is  no  relationship  between  the  use  of  unsmoked 
tobacco  per  se  and  intermittent  claudication.  We 
readily  admit  that  there  are  many  variables  to  be 
considered  in  peripheral  vascular  disease,  but  in 
those  patients  that  we  have  studied  who  used 
unsmoked  tobacco  only,  with  no  history  of 
diabetes  mellitus,  heavy  ethanol  intake,  tobacco 
smoking  or  dietary  problems,  we  found  no  cases 
of  intermittent  claudication. 

We  would  urge  others  who  have  studied  snuff 
users  and  tobacco  chewers  to  review  their  cases 
to  determine  findings  concerning  intermittent 
claudication. 
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MYASTHENIA  GRAVIS 
Vanderbilt  University  Hospital* 

DR.  FRANK  R.  FREEMON:  Our  patient 

today,  a private  patient  of  Dr.  Olson’s,  has  just 
undergone  a thymectomy  for  the  treatment  of 
myasthenia  gravis.  Mr.  Gutnecht  will  present  the 
case  and  Dr.  Roelofs  will  discuss  the  diagnosis 
and  treatment  of  myasthenia. 

MR.  MICHAEL  G.  GUTNECHT:  The  patient  is  a 
41 -year-old  housewife  who  presents  with  complaints  of 
diplopia,  ptosis,  and  generalized  weaknesses.  She  was 
well  until  six  years  ago  when  she  experienced  transient 
diplopia.  She  had  3 or  4 episodes  each  one  month  in 
duration  during  the  first  year  of  the  illness.  In  1967  the 
diplopia  became  constant  and  myasthenia  gravis  was 
diagnosed.  Pyridostigmine  (Mestinon)  was  prescribed 
but  the  patient  took  this  intermittently  due  to  side 
effects.  She  had  no  problems  whatsoever  driving  a car, 
sewing,  or  doing  housework.  In  February  of  1973,  her 
diplopia  worsened  and  ptosis  was  first  noticed.  These 
symptoms  have  been  constant  since  that  time.  She 
started  to  notice  generalized  weakness  worsening  during 
the  day  in  March  of  last  year.  She  did  housework  for 
15  to  20  minutes  and  then  took  a short  nap,  followed 
by  housework,  another  nap,  etc.  The  weakness  has 
become  progressively  more  severe.  Recently  the  ptosis, 
diplopia,  and  weakness  are  present  in  the  morning  upon 
awaking  and  become  worse  as  the  day  progresses.  She 
can  now  watch  TV  but  is  incapable  of  any  exercise. 
She  has  no  respiratory  difficulty  but  claims  to  have 
slight  difficulty  in  swallowing.  The  patient  has  a past 
history  of  thyroid  disease.  In  1959  she  had  a partial 
thyroidectomy  for  nontoxic  goiter  and  in  1964  a 
thyroid  nodule  was  found. 

Physical  examination  on  admission  to  Vanderbilt 
Hospital  showed  normal  vital  signs.  The  patient  ap- 
peared as  an  alert,  oriented,  middle-aged,  white  female 
lying  quietly  in  bed  with  an  apparent  dearth  of  move- 
ment. Cranial  nerve  examination  showed  pupils  unequal 
in  size  but  reactive  to  light  and  accommodation.  The 
left  pupil  was  5 mm  in  diameter  and  the  right  4 mm. 
There  was  a mild  left  ptosis.  The  right  palpebral  fissure 
measured  8 mm  and  the  left  palpebral  fissure  5 mm 
with  lid  twitch  bilaterally  on  elevating  the  eyes  from 
down  to  primary  gaze.  The  right  eye  showed  diminished 
abduction  and  adduction  but  vertical  gaze  was  full.  The 
left  eye  showed  less  abduction  than  the  right  with 
diminished  ability  to  sustain  upward  gaze.  Motor  func- 
tion examination  revealed  a generalized  decreased 
strength  but  no  atrophy,  fasciculation.  or  tremor.  Cere- 
bellar function  and  sensory  examination  were  normal. 
All  reflexes  were  symmetrical:  no  Babinski,  grasp,  or 
snout  reflexes  were  present. 

Laboratory  results  included  normal  chest  and  skull 
x-rays.  Tomograms  of  the  anterior  mediastinum  were 
within  normal  limits.  Thymic  venography  showed  the 

*From  the  Department  of  Neurology,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tenn. 


right  lateral  limb  of  the  thymic  vein  displaced  to  the 
left,  suggesting  a thymic  mass.  A thyroid  scan  revealed 
a gland  with  a large  content  of  iodine  (35.3  mg  in  the 
right  lobe)  and  diffuse  enlargement.  Endocrine  consulta- 
tion suggested  a diagnosis  of  mild  Hashimoto’s  thyroid- 
itis. The  column  T4  examination  was  normal.  Elec- 
tromyography and  nerve  conduction  velocities  were 
within  normal  limits. 

Dr.  Olson  and  I performed  an  edrophonium  test  in 
a single  blind  manner.  The  criteria  we  used  was  the 
attempt  to  sustain  vertical  gaze.  First,  10  mg  of  saline 
was  injected  intravenously;  no  improvement  was  noted. 
Upon  injection  of  2 mg  of  edrophonium,  a dramatic 
elevation  of  the  eyes  occurred. 

The  patient  was  taken  to  surgery,  a thymectomy 
was  performed,  and  an  atrophic  thymus  was  found. 
Recovery  from  surgery  was  uneventful.  Respiratory 
function  has  been  good  with  normal  vital  capacity  and 
tidal  volume  since  the  operation. 

DR.  FREEMON:  This  patient  had  a special 
radiologic  study,  thymic  venogram.  Dr.  Flenry 
Burko,  Professor  of  Radiology,  will  discuss  these 
films. 

DR.  F1ENRY  BURKO:  Not  much  is  known 
about  thymic  venography.  We  became  interested 
in  trying  to  develop  this  procedure  some  years 
ago.  Let  me  first  tell  you  about  how  it  is  done 
and  then  I can  discuss  the  normal  anatomy  and 
subsequently  the  anatomy  in  this  case.  We  use 
special  pre-shaped  catheters.  We  thread  these 
through  the  femoral  vein  into  the  superior  vena 
cava  and  then  advance  into  the  innominate  vein. 
We  than  probe  for  the  thymic  vein.  Classically 
the  thymic  vein  arises  to  the  right  of  the  midline 
near  where  the  innominate  vein  enters  the  su- 
perior vena  cava.  We  have  an  array  of  catheters 
and  we  cannot  predict  beforehand  the  size  of 
the  innominate  vein.  Therefore,  we  try  one 
catheter  and  if  it  doesn’t  work  we  pull  it  out  and 
try  another.  We  give  ourselves  about  an  hour 
of  probing  and  if  we  don’t  get  in  by  then  we 
call  it  quits.  It  actually  isn’t  too  uncomfortable 
for  the  patient.  There  is  some  heat  in  the  neck 
during  the  injection  but  otherwise  the  patient  is 
not  too  greatly  inconvenienced. 

There  is  considerable  variation  in  the  normal 
venous  anatomy.  After  this  case  today,  we  have 
concluded  that  the  degree  of  normality  is  even 
greater  than  we  had  previously  thought.  Fre- 
quently, there  is  just  a single  major  thymic  vein 
with  branches  from  it  entering  the  thymus.  Oc- 
casional patients  have  instead  of  a single  thymic 
vein  an  arcade  with  many  small  branches.  The 
present  case  doesn’t  look  like  either  type  of  nor- 
mal thymic  venous  anatomy.  After  we  got  into 
the  thymic  vein  as  we  injected  we  found  that 
all  of  the  vessels  that  entered  the  thymic  vein 
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seemed  to  be  on  the  left  side  of  the  mediastinum. 
Our  problem  was  to  decide  whether  this  was  a 
normal  disposition  of  a long  tongue  of  thymic 
tissue  or  whether  this  was  displacement  of  venous 
structures  by  a large  mass  in  the  mediastinum. 
In  a patient  suspected  of  myasthenia  gravis,  of 
course,  this  mass  would  generally  be  considered 
a thymoma.  So,  in  other  words,  we  had  the 
problem  of  deciding  whether  we  were  dealing 
with  a variation  of  normal  that  we  had  not 
previously  encountered  or  with  a manifestation 
of  mass.  We  went  to  the  operating  room  and 
found  to  our  consternation  that  the  surgeons  de- 
livered a long  thin  tongue  of  what  they  said  was 
somewhat  atrophic  thymic  tissue.  This  long  thin 
tongue  corresponded  exactly  with  the  venous  anat- 
omy. I think  we  will  have  to  look  for  evidence 
of  bowing  or  marked  displacement  of  the  venous 
structures  before  we  have  enough  courage  to 
say  that  thymoma  is  present. 

DR.  WILLIAM  McLAIN,  JR.:  What  about 
tomography?  Did  this  patient  have  that  exami- 
nation? 

DR.  BURKO:  She  had  tomography  and  on 
the  lateral  view  behind  the  sternum  there  was 
a hazy  soft  tissue  density  which  could  not  be 
differentiated  from  normal  thymic  tissue.  The 
person  who  interpreted  this  film  thought  it  rep- 
resented normal  mediastinum. 

DR.  GERALD  M.  FENICHEL:  Since  it  is 
difficult  even  for  the  pathologists  to  tell  the  dif- 
ference between  thymoma  and  normal  thymus, 
I wonder  if  this  is  something  that  is  beyond  the 
hope  of  radiological  accomplishment. 

DR.  ROBERT  I.  ROELOFS:  Other  than  neu- 
rologists, who  else  sends  you  patients  for  thymic 
venography? 

DR.  BURKO:  On  occasion  a patient  will  have 
a mediastinal  mass  without  clinical  symptoms  of 
myasthenia  gravis.  The  vast  majority  of  our  cases 
are,  however,  referred  to  us  by  the  neurologists 
because  they  have  myasthenia  gravis. 

DR.  ROELOFS:  The  topic  of  myasthenia 

gravis  comes  up  for  discussion  in  our  Neurology 
Grand  Rounds  several  times  a year.  It  is  always 
an  interesting  topic.  Each  discussor  gives  a dif- 
ferent selection  of  available  information  depend- 
ing upon  his  own  personal  bias.  This  is  my  chance 
to  give  you  my  own  bias  regarding  myasthenia 
gravis. 

First  we  will  consider  the  clinical  presentation 
of  a patient  with  myasthenia  gravis.  Weakness 
involving  muscles  innervated  by  cranial  nerves 
or  generalized  muscular  weakness  are  the  pre- 
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senting  symptoms  with  the  patient  noticing  in- 
creasing fatigue  toward  the  end  of  the  day.  He 
complains  of  diplopia,  difficulty  in  chewing  or 
swallowing,  or  fatigability  and  weakness  involving 
other  muscles.  Friends  may  notice  ptosis  devel- 
oping at  the  end  of  the  day.  Myasthenia  gravis 
tends  to  have  remissions  and  there  may  be  spon- 
taneous improvement  in  fatigability  as  shown  by 
our  patient  today.  In  the  patient  who  presents 
with  generalized  weakness  without  ocular  signs, 
it  is  easy  for  the  physician  who  first  examines 
him  to  make  a psychiatric  diagnosis  such  as  neu- 
rasthenia and  not  consider  myasthenia  gravis. 
The  history  of  easy  fatigability  with  relief  by  rest 
or  the  development  of  bulbar  symptoms  relieved 
by  rest,  should  alert  one  to  the  possibility  of 
myasthenia  gravis.  Unfortunately,  not  every  pa- 
tient gives  this  history.  In  some  cases,  the  patients 
develop  ptosis  or  extraocular  muscle  paresis 
which  appears  to  be  relatively  permanent.  Fre- 
quently, the  degree  of  involvement  of  bulbar 
muscles,  especially  ocular  muscles,  does  not 
parallel  the  degree  of  involvement  of  somatic 
muscles. 

A variety  of  tests  can  be  used  to  help  make  the 
diagnosis  of  myasthenia  gravis.  A clinical  test, 
first  done  by  Mary  Walker  in  1938,  and  recently 
reviewed  by  her  in  the  British  Medical  Journal 1 
can  be  performed  easily  at  the  bedside.  In  a 
patient  with  mild  weakness,  blood  pressure  cuffs 
are  placed  on  both  upper  arms,  inflated  to  above 
systolic  pressure  and  the  patient  then  briskly  exer- 
cises the  forearms  until  they  are  tired.  Following 
that,  the  blood  pressure  cuffs  are  released  and 
the  patient  observed  closely.  After  about  a min- 
ute and  a half,  increased  weakness  may  be  noticed 
by  the  patient  and  the  observer  with  increased 
ptosis,  extraocular  muscle  paresis,  or  generalized 
muscle  weakness.  The  explanation  for  this  clini- 
cal observation  is  unknown,  although  Dr.  Walker 
suggested  that  a “curarizing  substance”  was  re- 
leased by  the  muscle  and  produced  the  weakness. 

Three  different  pharmacological  tests  are  of 
diagnostic  value.  The  most  common  of  these  is 
the  intravenous  edrophonium  or  Tensilon  test. 
Edrophonium  is  an  inhibitor  of  the  enzyme  acetyl- 
cholinesterase at  the  neuromusclar  junction.  In 
normal  neuromuscular  transmission,  acetylcholine 
is  released  from  the  nerve  terminal  and  depo- 
larizes the  muscle.  The  enzyme  acetylcholinester- 
ase then  hydrolizes  the  acetylcholine  and  prevents 
further  depolarization.  The  inhibition  of  acetyl- 
cholinesterase increases  the  amount  of  acetyl- 
choline available  for  neuromuscular  transmission. 
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Because  one  of  the  suspected  lesions  in  my- 
asthenia gravis  is  a deficient  amount  of  acetyl- 
choline released  presynaptically,  the  inhibition  of 
acetylcholinesterase  allows  for  increased  neuro- 
muscular transmission  and  subsequent  improve- 
ment of  the  myasthenic  weakness. 

In  performing  the  Tensilon  test,  my  own  per- 
sonal bias  is  the  double  blind  study.  Have  the 
nurse  draw  up  two  syringes.  In  one,  she  puts 
1 cc  of  saline  and  in  the  other  she  puts  1 cc  (10 
mg)  of  edrophonium.  The  syringes  are  labelled 
A and  B with  only  the  nurse  knowing  which 
contains  the  active  substance.  Either  of  these 
two  syringes  is  then  injected.  Initially,  0.2  cc 
is  given,  followed  in  two  minutes  by  0.3  cc,  fol- 
lowed in  two  minutes  by  the  final  0.5  cc.  Be- 
tween injections,  the  patient  is  observed  for  evi- 
dence of  either  improvement  or  deterioration  of 
muscle  strength.  The  second  syringe  is  subse- 
quently injected  in  the  same  manner,  and  the 
clinician  decides  in  his  own  mind  whether  or 
not  either  syringe  produced  any  improvement  in 
muscle  function.  The  code  is  then  broken  and 
the  results  observed  are  correlated  with  the  sub- 
stance injected.  I must  caution  you  about  three 
things  in  doing  this  test.  First,  be  sure  resusci- 
tative  equipment  is  at  the  bedside  when  the  test 
is  done.  Rarely,  a patient  is  extremely  sensitive 
to  the  depolarizing  effects  of  excess  acetylcholine, 
and  respiratory  arrest  may  occur.  Secondly,  be 
sure  before  the  test  is  done  that  an  objective  sign 
is  decided  upon  to  be  used  in  evaluating  the  test 
results.  For  example,  if  an  ocular  muscle  paresis 
is  present,  an  improvement  in  ocular  motility 
makes  a good  end  point.  Finally,  some  patients 
with  weakness  other  than  myasthenia  gravis  can 
improve  with  edrophonium.  Specifically,  patients 
with  motor  neuron  disease  and  occasionally  with 
polymyositis  may  show  moderate  increased 
strength  with  edrophonium. 

The  second  pharmacologic  agent  used  is  neo- 
stigmine. Neostigmine  is  also  a cholinesterase 
inhibitor  and  is  given  intramuscularly  in  a dose 
of  1.5  milligrams.  Some  myasthenics  will  re- 
spond to  neostigmine  when  they  show  no  re- 
sponse to  edrophonium. 

The  final  pharmacologic  test  is  one  which 
takes  advantage  of  the  fact  that  myasthenic  pa- 
tients are  unusually  sensitive  to  drugs  which  ordi- 
narily block  the  neuromuscular  junction.  The  drug 
used  is  d-tubocurarine,  the  active  ingredient  of 

*Note:  This  section  has  been  shortened  since  Dr. 

Henry  B.  Stokes  of  this  department  has  reviewed  this 
area  in  the  May  issue  of  this  Journal.2 


the  poison  used  by  South  American  Indians, 
curare.  A dose  of  this  drug  which  would  not 
cause  any  weakness  in  the  normal  person  may 
cause  profound  weakness  in  the  myasthenic  pa- 
tient. This  dangerous  test  should  probably  be 
done  only  at  medical  centers  such  as  Vanderbilt 
and  resuscitative  equipment  must  be  present. 

Electromyography  is  a sensitive  diagnostic  test 
in  myasthenia  gravis.  Briefly,  in  a normal  patient 
electrical  stimulation  of  the  nerve  at  frequencies 
of  2 to  5 per  second,  produce  no  change  in  the 
height  of  the  evoked  muscle  action  potential.  In  a 
patient  with  myasthenia  gravis,  a fall  is  usually 
seen  in  the  height  of  this  evoked  response  at  the 
4th  or  5th  stimulus.  Not  all  muscles  are  equally 
sensitive,  and  usually  several  muscles  must  be 
studied  before  deciding  a test  is  negative.  Sur- 
prisingly, electromyographic  examination  in  to- 
day’s patient  was  normal.  Perhaps  this  was  due 
to  the  drugs  the  patient  was  taking  prior  to  the 
study. 

Before  talking  about  treatment,  I think  I should 
briefly  describe  some  aspects  of  the  pathophysi- 
ology of  myasthenia  gravis  that  will  help  us  under- 
stand methods  of  therapy.*  In  myasthenia  gravis, 
there  appears  to  be  a decreased  amount  of 
acetylcholine  released  from  the  nerve  terminal.3 
In  addition,  the  end  plate  region  on  the  muscle 
side  of  the  neuromuscular  junction  shows  a 
simplification  of  the  post-synaptic  region4  but 
this  may  represent  a change  due  to  prolonged 
cholinesterase  inhibition  more  than  a primary 
defect.5  Along  with  the  morphologic  changes 
at  the  end  plate,  an  80  percent  reduction  in  the 
number  of  cholinergic  receptors  has  recently  been 
described.6  These  changes  all  point  to  a defect 
in  neuromusclar  transmission,  but  do  not  tell  us 
why  the  defect  exists. 

A relationship  between  the  thymus  gland  and 
myasthenia  gravis  has  been  recognized  for  some 
time.  In  1936,  Dr.  Blalock  here  at  Vanderbilt 
performed  the  first  modern  thymectomy  in  a pa- 
tient with  myasthenia  gravis  and  noted  improve- 
ment in  her  symptoms  of  myasthenia  over  a 
period  of  time.  Incidentally,  this  patient  is  still 
alive  and  doing  well.  Since  then,  the  following 
observations  have  been  made: 

1.  A large  number  of  patients  with  myasthenia 
gravis  have  hyperplastic  thymus  glands  with 
about  10  percent  of  the  patients  having 
thymoma.7 

2.  A greater  incidence  of  lupus  erythematosus, 
hyperthyroidism,  rheumatoid  arthritis  and 
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other  presumed  autoimmune  disorders  oc- 
curs associated  with  myasthenia  than  would 
be  expected.  Today’s  patient  exemplifies 
this  association. 

3.  The  thymus  gland  contains  myoepithelial 
cells  which  have  a cross  reacting  antigen 
with  muscle  cells. 

4.  Circulating  antibodies  against  striated  mus- 
cle have  been  demonstrated  in  patients  with 
myasthenia  gravis. 

These  observations  have  suggested  that  my- 
asthenia gravis  may  be  a form  of  autoimmune 
disease,  with  the  thymus  playing  a role  in  the 
pathogenesis  of  the  disorder. 

The  treatment  of  myasthenia  gravis  currently 
involves  a variety  of  therapeutic  modalities.  Pa- 
tients who  have  very  mild  myasthenia  may  do  well 
with  the  use  of  pyridostigmine  (Mestinon)  60  mg 
three  or  four  times  a day  or  neostigmine  15  mg 
three  or  four  times  a day.  In  patients  with  more 
severe  myasthenia,  it  is  my  own  feeling  that  a 
thymectomy  should  be  performed  when  the  diag- 
nosis is  made.  In  a large  series  of  patients  treated 
with  thymectomy,  approximately  35  percent 
achieved  complete  remission,  with  about  another 
35  percent  improved.7  The  improvement  follow- 
ing thymectomy  may  be  slow  with  no  improve- 
ment seen  for  several  years.  ACTH  therapy  has 
been  used  in  the  treatment  of  severe  myasthenia 
since  the  1950s.  The  patients  almost  always  be- 
come markedly  worse  after  4 or  5 days  of  ACTH 
therapy  and  sometimes  require  tracheostomy. 
After  one  to  two  weeks,  however,  an  improve- 
ment usually  occurs  with  resulting  remission  last- 
ing up  to  several  months.  Drs.  Cape  and  Utter- 
back  in  Memphis  have  recently  used  intermittent 
intramuscular  ACTH  as  a form  of  maintaining 
patients  in  remission.8  The  use  of  alternate  day 
oral  prednisone  therapy  was  reported  by  War- 
molts  and  Engel  in  1972. 9 Patients  were  given 
100  mg  of  prednisone  as  a single  dose  on  alter- 
nate days.  Using  this  drug  treatment,  along  with 
supplemental  potassium  and  antacids,  a striking 
improvement  was  achieved  in  a small  number  of 
patients.  Other  authors  have  also  reported  similar 
encouraging  results  with  alternate  day  prednisone 
therapy. 

DR.  FREEMON:  Please  summarize  for  us 

your  own  approach  to  treatment. 

DR.  ROELOFS:  In  those  myasthenics  with 

mild  disease  involving  only  the  ocular  muscles, 
I restrict  treatment  to  anticholinesterase  medica- 
tions only.  In  more  severely  involved  cases  (Os- 
serman’s  groups  II  through  IV),  I recommend 
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immediate  thymectomy.  Of  course  in  all  cases, 
regardless  of  severity,  I obtain  chest  films  with 
lateral  views  and  laminograrns  of  the  posterior 
mediastinum  looking  for  a thymoma.  In  patients 
without  tumor  who  undergo  thymectomy,  im- 
provement definitely  occurs  but  is  usually  quite 
slow.  I therefore  follow  thymectomy  with  alternate 
day  prednisone  therapy,  high  doses  for  a period 
of  3 to  9 months,  depending  upon  response,  then 
a gradual  tapering  of  dosage  over  a period  of 
another  9 months  or  so.  Anticholinesterase  medi- 
cations can  be  utilized  symptomatically  but  one 
must  be  careful  with  combined  therapy  since 
steroids  increase  neuromuscular  transmission  and 
an  unchanged  dose  of  anticholinesterase  drugs 
may  produce  a cholinergic  crisis. 

DR.  CHARLOTTE  McCUTCHEN:  Is  it  true 
that  patients  with  thymoma  and  myasthenia  do 
not  respond  as  well  to  thymectomy  as  do  those 
myasthenics  without  thymoma? 

DR.  ROELOFS:  Patients  with  thymoma  have 
a worse  prognosis  than  those  without,  of  course, 
but  in  general  most  myasthenics  improve  follow- 
ing thymectomy  though  improvement  in  some 
cases  must  take  many  months. 

DR.  HARRIS  BONNETTE:  How  often  does 
surgery  fail  to  completely  remove  the  thymus? 

DR.  ROELOFS:  We  don’t  know  exactly.  This 
may  be  an  explanation  for  a portion  of  the  ap- 
proximately 30  percent  of  patients  who  do  not 
respond  to  thymectomy.7  I have  tried  irradiation 
to  the  thymic  area  in  patients  whom  I suspect 
may  harbor  residual  thymus  tissue. 

DR.  WILLIAM  H.  OLSON:  Is  it  true  that 
Dr.  Freemon  is  recording  this  conference  and 
it  will  be  published  in  the  Journal  of  the 
Tennessee  Medical  Association? 

DR.  ROELOFS:  Yes,  it  is.  Dr.  Freemon 
really  is  a (characterization  deleted). 

DR.  OLSON  (Follow  up  note):  Nine  months 
following  thymectomy  this  patient  has  had  com- 
plete remission  of  all  weakness  save  for  occasional 
diplopia.  She  received  100  mg  of  prednisone 
every  other  day  for  6 months  but  has  been  on 
decreasing  steroid  dosage  since  that  time  without 
recurrence  of  symptoms. 
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Alternative  To  "911 


Over  the  past  several  years  the  need  for  an 
entry  into  emergency  medical  systems  throughout 
the  United  States  has  been  well  documented.  In 
large  metropolitan  areas  the  “911”  concept  has 
been  introduced.  This  consists  of  a telephone 
number  which  is  answered  at  a central  dispatch 
desk.  People  requiring  emergency  services,  be  it 
fire,  police,  ambulance  or  physician,  need  only  to 
dial  911  on  their  telephone  to  connect  with  the 
central  dispatcher.  After  explaining  to  the  dis- 
patcher their  problem,  he  then  calls  the  ap- 
propriate service  to  respond  to  the  emergency 
at  hand. 

In  rural  areas  it  is  not  practical  to  have  such 
a system  with  the  current  state  of  social  and 
engineering  developments.  First  of  all,  it  is  terri- 
bly expensive  for  small  telephone  companies  to 
install  a “911”  system.  Secondly,  the  same  rural 
area  is  frequently  serviced  by  more  than  one 
telephone  company.  Third,  rural  areas  are  not 
able  to  afford  a full-time  central  dispatch  office. 

The  Methow  Valley  in  North  Central  Washing- 
ton is  such  an  isolated  socio-geographic  area.  It 
is  part  of  a hospital  district  serviced  by  three 
telephone  companies.  There  is  one  medical  cen- 
ter that  operates  an  ambulance  service.  Fire  re- 
sponses are  dependent  upon  volunteers  and 
police  are  dispatched  from  a central  dispatcher 
35  miles  away  in  another  valley.  In  1973  several 
situations  arose  in  which  people  in  the  Valley 
and  in  the  mountains  surrounding  the  Valley  were 
in  need  of  emergency  care  and  had  no  knowledge 
of  how  to  gain  entry  into  the  emergency  response 
system.  At  least  one  death  occurred  because  all 
telephone  lines  into  the  one  medical  center  in 
the  Valley  were  busy  at  the  time  the  woman  was 
frantically  trying  to  call  for  help  for  her  husband 
who  was  in  the  agonal  state  of  a terminal 
coronary. 

After  investigating  the  possibility  of  instituting 
the  “911”  system,  we  arrived  at  the  conclusion 
that  it  was  impractical.  The  major  telephone 
company  servicing  this  area  estimated  that  it 
would  cost  between  $50,000  to  $60,000  to  install 
the  necessary  equipment.  The  biggest  drawback 
was  the  lack  of  a 24-hour  central  dispatcher. 
Funds  were  not  available  to  pay  for  his  equip- 
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ment  or  for  a salary  or  for  training. 

As  an  alternative  the  telephone  company 
agreed  to  establish  a private  number  and  help  us 
advertise  it  as  such.  The  number  7111  was 
chosen  because  of  its  compatibility  with  existing 
equipment.  It  was  still  necessary  that  the  standard 
prefix  for  the  area,  997,  be  dialed  also.  Five 
telephones  were  installed  answering  on  this  num- 
ber, one  at  the  medical  cetner,  one  at  the  home 
of  a physician,  one  in  the  home  of  a registered 
nurse  who  is  trauma-trained  and  two  in  the  homes 
of  primary  ambulance  drivers.  This  phone  was 
hooked  to  a different  ringing  system  in  order  to 
differentiate  it  from  standard  telephone  calls.  In 
three  of  the  homes  the  phones  were  connected 
to  chimes  which  would  immediately  alert  those 
who  were  standing  by  that  an  emergency  call 
was  coming  in.  At  each  phone  a list  of  on-duty 
ambulance  drivers,  attendants,  physicians,  and 
nurses  was  posted  along  with  the  day  that  each 
individual  person  agreed  to  assume  primary  re- 
sponse duty.  The  phone  also  had  listed  near  it 
the  numbers  of  the  fire  and  police  since  it  was 
inevitable  that  people  would  eventually  start  using 
this  number  for  all  emergency  services. 

Paying  for  this  was  a problem.  Installation 
charges  were  approximately  $150.00  and  monthly 
service  charges  are  about  $25.00.  We  approached 
the  Chamber  of  Commerce  in  one  of  the  com- 
munities who  agreed  to  pay  the  service  charges 
for  six  months.  The  local  lumber  mill  agreed 
to  pick  up  charges  for  the  second  six  months  and 
one  of  the  banks  agreed  to  pay  the  installation 
charges.  This  level  of  community  involvement 
is  a vitally  important  part  of  any  such  system  and 
gives  the  community  a sense  of  ownership  in  the 
emergency  response  capability. 

This  system  has  now  been  in  operation  for 
about  two  and  a half  months.  Quite  a bit  still 
remains  to  be  done  in  the  line  of  publicizing  this 
service.  Newspapers  carry  periodic  articles  about 
it.  Cards  are  posted  in  the  telephone  booths.  A 
mimeographed  slip  has  been  sent  to  all  the  motels 
for  the  managers  to  staple  to  the  inside  cover  of 
their  telephone  books.  The  Forest  Service  and 
the  Sheriff  Deputies  all  have  been  supplied  with 
mimeographed  slips  containing  the  number.  These 
are  carried  in  the  patrol  cars.  This  system  will 
continue  to  need  further  infusion  of  publicity  to 
make  it  a fully  operable  system. 
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Salt  Loss  and  the  Onset  of 
Malignant  Hypertension 

Without  treatment  malignant  hypertension  ends 
in  death.  The  characteristic  vascular  lesions  oc- 
curring in  the  kidney,  retina,  central  nervous 
system,  and  heart  result  in  uremia,  papilledema, 
cerebral  hemorrhage  or  heart  failure.  On  the 
basis  of  experiments  in  renal  hypertensive  rats, 
Wilson  and  Byrom  suggested  in  1941  that  the 
kidney  played  a key  role  in  the  pathogenesis  of 
malignant  hypertension:  hypertension  causing 

vascular  damage  in  the  kidney  (and  in  other 
organs),  thereby  impairing  renal  function,  which 
in  turn  maintains  or  further  increases  blood 
pressure.  Consistent  with  this  concept  is  the  well- 
documented  fact  that  in  most  of  the  patients 
and  animals  suffering  from  malignant  hyperten- 
sion nephrectomy  will  promptly  interrupt  the 
malignant  course  of  hypertension  and  nearly  or 
completely  normalize  blood  pressure. 

Mechanism  of  malignant  hypertension. 

The  mechanisms  by  which  the  kidney  plays  a 
key  role  in  malignant  hypertension  are  poorly 
understood.  Therefore,  no  rational  basis  exists  to 
date  for  the  treatment  of  malignant  hypertension, 
except  that  blood  pressure  must  be  lowered  by 
the  best  available  means.  Recently,  experiments 
on  rats  have  been  reported  which  might  throw 
some  light  on  the  complex  pathophysiological 
situation  of  malignant  hypertension,  and  which 
might  help  us  to  understand  what  is  seen  in  many 
patients  who  suffer  from  malignant  hypertension. 

In  malignant  hypertension  the  renin-angiotensin- 
aldosterone  system  is  activated.  Such  an  activa- 
tion could  be  the  consequence  of  sustained  salt 
and  water  loss,  which  is  known  to  activate  the 
renin-angiotensin  system.  This  hypothesis  is  sub- 
stantiated by  the  fact  that  in  malignant  hyperten- 
sion the  activity  of  the  renin-angiotensin  system 
seems  to  be  inappropriately  high  in  relation  to 
total  body  sodium,  indicating  that  the  system 
reacts  excessively  to  salt  and  water  depletion. 
Furthermore,  the  patient  with  malignant  hyperten- 
sion rarely  responds  to  diuretics  by  the  lowering 
of  his  blood  pressure,  while  patients  with  benign 
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essential  hypertension  commonly  do. 

Such  clinical  observations  might  suggest  that, 
at  high  blood  pressure  levels,  a pressure-induced 
salt  and  water  loss  occurs,  activating  the  renin- 
angiotensin  system.  This  chronic  renin  elevation 
results  in  increased  blood  pressure  levels,  and  the 
vicious  circle  of  malignant  hypertension  ensues, 
finally  resulting  in  severe  vascular  damage  and 
death.  Since  no  experimental  data  were  available 
to  support  this  hypothesis,  we  set  out  to  evaluate 
salt  and  water  balance  in  animals  during  the 
course  of  malignant  hypertension  due  to  unilateral 
renal  artery  stenosis. 

Malignant  hypertension  was  produced  experi- 
mentally in  rats  by  constricting  one  renal  artery 
with  a silver  clip.  A malignant  course  of  hyper- 
tension was  observed,  which  resembled  in  many 
respects  that  observed  in  man.  When  the  blood 
pressure  surpassed  a “critical”  level  (about  180 
to  190  mm  Hg  as  opposed  to  105  mm  Hg  in 
controls),  a sudden  salt  and  water  loss  ensued  in 
most  of  the  rats,  which  markedly  stimulated  the 
renin-angiotensin-aldosterone  system.  Malignant 
nephrosclerosis  occurred  in  the  contralateral  kid- 
ney and  renal  function  deteriorated.  The  animals 
lost  considerable  weight  and  some  of  them  died. 

These  observations  were  consistent  with  the 
hypothesis  that  salt  and  water  loss,  occurring 
when  blood  pressure  surpasses  a “critical”  level, 
would  activate  the  renin-angiotensin  system.  This 
would  maintain  and  indeed  increase  blood 
pressure  levels,  thereby  triggering  and  maintain- 
ing the  vicious  circle  of  malignant  hypertension. 

Effect  of  salt  supplement  on  the  malignant  course 
of  renal  hypertension  in  rats. 

This  hypothesis  was  further  tested  by  giving  the 
rats,  which  suffered  from  malignant  renal  hyper- 
tension, free  choice  to  either  water  or  0.9% 
saline  as  drinking  fluids.  The  malignant  hyper- 
tensive animals  compulsively  drank  large  amounts 
of  saline  while  rats  which  exhibited  a benign 
course  of  hypertension  did  not.  Despite  this  in- 
creased salt  intake  their  blood  pressure  fell  (al- 
though only  transiently).  Plasma  concentrations 
of  renin,  angiotensin  11  and  urea,  and  plasma  vol- 
ume normalized  and  remained  normal.  The  gen- 
eral condition  of  the  animals  improved  visibly  and 
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none  of  them  died.  After  several  days  on  the  high 
salt  regimen,  blood  pressure  again  reached  pre- 
treatment levels,  but  with  the  high  salt  intake 
the  animals  did  not  develop  malignant  hyperten- 
sion. If  saline  was  withdrawn  at  that  stage  of  the 
experiment,  signs  of  malignant  hypertension  reap- 
peared within  24  to  48  hours.  These  observations 
were  extended  over  a period  of  2 to  3 weeks,  and 
they  were  consistent  with  the  hypothesis  that,  at 
a “critical”  high  blood  pressure  level,  it  was  the 
salt  and  water  loss  which  initiated  the  vicious 
circle  of  malignant  hypertension. 

Preliminary  conclusions  from  animal  experiments. 

These  experimental  observations  might  be  im- 
portant for  the  understanding  of  the  pathogenesis 
of  malignant  hypertension  in  man,  and  for  its 
treatment.  In  patients  in  whom  signs  of  salt  and 
water  loss  and  an  activated  renin-angiotensin 
system  are  found,  additional  salt  loss  due  to  treat- 
ment with  diuretics  could  aggravate  the  course 
of  hypertension  by  further  stimulating  the  renin- 
angiotensin  system.  Therefore,  diuretics  should 
be  used,  if  at  all,  with  great  caution.  Further- 
more, plasma  concentrations  of  sodium,  urea  and 
creatinine  should  be  controlled  repeatedly  in  order 
to  detect  deterioration  of  renal  function,  and 
plasma  renin  or  angiotensin  II  concentrations 
should  be  taken  as  a guiding  parameter.  Obvi- 
ously, it  is  too  early  to  draw  definite  conclusions 
from  the  animal  experiments.  Nonetheless,  clin- 
icians who  treat  patients  suffering  from  malignant 
hypertension  should  consider  ( 1 ) carefully  con- 
trolling salt  and  water  balance  and  renal  function 
and  (2)  the  use  of  drugs  which  are  known  to 
suppress  rather  than  increase  the  activity  of  the 
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renin-angiotensin  system,  such  as  beta-blockers. 
In  the  true  hypertensive  emergency,  blood 
pressure  must  be  lowered  as  rapidly  as  possible, 
with  such  agents  as  pentolinium,  diazoxide  or 
sodium  nitroprusside.  After  blood  pressure  has 
been  lowered  from  critical  levels,  hypertensive 
therapy  may  be  continued  with  conventional  anti- 
hypertensive agents.  Recently  we  have  used  this 
approach  with  success  in  patients  who  suffer  from 
malignant  hypertension. 

Jan  Moehring,  M.D. 
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Nuclear  Cardiology 

Part  3.  The  Use  of  Intravascular  Tracers  for 
Evaluation  of  Cardiac  Disease 

Reports  of  investigative  studies  of  cardiac 
structure  and  function  after  the  administration  of 
radiopharmaceuticals  that  are  primarily  confined 
to  the  vascular  space  during  the  time  of  study 
have  steadily  increased  in  number  and  have  clear- 
ly moved  from  the  research  laboratory  to  the 
clinical  arena.  Although  most  of  the  information 
derived  by  the  use  of  such  techniques  can  be 
obtained  with  cardiac  catheterization,  the  fact 
that  these  studies  can  be  performed  more  easily, 
with  less  danger,  less  trauma,  less  radiation,  and 
less  expense  to  the  patient  than  the  cardiac 
catheterization  studies,  as  well  as  the  fact  that 
they  can  be  performed  under  more  physiologic 
conditions,  accounts  for  their  steady  growth. 

The  use  of  isotopically  labelled  albumin  to 
determine  cardiac  output  was  first  employed  by 
Shipley,  et  al,  in  1953. 1 Subsequent  refinement 
of  his  basic  methodology  by  many  workers  has 
led  to  a method  that  agrees  within  5 per  cent 
with  the  traditional  Fick  method  for  determining 
cardiac  output.  Not  only  is  it  as  accurate  as  the 
dye  dilution  methods,  but  also  it  does  not  require 
arterial  puncture  or  catheterization.  With  the  ad- 
vent of  Technetium"111  labelled  albumin  and 
the  Anger  camera,  it  became  possible  with  one 
intravenous  injection  to  obtain  a cardiac  output, 
to  visualize  the  transit  of  isotope  through  the  heart 
and  lung,  and  to  measure  circulation  time  through 
different  parts  of  the  heart  and  lung.  In  order  to 
accomplish  this,  a blood  volume  must  be  de- 
termined with  the  labelled  albumin,  and  the 
cardiac  output  may  then  be  evaluated  from  the 
time  activity  curves  generated  over  the  heart  and 
lungs.2  With  this  information  and  with  a measure- 
ment of  the  circulation  time  through  the  lungs, 
one  can  then  derive  pulmonary  blood  volume  as 
well.  While  the  appearance  time  of  isotope  in  the 
cardiac  chambers  and  even  the  approximate  peak 
transit  time  can  be  visually  appreciated  on  half- 
second  film  exposures  during  the  passage  of 
isotope  through  the  heart  and  lungs,  an  accurate 
peak  transit  time  and  mean  transit  time  through 
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various  chambers  can  be  determined  only  by  the 
use  of  a videotape  system  or  computer  system.3 
(Fig.  1) 


Fig.  1 


Scintiphotographic  studies  of  acquired  and 
congenital  heart  disease  following  an  intravenous 
injection  of  Technetium"111  has  been  reported  by 
Hayden  and  Kriss.4  The  technique  requires  a 
videotape  play-back  system  with  a capability  for 
variable  time  exposure  recordings  and  a capability 
for  double  exposures  of  different  segments  of 
time.  This  rapid  simple  technique  permits  physi- 
ologic assessment  of  a wide  variety  of  cardio- 
vascular lesions  and  lends  itself  to  repeated 
measurements.  One  would  anticipate  that  the 
qualitative  assessment  of  these  scintiphotos  soon 
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will  be  quantitatively  evaluated  with  computer 
assistance. 

Left-to-right  and  right-to-left  shunts  can  be 
evaluated  with  sequential  intravenous  injections 
of  Xenon133  dissolved  in  saline  and  Techne- 
tium"111.5 Following  these  injections,  time  activity 


L-R  SHUNT 


— RIGHT  HEART  CHAMBER 

LEFT  HEART  CHAMBER 


Fig.  2 


curves  over  the  right  heart  chambers  and  left 
heart  chambers  may  demonstrate  characteristic 
patterns.  (Fig.  2)  The  sensitivity  of  the  method 
and  the  accuracy  of  this  method  are  well  docu- 
mented. 

All  of  these  techniques  for  evaluating  cardio- 
vascular disease  following  an  intravenous  injec- 
tion of  a radiopharmaceutical,  holds  great  promise 
in  that  they  are  more  physiologic  than  cardiac 
catheterization  studies  and  dye  injections,  are 
safer,  quicker  and  easier  to  perform,  and  are  less 
expensive.  In  order  to  utilize  this  exciting  new 
methodology,  a flexible  videotape  system,  a tele- 
vision videoscope,  and  a small  computer  are 
necessary  (and  expensive)  equipment. 

Robert  L.  Bell,  M.D.,  Director 
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Executive  Health 

It  isn’t  absolutely  necessary  for  executives  to  have  heart  disease,  ulcers  and  stroke,  ail- 
ments commonly  associated  with  American  businessmen  who  reach  the  management  level. 

Further,  these  ailments  are  by  no  means  limited  to  executives.  They  can  affect  almost 
anyone — even  doctors. 

* Watch  your  weight.  Strenuous  diets  usually  aren't  necessary.  Just  eat  less. 

* Exercise.  Golf  is  fine,  if  you  enjoy  it.  But  if  you’re  one  of  the  many  who  lose  their 
tempers  and  get  upset  over  every  missed  stroke,  brisk  walks  will  serve  just  as  well  as 
golf,  perhaps  better. 

* Take  vacations.  Real  vacations,  not  just  an  occasional  day  or  two.  And  plan  your 
vacation  so  there  will  be  time  to  relax  and  unwind. 

* Smoke  less.  Better  still,  quit  smoking  altogether,  if  you  can.  There  is  no  doubt  what- 
soever that  smoking  is  not  good  for  you. 

* Cut  down  on  drinking.  Two  cocktails  before  dinner  may  be  one  too  many.  One  might 
be  too  many  for  some  people. 

* Get  plenty  of  sleep.  And  try  to  sleep  without  the  use  of  drugs,  if  at  all  possible. 

* Put  business  worries  out  of  your  mind  when  you  leave  the  office.  This  sometimes  is 
easier  said  than  done.  Perhaps  you  will  need  to  get  active  in  something  else,  such  as 
the  affairs  of  your  church,  to  get  your  mind  off  your  job. 

AMA  Health  Tip— 
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from  the  regional  medical 
program# 


On  September  1,  supplemental  grants  totaling 
$626,313  were  made  by  the  Tennessee  Mid- 
South  Medical  Program.  These  projects  are  in 
addition  to  the  activities  funded  on  July  1,  1974 
which  were  described  in  the  August  1974  edition 
of  this  Journal. 

Dr.  Richard  O.  Cannon,  Program  Director,  an- 
nounced that  the  following  projects  were  approved 
for  funding  by  the  Regional  Advisory  Group. 
The  activity  period  is  from  September  1,  1974 
through  June  30,  1975: 

COORDINATED  MANPOWER  DEVELOPMENT 
PROGRAM — Tennessee  Health  Careers,  Nashville. 
This  pilot  project  will  develop  a mechanism  to  co- 
ordinate available  jobs  in  the  allied  health  field  with  the 
production  of  manpower  through  the  use  of  a computer 
and  the  services  of  a personnel  counsellor.  $46,078. 
BLACK  LUNG  HEALTH  CENTER,  INC.— Jacksboro. 

This  clinic,  staffed  by  a Nurse  Clinician,  will  strive 
to  improve  the  level  of  health  care  available  to  miners 
who  are  often  the  victims  of  Black  Lung  disease. 
$21,177. 

REDISTRIBUTION  TO  IMPROVE  REGIONAL 
BLOOD  SUPPLY — Nashville  Regional  Red  Cross 
Blood  Center. 

Funds  have  been  provided  to  purchase  a vehicle 
which  will  be  used  to  redistribute  available  blood  sup- 
plies in  remote  areas  to  prevent  outdating  before  the 
blood  can  be  utilized.  $10,545. 

TENNESSEE  HEALTH  PROFESSIONS  EDUCATION 
STUDY — Tennessee  Higher  Education  Commission, 
Nashville. 

This  study  will  determine  the  educational  program- 
ming which  will  be  required  to  meet  the  future  health 
needs  of  Tennessee.  $23,114. 

GRUNDY  & MARION  COUNTY  PRIMARY  CARE 
PROIECT — Tennessee  Dept,  of  Public  Health,  Tracy 
City  and  Jasper. 

Primary  care  clinics,  each  staffed  by  a family-oriented 
Nurse  Clinician,  will  be  established  under  the  auspices 
of  the  health  department  in  Tracy  City  and  Jasper. 
$87,593. 

TEMP-UPPER  EAST  TENNESSEE  REGIONAL  OF- 
FICE— Tennessee  Effective  Management  Program, 
Tennessee  Hospital  Association,  Kingsport. 

A TEMP  Office  will  be  established  in  Kingsport. 
This  program  offers  shared  management  engineering 
services  related  to  improving  the  quality  of  service  and 
containing  the  cost  of  operation  in  Tennessee  hospitals. 
$10,799. 

NURSE  MID  WIFERY  TRAINING  PROGRAM— Ten- 
nessee Department  of  Public  Health,  Chattanooga. 
Two  qualified  nurses  will  attend  the  University  of 
Mississippi  for  training  in  midwifery  and  will  then 
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return  to  Dyersburg  and  McMinnville  to  work  through 
the  Maternal  and  Infant  Care  Program  of  the  Tennessee 
Department  of  Public  Health.  $29,873. 

PEOPLE’S  HEALTH  CENTER— People’s  Health  Coun- 
cil, Inc.,  Briceville. 

Funds  have  been  allocated  to  support  additional  staff 
and  to  purchase  equipment  for  this  clinic  which  has 
been  functioning  successfully  since  1970.  $18,626. 

MEDICAL  RECORD  CONSULTANT  FOR  SOUTH- 
EAST TENNESSEE — Southeast  Tennessee  Area 
Health  Education  Center,  Chattanooga. 

Two  Medical  Record  Administrators  will  provide 
workshops  and  on-the-job  training  for  medical  record 
personnel  in  rural  hospitals  in  the  Southeast  Tennessee 
Area.  $19,276. 

HOME  NURSING  REFERRAL  PROGRAM— Tennes- 
see Department  of  Public  Health,  Johnson  City. 

The  program  will  facilitate  the  referral  of  needy 
patients  to  Home  Nursing  Services  so  that  the  length 
of  hospitalization  can  be  reduced.  $29,873. 

RURAL  TRANSPORTATION  SERVICE— Progress  for 
People,  Inc.,  Cleveland. 

Two  twelve-passenger  vans  will  provide  transportation 
to  health  care  services  for  low  income  and/or  elderly 
people  in  10  rural  counties  of  Southeast  Tennessee. 
$31,238. 

PRECEPTORSHIP  EXPERIENCES  FOR  PRIMARY 
CARE  PHYSICIAN  ASSISTANTS  IN  SOUTHEAST 
TENNESSEE — Southeast  Area  Health  Education 
Center,  Chattanooga. 

In  an  effort  to  recruit  Physician  Assistants  to  serve 
in  this  area,  arrangements  have  been  made  for  ten 
Physician  Assistant  students  to  serve  the  preceptorship 
portion  of  their  training  program  in  Southeast  Tennessee. 
$33,850. 

SERVICES  THE  ELDERLY  NEED  DIRECTLY 
(SEND) — Elizabethton  Senior  Citizens  Center. 

Aides,  low-income  elderly  people  themselves,  will  be 
trained  and  supervised  by  R.N.’s  to  administer  home 
health  services  in  order  to  enable  aged,  chronically  ill 
people  in  rural  areas  to  remain  in  their  own  homes 
while  receiving  the  necessary  care.  $66,879. 
REGIONAL  ARTHRITIS  CENTER  WITH  SUB- 
REGIONAL CENTERS— Appalachian  Regional  Arth- 
ritis Foundation,  Chattanooga. 

A regional  arthritis  center  will  be  opened  under  the 
auspices  of  Baroness  Erlanger  Hospital  and  the  Univer- 
sity of  Tennessee  Clinical  Education  Center  in  Chatta- 
nooga. It  will  provide  comprehensive  care  for  arthritis 
victims  and  will  serve  as  a base  for  patient  and  pro- 
fessional education.  Satellite  clinics  in  outlying  areas 
will  be  administered  by  local  physicians.  $33,566. 

A TOTAL  CARE  PROGRAM  IN  ARTHRITIS  IN 
MIDDLE  TENNESSEE — Vanderbilt  Medical  Center, 
Nashville. 

(continued  on  page  927) 
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History 

This  45-year-old  white  woman  died  of  ventricular 
fibrillation  during  hospitalization  for  progressive  dyspnea 
and  ischemic  disease  of  her  lower  extremities.  She  had 
taken  high  dose  steroids  for  14  years  for  alleged  recur- 
rent rheumatic  fever  and  had  recently  undergone  gas- 


trectomy for  gastrointestinal  bleeding.  No  cardiac 
abnormalities  had  been  described  on  repeated  physical 
examinations  and  she  had  not  been  hypertensive. 

Her  heart  size  was  described  as  upper  limits  of 
normal  on  chest  x-ray  and  a representative  electro- 
cardiogram (ECG)  is  illustrated  in  Figure  1.  She  had 
described  no  chest  pain  and  although  progressive  dyspnea 
on  exertion  had  been  noted,  her  final  hospitalization 
was  related  to  painful  ischemic  ulcerations  of  the  lower 
extremities.  Occasional  diuretics,  but  no  specific  cardiac 
drugs  had  been  administered.  Her  death  occurred  sud- 
denly and  without  warning. 


Fig.  1 


Discussion 

Since  an  autopsy  was  not  performed,  one  can 
only  speculate  about  the  exact  etiology  of  her 
heart  disease.  The  ECG  is  highly  suggestive  that 
the  underlying  problem  was  a hypertrophic 
cardiomyopathy  in  the  absence  of  another  obvious 
etiology.  The  history  of  recurrent  rheumatic  fever 
is  not  documented.  Glucose  intolerance  was 
noted  during  her  final  hospitalization.  It  is  possi- 
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ble  that  her  peripheral  vascular  disease  was 
related  to  this  finding  and  was  perhaps  aggravated 
by  the  chronic  steroid  therapy. 

In  the  absence  of  obvious  heart  disease  on 
physical  or  x-ray  examination  and  in  the  absence 
of  chest  pain,  the  ECG  must  be  considered  quite 
remarkable.  The  deformed  P waves,  abnormal 
ventricular  repolarization  (ST-T  changes)  and 
wide  Q waves  Vi-V6  must  be  explained.  Whether 
the  unusual  P waves  represent  an  ectopic  atrial 

( continued  on  page  927) 
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Laboratory  Investigation  of  Polycythemia 

Anemia  is  a common  clinical  problem,  and 
most  physicians  have  an  established  routine  for 
its  management.  Although  less  common,  “polycy- 
themia” often  produces  perplexity  in  investigation. 
This  communication  is  intended  to  provide  a 
simplified  guide  to  the  laboratory  investigation 
of  patients  with  erythrocytosis  (a  semantically 
better  term  than  polycythemia). 

It  is  difficult  to  define  exactly  when  a patient 
with  erythrocytosis  needs  medical  attention.  In 
non-smokers,  the  physician  might  consider  it  a 
pathologic  process  when  the  hematocrit  passes 
50%.  Certainly  a hematocrit  of  55%  needs  at- 
tention as  blood  viscosity  increases  rapidly  above 
this  level  and  complications  of  hyperviscosity  be- 
come a threat.  Heavy  cigarette  smokers  may 
convert  15%  of  hemoglobin  to  carboxyhemoglo- 
bin  which  does  not  easily  release  oxygen;  thus, 
smokers  may  have  mild  erythrocytosis  on  this 
basis.  The  purpose  of  investigating  erythrocytosis 
is  to  determine  its  etiology  so  that  appropriate 
therapy  can  be  undertaken.  The  table  given  be- 
low is  a simplified  classification  of  the  erythrocy- 
toses  as  related  to  etiology,  and  the  tests  sug- 
gested should  allow  the  patient  to  be  properly 
categorized.  As  with  all  things  medical,  the  most 
important  items  are  a good  history  and  physical 
examination  directed  especially  toward  detecting 
the  lesions  outline  in  the  table. 

The  Erythrocytoses 

I.  Due  to  Tissue  Hypoxia 

A.  Cardiovascular-pulmonary  disease 

B.  High  altitudes 

C.  Abnormal  hemoglobins,  acquired  (example — 
smokers)  and  congenital. 

II.  Polycythemia  vera — a myeloproliferative  disorder, 

probably  neoplastic  in  nature 

III.  Due  to  Inappropriate  Erythropoietin  Production 

A.  Renal  lesions 

B.  Hepatoma 

C.  Cerebral  hemangioma 

D.  Adrenal  tumors  (adenomas  and  pheochromo- 
cytoma) 

E.  Uterine  tumors 

F.  Androgen  administration 

G.  Recessive,  familial  erythrocytosis 

IV.  Relative  or  Stress  Erythrocytosis 

From  the  Department  of  Pathology,  Methodist  Hospi- 
tal, Memphis,  Tenn.  38104. 
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The  routine  blood  count  can  give  much  infor- 
mation, as  an  increase  in  granulocytes  and/or 
platelets  plus  erythrocytes  strongly  supports  the 
diagnosis  of  polycythemia  vera  instead  of  a simple 
erythrocytosis.  There  may  also  be  a “left-shift” 
with  abnormal  forms  plus  increased  numbers  of 
eosinophils  and  basophils  in  polycythemia  vera. 
One  of  the  first  special  laboratory  tests  performed 
should  be  a total  red  cell  volume.  This  is  best 
measured  by  51Cr.-labeled  red  cells  but  may  be 
inferred  by  determining  plasma  volume,  usually 
with  radioactive  iodine-labeled  albumin.  If  the 
elevated  hematocrit  is  due  to  a decrease  in  plasma 
volume  instead  of  an  increase  in  red  blood  cell 
mass  then  a diagnosis  of  relative  or  stress  erythro- 
cytosis is  usually  made. 

A next  step  might  be  determination  of  arterial 
oxygen  saturation.  If  this  is  reduced  below  92%, 
a diagnosis  of  erythrocytosis  secondary  to  tissue 
hypoxia  can  be  made  and  the  cause  sought.  An 
intravenous  pyelogram  and  a liver  scan  are  use- 
ful examinations,  as  kidney  lesions  and  hepatoma 
are  sometimes  the  cause  of  erythrocytosis.  These, 
as  well  as  other  tumors,  are  apparently  the  site 
of  inappropriate  erythropoietin  production. 
Usually  a liver  scan  can  be  combined  with  a 
spleen  scan  using  the  same  radioactive  material. 
This  would  be  a useful  addition  as  splenomegaly 
is  an  important  finding  which  points  strongly  to 
vera. 

Polycythemia  vera  often  shows  a non-specific 
increase  in  leucocyte  alkaline  phosphatase,  serum 
uric  acid,  serum  LDH,  and  serum  Bvs.  and  S12- 
binding  capacity.  The  diagnostic  certainty  of  a 
bone  marrow  examination  is  sometimes  debated. 
Polycythemia  vera  is  characterized  by  an  increase 
in  all  the  myeloid  elements,  with  decreased  iron 
stores,  while  other  forms  of  erythrocytosis  will 
show  only  an  increase  of  red  cell  elements,  al- 
though sometimes  the  distinction  is  not  clear  cut. 
On  balance,  a bone  marrow  examination  is  a 
relatively  easy  test,  gives  useful  information,  and 
deserves  a place  in  investigation  of  erythrocytosis. 
Additional  information  is  obtained  if  the  routine 
bone  marrow  aspirate  is  combined  with  needle 
biopsy  of  bone.  Also,  a test  for  the  Philadelphia 
chromosome  could  be  done  on  the  bone  marrow. 
If  present,  this  would  mean  a myeloproliferative 
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disorder.  If  the  diagnosis  is  still  uncertain,  a 
search  for  abnormal  hemoglobins  is  in  order. 

A hemoglobin  oxygen  dissociation  curve  is  one 
good  method  for  detecting  some  abnormal  hemo- 
globins. Erythropoietin  assay  of  blood  or  urine 
may  rarely  be  needed.  If  erythropoietin  levels  are 
low,  a diognosis  of  polycythemia  vera  is  sup- 
ported. If  levels  are  normal  or  increased,  a 
search  for  inappropriate  erythropoietin  produc- 
tion, especially  by  tumors,  is  indicated. 

From  the  RMP 

( continued  from  page  924) 

The  arthritis  activities  available  at  Vanderbilt,  Nash- 
ville V.A.  Hospital  and  Nashville  Metropolitan  General 
Hospital  will  be  coordinated  under  the  aegis  of  a Nurse 
Clinical  Specialist.  She  will  help  to  plan  and  implement 
projected  patient  and  practitioner  educational  programs 
and  will  serve  as  a member  of  the  therapeutic  team. 
$39,455. 

RESTORATION  OF  THE  ARTHRITIC  TO  THE 
COMMUNITY — East  Tennessee  Children's  Hospital. 
Knoxville. 

The  major  goal  of  this  arthritis  center  for  children 
and  adults  will  be  to  restore  the  patient  with  arthritis  to 


These  guides  should  help  to  classify  a patient 
with  erythrocytosis,  but  it  is  always  good  to  end 
on  a practical  note.  If  no  tumors  can  be  found 
and  all  else  fails,  watch  the  patient  for  a period 
of  time.  The  serious  myeloproliferative  disorder, 
polycythemia  vera,  will  show  a continuing  in- 
crease in  hematocrit,  whereas  in  most  other  dis- 
eases the  hematocrit  will  tend  to  reach  a plateau. 

William  D.  Burton,  M.D. 

a point  where  he  can  function  with  maximum  efficiency 
despite  his  disease.  This  will  be  accomplished  by  recon- 
struction of  damaged  parts  as  well  as  by  modification 
of  the  patients’  environment.  $35,463. 

Dr.  Cannon  stated  that  the  Tennessee  Mid- 
South  Regional  Medical  Program  is  currently 
administering  74  major  projects  and  has  the 
responsibility  for  total  grant  funds  amounting  to 
$3,557,289.  What  the  future  of  the  program 
will  be  after  June  30,  1975  is  still  uncertain,  and 
will  probably  remain  so  until  after  the  election 
since  new  legislation  is  not  expected  to  be  passed 
by  Congress  before  that  time. 


EKG  of  the  Month 

( continued  from  page  925 ) 

focus  or  interference  with  the  usual  sequence  of 
atrial  depolarization  cannot  be  proved.  Ventric- 
ular depolarization  suggests  previous  anterior 
myocardial  infarction  but  is  also  compatible  with 
the  asymmetric  septal  hypertrophy  often  seen 
with  hypertrophic  cardiomyopathies.  Although 
the  typical  asymmetric  septal  hypertrophy  (or 
“Idiopathic  Hypertrophic  Subaortic  Stenosis”) 
produces  murmurs  related  to  left  ventricular  out- 
flow turbulence  or  mitral  regurgitation,  occasion- 
ally no  murmurs  can  be  documented.  Sudden 


death  is  a common  complication  of  hypertrophic 
cardiomyopathies.  In  the  complete  absence  of 
clinical  events  to  suggest  ischemic  heart  disease, 
and  the  lack  of  substantiating  evidence  for  such 
anomalies  as  corrected  transposition  of  the  great 
vessels,  her  sudden  death  is  most  likely  explained 
by  an  underlying  hypertrophic  cardiomyopathy. 

Presumptive  ECG  and  anatomic  diagnosis: 
Hypertrophic  cardiomyopathy  with  asymmetric 
septal  hypertrophy. 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-directors 


Pulling  Hair  Tight  with  Pins 
And  Curlers  Can  Cause  Baldness 

A warning  to  the  ladies  that  certain  types  of  hair-dos  can  cause  bald  spots  is  voiced  in 
the  current  (November)  issue  of  Archives  of  Dermatology. 

The  article  reports  on  the  case  of  a nurse  in  a Boston  hospital  who  developed  two  small 
bald  spots  on  her  head.  The  bald  spots  appeared  at  the  two  points  where  she  used  bobby 
pins  to  hold  her  nurses’s  cap  tightly  or  her  head.  When  she  quit  using  the  pins  in  the 
same  spots  each  day,  the  hair  gradually  reappeared. 

Continuous  traction,  hard  pulling  on  hair  shafts  leads  to  hair  loss,  the  two  doctors  from 
Harvard  Medical  School  report.  If  the  traction,  such  as  a tight  bobby  pin,  is  removed  as 
soon  as  the  baldness  is  discovered,  the  hair  usually  grows  back.  If  traction  is  continued, 
the  hair  loss  becomes  permanent,  say  Boston  M.D.’s  Francis  S.  Renna  and  Irwin  M. 
Freedberg. 

The  condition  is  known  to  doctors  as  traction  alopecia.  It  was  first  reported  among 
women  in  Greenland  affecting  a particular  type  of  coiffure.  The  traditional  Japanese  hairdo 
also  is  sometimes  blamed  for  bald  spots.  In  Europe,  doctors  noted  that  women  who  pull 
their  hair  back  into  a tight  bun  sometimes  begin  going  bald  at  the  front  of  the  head.  Pony 
tail  hairdos  sometimes  are  at  fault  and  curlers  rolled  too  tight  can  cause  hair  loss. 
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A unique  original  program  of  recovery  with  a different  approach. 


For  information  or  to  admit  patients  contact: 

WILLINGWAY  HOSPITAL 

John  Mooney,  Jr.,  M.D.  311  Jonas  Mill  Road  Dorothy  R.  Mooney 

Medical  Director  P.O.  Box  508,  Statesboro,  Georgia  30458  Administrator 

(912)  764-623B 
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carcinoma  of  the  renal  pelvis  measuring  4x4x3  cm 
and  filling  the  collecting  system  of  the  upper  pole. 

Diagnosis: 

Transitional  cell  carcinoma. 


Renal  Pelvic  Filling  Defect 

A 66-year-old  white  male  was  admitted  to  the  hos- 
pital for  painless  gross  hematuria. 

He  gave  a history  of  recurrent  hematuria  over  2 to  3 
years  and  claimed  to  have  passed  a number  of  stones  as 
well.  During  an  earlier  admission  to  this  hospital  2 
years  previously  he  had  been  found  to  have  a filling 
defect  in  an  upper  pole  calyx  of  the  left  kidney.  He 
had  refused  an  operation  at  that  time. 

An  IVP  performed  on  this  admission  showed  a 3% 
cm  filling  defect  in  the  upper  pole  calyx  of  the  left 
kidney.  (Fig.  1)  This  was  confirmed  by  a left  retro- 
grade pyeloureterogram.  (Fig.  2)  Cystoscopy  demon- 
strated 2 bladder  papillomas  which  were  resected  and 
pathologically  shown  to  represent  chronic  cystitis  with 
no  evidence  of  tumor.  Urines  for  cytology  and  AFB 
were  negative. 

A total  left  nephroureterectomy  including  a cuff  of 
bladder  was  performed  and  well  tolerated.  The  patholog- 
ical diagnosis  was  well  differentiated  transitional  cell 


Discussion: 

Differential  diagnosis  of  a negative  defect  in 
a calyx  or  renal  pelvis  includes  the  following: 

A.  Non-pathological  causes: 

1.  Incomplete  filling  of  the  renal  pelvis 

2.  Air  introduced  at  retrograde  pyelography 

3.  Normal  variants  such  as  bifid  and  trifid  pelves 

4.  Overlap  of  major  or  minor  pelves 

5.  Calyces  viewed  on  end 

6.  Overlying  intestinal  gas 

7.  Overlying  renal  vessels 

8.  Excessive  accumulation  of  fat  in  the  renal  pelvis 
(renal  sinus  lipomatosis) 

9.  Ectopic  renal  papilla 

B.  Pathological  conditions  include: 

1.  Calculi,  both  completely  radiolucent  and 
slightly  opaque; 

2.  Infection  such  as  ureteritis,  and  pyelitis  cystica, 
leukoplakia,  and  fungus  balls2 


Fig.  1 

IVP.  There  is  a large  irregular  filling  defect  distorting 
left  upper  pole  calyces  and  causing  some  caliectasis. 


From  the  Departments  of  Radiology,  Vanderbilt  Uni- 
versity Hospital  and  the  Veterans  Administration  Hospi- 
tal, Nashville,  Tenn.  37232. 


Fig.  2 

Left  Retrograde  pyeloureterogram.  The  upper  pole 
defect  is  again  seen.  The  remainder  of  pelvocalyceal 
system  and  ureter  are  normal. 
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3.  Papillary  necrosis 

4.  Blood  clot  secondary  to  trauma,  bleeding 
diathesis,  or  neoplasm 

5.  Cysts 

6.  Neoplasm,  both  benign  and  malignant 

Primary  carcinomas  of  the  renal  pelvis  rep- 
resent about  12  percent  of  all  renal  malignancies 
and  are  divided  into  transitional  cell,  82  percent 
squamous  cell,  17  percent,  and  adenocarcinoma 
one  percent.  Sarcomas  of  the  renal  pelvis  rep- 
resent 0.3  percent.3  80  to  85  percent  of  all 
epithelial  tumors  are  papillary.9  Only  40  percent 
of  papillary  tumors  are  infiltrative,  as  opposed 
to  almost  100  percent  of  the  nonpapillary  tumors. 
Whereas  nonpapillary  tumors  are  almost  always 
single,  40  percent  of  papillary  tumors  are  mul- 
tiple.9 Thus  in  a patient  presenting  with  a papil- 
lary tumor  of  the  bladder,  ureter  or  renal  pelvis, 
it  is  imperative  that  the  entire  urinary  tract  be 
visualized.  Bilateral  occurrence  is  reported  in  1^ 
percent  of  transitional  cell  tumors,3  and  there 
is  a single  report  of  bilaterally  occurring  squa- 
mous cell  carcinoma.10 

The  peak  age  incidence  of  primary  carcinoma 
of  the  renal  pelvis  is  in  the  5th  and  6th  decades. 
Transitional  cell  carcinoma  occurs  4 times  as 
frequently  in  males  as  in  females.3’9  Squamous 
and  adenocarcinomas  have  been  reported  with 
equal  sex  frequency  9,3  or  predominance  in  fe- 
males.5 The  latter  tumors  also  have  a high  associ- 
ation with  chronic  infection,  leukoplakia  and 
calculi.3’5 

Clinically,  most  patients  present  with  either 
gross  or  microscopic  hematuria,  often  silent.  They 
may  present  with  abdominal  mass,  flank  pain, 
passage  of  stones,  urinary  tract  infection,  anemia 
and  weight  loss. 

Diagnostic  investigations  often  start  with  an 
IVP.  The  most  commonly  seen  abnormality  is 
a filling  defect  in  the  renal  pelvis.  This  is  often 
irregular,  mottled  and  occasionally  contains  cal- 
cifications. Partial  obstruction  may  result  in  dila- 
tation of  a single  calyx,  a group  of  calyces  or 
the  entire  ipsilateral  upper  collecting  system, 
depending  on  the  site  of  tumor  involvement.  Non- 
visualization of  any  of  the  above  structures  may 


930 


occur  if  the  obstruction  is  complete.8’4  Cystoscopy 
and  retrograde  pyelography  complement  these 
findings.4  Arteriography  may  be  normal  or  may 
demonstrate  hypertrophy  of  the  pelvic  artery,  a 
fine  network  of  tumor  vascularity  and  a tumor 
blush  in  the  capillary  phase.4,8  Cytology,  espe- 
cially with  the  recently  described  technique  of 
retrograde  ureteral  brushing6,7  may  further  in- 
crease the  incidence  of  positive  preoperative 
diagnosis. 

Treatment  of  papillary  transitional  cell  carci- 
noma requires  complete  nephroureterectomy  with 
removal  of  an  adequate  cuff  of  bladder,3  as  re- 
currences are  otherwise  relatively  frequent  and 
each  recurrence  tends  to  be  of  a slightly  higher 
grade  of  malignancy.  Periodic  urologic  exami- 
nations must  be  performed  for  the  remainder  of 
the  patient’s  life. 

Jose  Zanbilowicz,  M.D. 

Ying  T.  Lee,  M.D. 

Guia  P.  Nortell,  M.D. 
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THE  COOPER  REVIEW 
(Answers  found  on  page  954) 

1.  What  is  the  mechanism  of  the  syncope  associated  with  effort  in  patients  with  severe  aortic 
stenosis? 

2.  The  most  common  cause  of  an  elevated  serum  calcium  in  hospitalized  patients  is  hyperparathy- 
roidism. TRUE  or  FALSE 

3.  A 57-year-old  male  presents  to  your  office  with  the  chief  complaint  of  pain  and  weakness  in 
several  portions  of  his  arms  and  legs.  He  states  that  he  has  lost  approximately  18  pounds  in 
weight  and  has  anorexia  and  abdominal  discomfort. 

On  examination,  you  note  that  he  is  unable  to  raise  his  arms  over  his  head  to  remove  his 
shirt,  and  also  has  difficulty  in  rising  from  a sitting  position.  He  has  a fine  edematous  rash  over 
his  face  and  hands.  You  suspect  dermatomyositis.  Following  course  of  action  should  be  instituted: 

a)  Give  patient  a short  course  of  Phenylbutzone — 100  mg  qid.  requesting  that  he  return  in  one 
week  to  determine  his  response. 

b)  Order  muscle  enzume  studies  + EMG  and  then  start  him  on  a course  of  Prednisone — 20 
mg  per/day  for  10  days. 

c)  Start  him  on  60  mg  of  Prednisone  which  should  be  continued  for  6 months. 

d)  Admit  to  hospital  to  be  followed  by  a management  program. 

“The  Cooper  Review”  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New 
Jersey,  Sherman  Garrison.  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review”  is  a review  of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 


1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 
6 to  12  years  of  age;  Vz  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  -5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 

Standard  Coverage  That  SAVES  YOU  \ly2% 

Class  1 — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  major 
surgery  or  assist  in  major  surgery  on  other  than  their 
own  patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  in- 
cluding cardiac  surgery),  Ophthalmologists,  Proc- 
tologists. 

Class  4 — Surgeons — specialist,  Anesthesiologists,  Cardiac  Sur- 
geons, Otolaryngologists — No  Plastic  Surgery,  Sur- 
geons— General  (Specialists  in  general  surgery), 

Thoracic  Surgeons,  Urologists,  Vascular  Surgeons. 

Class  5 — Surgeons — specialists,  Neurosurgeons,  Obstetricians- 
Gynecologists,  Orthopedists,  Otolaryngologist — Plastic 
Surgery,  Plastic  Surgeons. 


CLASSES 

25/75 

RATES  AND 
100/300 

LIMITS 

200/600 

Class  1 

$103 

$132 

$154 

Class  2 

$181 

$232 

$262 

Class  3 

$310 

$409 

$458 

Class  4 

$413 

$545 

$607 

Class  5 

$516 

$681 

$755 

1.  Partnership  Liability  and  Corporate  Liability, — 

Increase  premium  for  each  partner  or  corporate  member  by  20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  (Quotations  made  on  request.) 

3.  Premises  Liability  (Bodily  Injury  & Property  Damage) 

* Minimum  Premium— $9.00 

4.  Personal  Injury  (Libel,  Slander,  Invasion  of  Privacy,  False  Arrest  and  Evic- 
tion, etc.) 

* Minimum  Premium — $13.00 

* Minimum  premiums  quoted  are  applicable  only  when  written  with  Professional  Liability 
Coverage. 

FARRINGER  & COMPANY 

A DIVISION  OF 

ARMISTEAD  MILLER  WALLACE/F8YNEFSM 

Administrators  / P.O.  Box  1020  Nashville,  Tennessee  37202/  Phone  242-2601 

1NGLE-KNOX  INSURANCE  AGENCY  FAW  & SHERROD 

Phone  265-4541  Phone  926-8164 

Chattanooga,  Tennessee  37402  Johnson  City,  Tennessee  37602 

SHELBY  MUTUAL  INSURANCE  COMPANY 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $90,000,000.00 

For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 
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mCDICfU  DIGEST 

NEWS  Of  INTEREST  TO  DOCTORS  IN  TENNESSEE 


OFFICERS  AND  DELEGATES  SHOULD  BE  SELECTED  NOW  BY  COUNTY  SOCIETIES  . . . 

County  medical  society  officers  have  recently  received  information  and 
official  forms  for  use  in  following  requirements  in  the  TMA  By-Laws 
to  elect  county  Officers,  and  Delegates  for  the  TMA  House  of  Delegates, 
and  been  requested  to  report  those  elected  to  the  Tennessee  Medical 
Association  by  January  1,  1975  ...  It  is  urgently  requested  that  the 
county  societies  conduct  their  elections  before  the  end  of  December  . • . 
The  names  of  Delegates  to  the  House  are  needed  so  that  the  Nominating 
Committee  can  be  appointed  by  the  Board  of  Trustees.  The  names  of  Com- 
mittee members  can  then  be  made  known  to  the  county  medical  societies  for 
contacting  Nominating  Committee  appointees. 


DOCTOR  TESTIMONY  LAW  CHALLENGED  ...  A law  allowing  Doctors  of  Medicine 
to  give  a deposition  instead  of  personally  testifying  in  civil  cases  is 
being  challenged  in  Chancery  Court  in  Davidson  County  ...  A Nashville 
attorney  filed  suit  seeking  to  invalidate  the  law,  claiming  representation 
of  accident  victims  is  materially  hampered  by  the  statute.  The  suit  is 
against  the  Nashville  Academy  of  Medicine  and  the  Attorney  General  . . • 
While  this  is  a suit  against  a county  medical  society,  such  action  would 
affect  physicians  through  the  state,  in  the  event  that  this  lawsuit 


TMA  AT  WORK  • . • September  and  October  were  busy  months  for  TMA. 

The  Committee  on  Medical  Licensure  met  at  the  end  of  August  ; the  Board  of 
Trustees  held  the  regular  quarterly  meeting  on  October  6;  and  the  TMA 
Judicial  Council  held  its  quarterly  meeting  October  27  • . . The 
annual  Rural  Health  Conference,  sponsored  by  the  TMA  Rural  Health 
Committee,  presented  the  annual  Conference  in  Columbia  on  October  2 . . . 
The  Continuing  Education  Committee  met  October  13  . . . and  the  Hospital 
Committee  met  on  October  17. 
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RECORD  TOTAL  FOR  MEDICAL  STUDENTS  . . . According  to  the  AMA  Newsletter, 
14,436  first-year  medical  students,  a record  total,  are  expected  to  enroll 
in  the  Nation’s  114  medical  schools  this  fall.  The  AMA  Department  of 
Undergraduate  and  Medical  Education  estimates  that  the  total  medical 
school  enrollment  will  be  53,735.  Although  no  new  medical  schools  ad- 
mitted students  for  the  first  time  this  year,  the  expansion  of  the 
existing  schools  accounts  for  the  slight  increase  over  last  year’s  figures 
of  14,182  first-year  medical  students,  and  a 50,912  total. 
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SENATE  ADOPTS  COMPROMISE  MANPOWER  BILL  ...  By  a vote  of  81  to  7,  the 

Senate  has  adopted  a three-year,  $2  billion  extension  of  Federal  aid  to 
medical  education.  The  bill  as  passed  is  a compromise  measure  by  Senator 
Beal  of  Maryland,  and  it  was  adopted  after  the  Senate  specifically 
rejected  the  original  bill,  S.  3585,  sponsored  by  Senator  Edward  Kennedy 
of  Massachusetts  • . . Major  deletions  from  the  original  S.  3585  were 
proposals  for  mandated  service  for  all  health  professions,  students,  and 
Federal  licensure  of  physicians  and  dentists.  The  Senate-passed  bill 
includes  the  extension  of  student  loans  up  to  $4,000  annually  to  students 
who  agree  to  serve  in  shortage  areas  or  institutions.  The  bill  also 
extends  the  National  Health  Service  Corps  program  . • . Limitations  will 
be  placed  upon  the  number  of  postgraduate  training  physicians  to  foreign 
medical  graduates,  and  the  imigration  laws  would  be  modified  to  bar  for- 
eign medical  graduates  unless  they  have  passed  Parts  I and  II  of  the  Na- 
tional Board  of  Medical  Examiners  examinations  or  the  Federal  Licensing 
Examination,  demonstrated  competency  in  oral  and  written  English  and  dem- 
onstrated that  their  entry  would  not  create  a surplus  of  practitioners  in 
a particular  specialty  or  geographical  area  • . • The  Tennessee  Medical 
Association  strenuously  opposed  the  original  bill  sponsored  by  Senator 
Kennedy. 


* * 


COMPLAINTS  AGAINST  PHYSICIANS  RISING  . . . Letters  and  phone  calls  to  the 
TMA  are  increasing  with  regard  to  patient  complaints  against  physicians. 
When  received,  such  complaints  are  forewarded  to  the  county  medical 
society  where  the  complaints  originate  for  consideration  by  the  local 
medical  society’s  Mediation  or  Grievance  Committee  . . . Physician/patient 
communication  is  the  principal  issue  of  almost  all  patient  complaints. 

If  physicians  will  be  willing  to  communicate  effectively  with  both  satis- 
fied and  dissatisfied  patients.  Mediation  adn  Grievance  Committees  would 
have  little  to  do.  Many  such  complaints  go  directly  to  county  medical 
societies,  but  where  patients  are  not  aware  of  local  committees,  such 
complaints  are  forwarded  to  the  State  Medical  Association  • . . 
Consequently,  physician  images  and  effectiveness  are  suffering  as  a 
result . 
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PSRO  FOUNDATION  REPRESENTATIVES  TO  VISIT  HOSPITALS  . . . Reported  in  a 
special  edition  of  a newsletter  from  the  Tennessee  Foundation  for  Medical 
Care,  Inc.,  the  Foundation,  in  its  first  phase  in  the  implementation  of 
PSRO  in  Area  II  of  Tennessee,  will  begin  with  visits  to  the  various 
hospitals  in  the  area.  Hospitals  have  been  notified  that  representatives 
of  the  TFMC  staff  will  be  visiting  them  in  order  to  determine  their 
performance  in  medical  care  review  and  the  hospital’s  interest  in  partici- 
pating in  PSRO  activities  ...  A letter  was  sent  to  the  chief  of  staffs, 
hospital  administrators,  and  hospital  board  chairmen.  The  letter  states 
that  the  U.S.  Department  of  Health,  Education  and  Welfare  has  officially 
designated  and  contracted  with  the  Tennessee  Foundation  for  Medical 
Care  to  serve  as  the  Professional  Standards  Review  Organization  for  Area 
II  in  Tennessee  (eighty-four  counties).  In  order  for  TFMC  to  assess 
the  hospital's  performance  in  medical  care  review  and  interest  in  partici- 
pating in  PSRO  activities,  members  of  the  Foundation  staff  will  be  visit- 
ing the  medical  facility  within  the  near  future  • . . Through  this 
activity,  the  PSRO  hopes  to  be  able  to  identify  areas  in  which  it  can 
assist  hospitals  in  the  assumption  of  review  activities. 


FOUNDATION  MEMBERSHIP  DRIVE  UNDERWAY  • . . The  Tennessee  Foundation  for 
Medical  Care,  the  PSRO  for  Area  II  of  Tennessee,  encourages  all  physicians 
who  have  not  already  done  so,  to  apply  for  membership  in  the  TFMC.  One 
of  the  requirements  for  an  institution  to  be  eligible  for  delegation 
of  PSRO  review  function  is  that  a majority  of  physicians  with  active  staff 
privileges  be  members  of  the  PSRO  (TFMC)  and  be  willing  to  participate 
in  the  PSRO's  performance  of  its  review  activities.  There  are  no  dues 
and  membership  may  be  withdrawn  at  any  time.  There  are  presently  57%  of 
the  eligible  physicians  in  PSRO  Area  II  that  are  members  of  the  TFMC. 

If  you  need  a membership  application,  please  contact  the  TFMC  office  in 
Nashville  at  (615)  385-2444,  or  write:  Tennessee  Foundation  for  Medical 
Care,  Inc. /Suite  200,  Executive  Square/2400  Crestmoor  Road/Nashville, 
Tennessee,  37215. 
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NEW  MEDICARE  HANDBOOK  AVAILABLE  ...  A completely  revised  Medicare 
handbook  has  been  issued  by  the  Social  Security  Administration  for  the 
more  than  23  million  Medicare  recipients.  All  physicians,  hospitals, 
skilled  nursing  home  facilities  and  home  health  agencies  are  being  mailed 
advance  copies.  The  new  handbook  describes  the  Medicare  program  in  detail 
and  reflects  the  major  changes  resulting  from  the  1972  amendments.  The 
new  book  is  more  specific  about  non-covered  services  and  describes 
in  detail  how  the  intermediaries  compute  allowable  charges  for  Medicare 
reimbursement . 

❖ * * 


TMA  TO  SPONSOR  HAWAIIAN  TOUR  FOR  1975  AMA  CLINICAL  CONVENTION  . . . 

The  TMA  Board  of  Trustees  voted  to  sponsor  an  8-day,  7-night  tour  of 
Hawaii  to  coincide  with  the  1975  AMA  Clinical  Convention.  The  trip  will 
depart  from  Nashville  and  Memphis  on  Saturday,  November  29,  1975  via 
chartered  United  Airlines  DC-8  jet  and  will  return  to  these  two  cities 
Sunday,  December  7,  1975.  Arrangements  have  also  been  made  for  tickets 
to  the  University  of  Tennessee's  football  game  with  the  University  of 
Hawaii  on  Saturday,  December  6th.  An  optional  2-day  tour  of  one  of  the 
most  beautiful  of  the  outer  islands,  Maui,  will  also  be  offered.  Deluxe 
hotel  accommodations  will  be  provided  at  the  Surfrider  Hotel,  one  of 
the  few  hotels  located  directly  on  Waikiki  beach.  Cost  of  the  tour  will 
be  $495  per  person,  double  occupancy,  which  is  considerably  less  than 
round-trip  tourist  air  fare  from  Tennessee  to  Honolulu.  Because  of  the 
expected  demand  for  space  on  the  AMA  Convent ion-UT  Football  combination 
tour,  members  are  urged  to  make  early  reservations  upon  receipt  of 
the  announcement  brochure. 
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AMA’s  EVP  office  announced  a number  of 
changes  recently.  Whalen  M.  Strobhar,  former 
director  of  the  Division  of  Public  Affairs,  was 
named  assistant  executive  vice  president,  and 
Wayne  W.  Bradley,  former  assistant  director  of 
the  AMA  Washington  Office,  became  director  of 
the  Division  of  Public  Affairs.  William  R.  Barclay, 
MD,  and  Joe  D.  Miller,  who  were  assistant  execu- 
tive vice  presidents,  were  named  deputy  execu- 
tive vice  presidents.  Mrs.  Eleanor  Barry  was 
appointed  special  assistant  to  the  EVP  for  Board 
of  Trustees  activities.  Leo  E.  Brown,  assistant 
to  the  EVP  since  1961  and  an  AMA  staff  member 
since  1950,  has  announced  his  retirement  effec- 
tive early  next  year. 

A total  Of  8,148  applications  were  processed  by 
the  AMA's  Physicians’  Placement  Service  in 
1973.  As  of  Dec.  31,  1973,  the  PPS  was  carrying 
a total  of  3,914  registrations— 2,344  physicians 
seeking  locations  and  1,570  practice  opportuni- 
ties. Copies  of  the  PPS’s  1973-1974  annual  sta- 
tistical report  are  available  from  Physicians’ 
Placement  Service,  AMA  Headquarters. 

The  median  income  for  office-based  physi- 
cians is  less  today  than  it  was  in  1970,  according 
to  a report  by  the  Library  of  Congress.  In  1970, 
the  figure  was  $43,000;  last  year  it  was  $42,700, 
the  same  as  in  1972  and  1971,  the  report  said. 
During  the  Phase  3 wage-price  control  period, 
the  report  noted,  physicians'  fees  rose  at  an 
annual  rate  of  4.1%  while  the  Consumer  Price 
Index  for  all  items  rose  9.1%. 

Three  new  members  have  been  appointed  to 
the  AMPAC  Board  of  Directors.  Michael  P. 
Levis,  MD,  Pittsburgh;  John  J.  Cunningham,  MD, 
Pawtucket,  R.I.;  and  John  M.  Smith  Jr,  MD,  San 
Antonio,  Tex.,  were  appointed  to  fill  vacancies 
left  on  the  board  when  Hoyt  D.  Gardner,  MD; 
Frank  J.  Jirka,  MD;  and  Joe  T.  Nelson,  MD, 
were  elected  to  the  AMA’s  Board  of  Trustees 
in  June. 

A $240,000  grant  from  HEW  has  been  awarded 
to  a Johns  Hopkins  U.  research  team  to  monitor 
the  performance  of  foreign-born  versus  Ameri- 
can residents  for  the  next  two  years.  The  study 
will  break  down  foreign  doctors’  performance  by 
region  of  medical  education  and  by  native  lan- 
guage. 


AMA  now  has  more  dues-paying  members 
than  ever  before.  As  of  Sept.  27,  there  were 
168,509  dues-paying  members,  295  more  than 
there  were  in  AMA’s  highest  previous  member- 
ship year,  1970,  when  168,214  dues-paying  mem- 
bers were  recorded. 

The  U.S.  infant  mortality  rate  was  at  a record 
low  during  the  first  six  months  of  1974.  The  rate 
for  the  first  half  of  1974  was  17.1  per  1,000  live 
births,  according  to  the  National  Center  for  Health 
Statistics.  The  rate  was  17.9  for  the  same  period 
in  1973.  The  lowest  rate  ever  recorded  for  the 
month  of  June  was  registered  this  year— 16.9. 

A basic  course  and  an  advanced  course  on  life 
support  will  be  among  the  scientific  offerings  at 
the  AMA’s  Clinical  Convention  in  Portland,  Ore., 
Dec.  1-4.  Programming  will  include  the  16th 
National  Conference  on  the  Medical  Aspects  of 
Sports  and  six  special  sessions  on  specific  med- 
ical problems.  For  details  contact  Dept,  of  Sci- 
entific Assembly,  AMA  Headquarters. 

HEW  awarded  a $135,000  contract  to  the 
AMA  to  provide  a training  program,  under  state 
medical  society  auspices,  on  the  role  of  the  med- 
ical director  in  skilled  nursing  facilities.  The 
program  is  intended  to  help  implement  a forth- 
coming federal  regulation  requiring  the  facili- 
ties to  retain  physicians  as  medical  directors. 
State  societies  interested  in  conducting  the  semi- 
nars should  contact  the  AMA  Committee  on  Aging, 
AMA  Headquarters. 

“Feeling  Good,”  a new  TV  health  series  for 
adults,  produced  by  the  Children’s  Television 
Workshop,  premiers  Nov.  20  on  most  Public 
Broadcasting  System  stations.  The  weekly  series 
will  deal  with  topics  including  alcohol  abuse, 
cancer,  child  care,  mental  health,  nutrition  and 
prenatal  care. 

“I  Love  You,  Frank,”  is  a new  AMA  film  show- 
ing what  can  go  wrong  in  a medical  emergency. 
Designed  to  motivate  physicians  and  the  public 
to  improve  local  emergency  services  systems, 
the  film  is  available  on  free  loan  to  organiza- 
tions and  individuals  from  the  AMA  Film  Library, 
AMA  Headquarters.  It  may  be  purchased  for  $200 
from  the  Radio,  TV  and  Film  Dept.,  AMA  Head- 
quarters. 


E.  Kent  Carter 
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Equal  Care  for  All— The  Aim  of  Pending  Legislation 

Some  time  ago,  I was  discussing  medical  care  with  the  Chairman  of 
the  Department  of  Public  Health  at  one  of  our  more  prestigious  medical 
schools.  I thought  him  to  be  very  perceptive  when  he  made  the  statement 
that  none  of  the  health  care  plans  now  before  Congress  would  provide 
equal  care  to  all  citizens.  They  would  only  pay  for  care  received.  The  more 
I thought  about  his  remarks,  the  less  I liked  his  perceptiveness,  or  at  least 
his  shortsighted  point  of  view. 


It  appears  to  me  that  the  government  is  about  to  provide  equal  care  for 
all  people.  Notice,  I did  not  say  quality  care.  The  scheme  is  already  in 
operation.  Payment  through  Medicare,  Medicaid,  aid  to  dependent 
children,  then  universal  medical  insurance,  and  payment  from  the  cradle 
to  the  grave.  Equal  care  will  be  dictated  by  medical  manpower  regulation, 
national  licensure,  relicensure,  control  of  medical  residency,  both  by  number 
and  type,  and  last  but  not  least,  assignment  of  physicians  to  practice  locations 
may  be  required. 


Laws  are  already  on  the  books,  and  many  others  are  in  congressional 
committees  to  provide  for  all  of  the  above.  The  policing  of  quality  care  is 
already  under  way.  Fortunately,  at  the  present  time  Medicine  has  maintained 
control  of  the  quality  care  program.  I doubt  that  we  will  be  able  to  control 
the  other  elements  of  equal  care.  Add  them  up.  Pay,  training,  location, 
quality.  It  spells  equal  care  for  all — not  quality  care  for  all. 


Yours  truly, 


President 
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On  Being  Thankful 

“ . . . Give  me  your  tired,  your  poor. 

Your  huddled  masses  yearning  to  breathe  free, 

The  wretched  refuse  of  your  teeming  shore. 

Send  these,  the  homeless,  tempest-tossed,  to  me: 

I lift  my  lamp  beside  the  golden  door.” 

Inscription  on  the  Statue  of  Liberty 

The  other  day  a friend  of  mine  said,  in  a 
moment  of  pique  (I  know  him  well  enough  to 
know  he  didn't  mean  it),  “I’ll  go  out  of  my 
way  for  Christmas,  and  for  Easter,  too,  but 
Thanksgiving — they  can’t  even  decide  what  day 
it’s  supposed  to  be!”  As  I look  around,  I find 
there  are  plenty  of  people  who  act  as  if  they 
really  feel  that  way,  and  not  just  about  Thanks- 
giving, but  Christmas  and  Easter,  too — and  prob- 
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ably  the  Fourth  of  July  and  Labor  Day.  It  means 
just  another  day  to  sleep  late,  to  eat  and  drink 
too  much,  to  say  (with  apologies  to  Mr.  Dick- 
ens), ‘Thanksgiving — Humbug!”  (or  Christmas, 
or  Easter,  and  so  on,  as  the  case  may  be.)  I 
confess  to  acting  that  way  myself,  on  occasion. 

National  morale  is  just  now  at  a pretty  low 
ebb.  We  ended  our  longest  and  most  unpopular 
war,  and  got  our  POW’s  back  home  (most  of 
them)  only  to  be  assaulted  by  Watergate.  We 
came  through  that  by  the  skin  of  our  teeth,  got 
a new  President,  and  found  ourselves  plunged 
into  a spate  of  new  controversies  over  pardon 
and  amnesty,  and  a proposed  increase  in  the  in- 
come tax.  Suddenly  we  seem  to  be  right  back 
where  we  were  a year  ago  (or  two,  or  three,  or 
four).  Prices  are  out  of  sight,  and  still  rising, 
and  there  is  the  threat  of  a depression  down  the 
road.  Capricious  combinations  of  weather  first 
too  dry,  then  too  wet,  and  now  too  cold  too 
early  have  assured  shortages  or  many  foodstuffs, 
and  if  we  have  a cold  winter,  we  can  look  forward 
to  brown-outs  or  even  black-outs — particularly 
if  the  coal  strike  should  materialize.  With  all 
that,  so  what's  with  Thanksgiving? 

Maybe  the  inscription  above  isn’t  considered, 
in  literary  circles,  to  be  very  good  poetry,  and 
maybe  it’s  corny.  And  maybe  you  don’t  like 
standing  at  attention  when  the  flag  goes  up  to 
the  tune  of  The  Star  Spangled  Banner.  But  there 
are  still  lots  of  “huddled  masses  yearning  to 
breathe  free”  who  still  consider  the  door  golden. 
Sure,  we’re  not  always  the  “land  of  the  free  and 
the  home  of  the  brave.”  We  have  our  ghettos, 
and  too  often  we  substitute  sloppy  sympathy  for 
compassion.  And  so  our  government  is  in  a 
mess.  Look  around.  Whose  government  is  better? 
If  anyone  prefers  Castro’s,  or  Mao’s,  or  Chile’s, 
or  even  France’s  or  England’s  (not  to  mention 
Russia’s),  why,  the  “golden  door”  opens  in  both 
directions. 

Our  “poor”  would  be  rich  in  India  or  Biafra 
or  Bangladesh.  They  may  not  eat  well,  but  with 
very  few  exceptions,  they  eat.  And  there  is  still 
opportunity  for  those  willing  to  work.  We  may 
not  recognize  it,  but  others  do — and  their  dream 
is  to  be  one  of  us.  It  accounts,  mainly,  for  our 
FMG  problem.  Those  of  us  who  castigate  the 
rest  of  us  for  our  hypocrisy,  in  so  doing  join 
us  in  it,  because  we  all  share  a common  humanity. 
Let  him  that  is  without  sin  cast  the  first  stone. 

The  “Pilgrim  Fathers”  who  celebrated  our  first 
Thanksgiving  were  laboring  under  no  illusion 
that  they  had  discovered  Utopia,  or  even  that 
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one  can  exist  this  side  of  the  millennium.  They 
endured  hardships  such  as  few  of  us  will  ever 
know.  (Think  of  the  anguish  caused  by  having 
to  turn  our  thermostats  back  five  degrees,  or 
lower  our  speed  by  ten  miles  an  hour!)  Many 
of  them  failed  to  survive  the  passage,  and  many 
more  failed  to  make  it  through  the  first  year  in 
their  new  home.  Yet  in  spite  of  it  all,  they  took 
time  out  to  recognize  their  debt  to  the  Creator 
and  Sustainer  of  life.  Should  we,  who  have  been 
given  so  much,  do  less?  On  this  Thanksgiving, 
1974,  take  time  to  consider  the  golden  door. 

J.B.T. 

Sometimes  Your  Worst  Enemies  are 
Right  at  Home 

The  above  title  is  that  of  the  article  reprinted 
in  our  Viewing  Box,  which  is  one  of  two  items 
to  which  I wish  to  direct  your  attention,  the 
other  being  a communication  to  the  Editor  en- 
titled “The  Objective”  (See  our  Mail  Box).  On 
the  face  of  it,  these  two  might  seem  to  be  so 
divergent  as  to  have  nothing  in  common,  yet 
examined  more  closely  they  address  the  same 
problem,  and  its  solution.  The  problem  is  that 
we  are  faced  with  progressive  encroachment  on 
our  freedom  to  practice  our  art,  and  the  papers 
have  to  do  with  what  is  seen  as  appropriate 
and  inappropriate  reactions  to  the  problem  on 
the  part  of  members  or  segments  of  the  profes- 
sion. It  can  be  perhaps  simplistically  but  still 
rather  accurately  summarized  by  Pogo’s  famous 
statement,  “We  have  met  the  enemy,  and  they 
is  us.” 

I think  Dr.  Meyerhoff  has  verbalized  rather 
well  a constant  nagging  unrest  present  in  most  of 
us,  and  viewing  our  present  circumstances  it 
would  be  indeed  remarkable  if  we  were  free  of  it. 
Perhaps  he  has  over-stated  it,  but  on  the  other 
hand  to  say  he  has  may  be  unwarranted  opti- 
mism. Time  alone  will  tell.  He  certainly  pleads 
his  case  well. 

Patrick  Henry  was  the  American  Revolution’s 
most  celebrated  “firebrand,”  delivering  such  state- 
ments as,  “If  this  be  treason,  make  the  most  of 
it,”  and  “I  know  not  what  course  others  may 
take,  but  as  for  me,  give  me  liberty  or  give  me 
death!”  Yet  he  became  governor  of  Virginia, 
and  though  he  opposed  ratification  of  the  Con- 
stitution as  being  inimical  to  state  sovereignty, 
he  was  one  of  the  authors  and  champions  of 
the  Bill  of  Rights,  and  became  a staunch  Fed- 
eralist. In  short,  Patrick  Henry  was  a “Fire- 
brand” with  a cool  head. 


We  are  desperately  in  need  of  statesmen  in 
medicine.  Everyone  these  days  is  talking  about 
rights  and  freedom.  Usually  they  mean  their 
own,  without  considering  that  wars  start  over 
the  conflict  of  the  rights  and  freedom  of  one 
group  with  those  of  another.  We  need  always  to 
keep  clear  in  our  minds  that  we  are  first  servants 
— by  our  own  free  choice — and  our  first  thought 
must  be  not  our  own  rights  but  those  of  our 
patients.  This  is  our  only  appropriate  reaction. 
Regimentation  would  certainly  lead  to  an  atmo- 
sphere of  unrest,  which  would  do  patient  care  no 
good.  How  much  harm  it  would  do  depends 
upon  whom  you  ask,  as  does  what  constitutes 
regimentation. 

It  certainly  will  serve  well  neither  our  patients 
nor  ourselves  to  take  an  unyielding,  closed- 
minded  attitude  and  yet  certainly  there  comes 
a time  when  we  must  say  with  Martin  Euther, 
“Here  I stand!  God  helping  me,  I can  do  no 
other.”  But  insistence  on  rights  stems  often  more 
from  wounded  pride  than  from  dedication  to  the 
highest  good. 

The  security  and  happiness  necessary  for  good 
patient  care  comes,  as  Dr.  Meyerhoff  rightly  ob- 
serves, from  our  freedom.  But  freedom  is  a 
spiritual  commodity,  and  is  spiritually  and  not 
physically  derived.  There  has  never  been  in 
all  history  a freer  man  that  Paul  the  Apostle  in 
chains.  We  must  not  be  slavishly  submissive  to 
either  government  or  public,  yet  neither  can  we 
be  rigidly  unyielding.  It  is  sad  that  health  care, 
along  with  our  school  children,  has  been  made 
an  object  of  political  manipulation.  It  will  re- 
quire all  the  “cool”  all  of  us  can  muster  to  stick 
to  our  business  and  stand  firm  for  what  is  best 
for  our  patients,  particularly  when  there  is  dis- 
agreement among  ourselves  as  to  what  that  may 
be. 

It  is  sad  but  true  that  our  worst  enemies  may 
be  right  at  home.  May  it  never  be  said  of  us! 

J.B.T. 

It’s  Almost  Gone  . . . 

So  What  Do  We  Do  Now? 

In  the  year  of  the  jubilee  ye  shall  return 
every  man  unto  his  possession.  . . . The  land 
shall  not  be  sold  forever:  for  the  land  is  mine; 
for  ye  are  strangers  and  sojourners  with  me. 
Leviticus  25:13,  23. 

Until  relatively  recent  times,  man  was  closely 
tied  to  his  own  plot  of  land,  from  which  he 
derived  stability  and  responsibility.  The  land 
and  what  it  produced  were  carefully  husbanded. 
According  to  the  Levitical  code,  no  Israelite  could 
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be  forever  deprived  of  his  land:  every  fiftieth 
year  it  returned  to  his  family.  In  nominally  Chris- 
tian medieval  Europe,  where  by  the  divine  right 
of  kings  all  the  land  belonged  to  the  king  as  a 
steward  for  God,  this  came  to  be  translated  as 
“the  people  belong  to  the  land.”  They  were 
sold  with  it.  Either  way,  men  and  land  were  in- 
separable. One  need  only  take  note  of  the  land- 
scapes of  Europe,  under  careful  cultivation  for 
centuries,  to  see  what  grandeur  this  symbiotic 
relationship  of  man  and  nature  can  produce. 
Nothing  was  wasted,  and  to  despoil  any  piece  of 
land  was  unthinkable.  There  was  too  little  of  it. 

Then  suddenly  everything  exploded  as  the 
world  opened  up,  with  vast  continents  in  both 
hemispheres  waiting  to  be  exploited  by  adven- 
turesome Europeans.  There  was  so  much  land, 
there  were  so  many  trees,  so  many  animals — 
all  for  the  taking.  Clear  the  land,  wear  it  out, 
move  on  and  leave  it  to  the  elements — there  was 
plenty  more.  Lots  of  buffalo  for  robes.  Lots  of 
egrets  for  women’s  hats.  Lots  of  everything, 
coal  and  oil  too,  later.  So  Americans  very  early 
developed  a “throwaway”  philosophy.  It  isn’t 
modern,  though  it  didn’t  really  “catch  on”  as 
far  as  the  land  was  concerned  until  the  past 
few  decades,  because  particularly  in  the  rural 
areas  of  this  country  there  has  been  a strong 
attachment  to  the  land.  It  began  to  be  lost  as  we 
became  mobile — with  automobiles  and  lots  of 
gasoline. 

Somewhere  around  five  or  six  millennia  ago 
man  learned  to  put  his  thoughts  into  writing.  It 
was  only  by  laborious  effort  that  a “book”  (chis- 
eled in  stone)  was  written,  and  both  the  scribe  and 
his  efforts  were  revered — probably  inordinately. 
Then  came  ink  on  animal  skins,  ink  on  papyrus, 
and  finally  ink  on  paper.  One  would  think  that 
with  all  the  effort  involved,  people  would  have 
taken  care  to  commit  to  writing  only  the  im- 
portant, yet  we  find  one  writer  of  4000  years 
ago  complaining  that  “everyone  wants  to  write 
a book.”  But  the  whole  world  population  was 
only  a few  million,  and  most  of  them  didn’t 
live  long. 

Then  came  moveable  type,  the  printing  press, 
newsprint,  and  finally  high  speed  presses.  Where 
once  only  a few  could  read  what  fewer  had 
written,  now  multitudes  can  read — and  demand 
— what  many  have  written.  Everybody  still 
wants  to  write  a book — only  now  there  are 
several  billion  of  us.  When  I was  a boy,  my 
father  had  all  the  National  Geographic  Maga- 
zines from  1914  on.  This  was  one  of  the  earliest 
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— and  the  still  one  of  the  few — magazines  regu- 
larly printing  in  color.  Color  pictures  were  a real 
treat.  Now  color  of  acceptable  quality  can  be 
produced  on  newsprint.  Reams  of  paper  from 
multiplied  forests  of  trees  go  daily  into,  then  out 
of  our  homes — as  trash,  to  be  burned,  or,  hope- 
fully, recycled. 

Our  demands  for  paper,  energy,  petrochemicals 
for  plastics,  and  much  else  are  insatiable  and  in- 
ordinate. Obsolescence  is  built  into  everything — 
automobiles,  stoves,  clothing — everything.  The 
way  of  life  developed  in  this  country  over  the 
past  40  years  or  so,  with  its  much  earlier  roots, 
is  catching  up  with  us.  We  are  a highly  mobile 
society,  and  many  who  are  now  adults — not  to 
mention  children — have  never  developed  a sense 
of  belonging,  and  the  sense  of  responsibility  that 
goes  with  it.  Coupled  with  the  throw  away  phi- 
losophy, it  is  easy  to  arrive  at  the  point  where 
everything  comes  to  be  something  exclusively  for 
one’s  own  use,  without  regard  to  the  needs  of 
others — since  “others”  also  become  objects  to 
be  used — all  to  be  soon  discarded. 

What  is  happening  to  our  libraries  is  a prime 
example  of  the  problem  facing  society  in  many 
areas.  No  one  not  either  a librarian  or  a member 
of  a library  committee  can  fully  comprehend  the 
magnitude  of  the  problem,  since  most  of  us  still 
cannot  bring  ourselves  to  face  the  extent  to  which 
the  veneer  of  civilization  has  eroded.  The  annual 
loss  of  volumes  for  any  given  library  will  number 
in  the  thousands.  These  are  not  volumes  signed 
for  and  not  returned,  but  volumes  which  simply 
“walk  out.”  Not  only  are  irreplaceable  bound 
volumes  of  journals  borrowed  and  not  returned 
(euphemistic  for  stolen)  but  articles  are  ripped 
out  (as  are  book  pages)  of  those  which  remain. 
(An  editor  of  The  JAMA  once  opined,  in  print, 
that  people  do  not  borrow  books — they  only  steal 
them.) 

As  has  been  mentioned  in  a previous  editorial, 
libraries  have  fallen  on  hard  times.  But  even 
had  they  not,  many  of  the  lost  and  destroyed 
volumes  are  not  replaceable  at  any  price.  Conse- 
quently administrations  have  had  to  strike  back 
in  the  only  way  they  can — by  imposing  restric- 
tions. An  example  which  is  perhaps  at  present 
extreme,  but  not  unlikely  to  become  general,  is 
the  policies  of  the  rare  book  room  of  the  Yale 
Medical  Library.  Outside  the  room  public 
lockers,  with  locks,  are  furnished  each  individual 
entering  the  room,  after  carefully  ascertaining 
that  he  has  the  right  to  enter.  Into  the  locker 
go  his  coat,  brief  case,  books,  pens,  ball  points, 
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knife,  notebooks,  etc.  The  only  items  which 
may  be  taken  into  the  room  are  a tablet  of 
yellow  paper  (no  white),  index  cards,  and  pencil. 
Nothing  may  under  any  circumstances  be  removed 
from  the  room  except  the  items  allowed  in.  If 
you  think  these  restrictions  extreme,  consider 
the  alternatives. 

You  may  be  sure  that  restrictions  on  the  use 
of  your  library  will  be  forthcoming,  if  they  do 
not  already  exist — controlled  access,  noncircula- 
tion of  periodicals,  tighter  security.  You  may 
also  be  sure  it  will  be  inconveinent.  Irresponsi- 
bility can  only  lead  to  strictures  on  our  freedom. 
If  we  will  not  use  wisely  what  little  land  is  left — 
even  that  privately  held — then  land  use  laws  be- 
come not  only  necessary  but  obligatory.  If  we 
refuse  to  regulate  voluntarily  our  use  of  energy, 
or  other  scarce  items,  rationing  must  result. 

Of  many  things  on  this  globe  it  can  be  said, 
“It’s  almost  gone.”  So  ask  yourself,  “What  do 
we  do  now?” 

J.B.T. 

Line  up  the  Spittoons,  Boys 

Shifting  his  cud,  he  lets  fly  a brown  stream 
from  pursed  lips,  looks  right  and  left,  and  after 
a studiously  casual  windup,  zips  a hot  one  over 
the  plate.  “Strike  one!” 

Sweet  old  granny  sits  and  rocks  in  her  chimney 
corner,  nothing  escaping  her  bright  eyes.  “Hewo, 
Fweetheart,”  she  lisps,  daintily  wiping  away  the 
brownish  discoloration  that  appears  like  magic 
in  the  lines  around  the  corners  of  her  just-opened 
mouth. 

What  do  these  two  have  in  common?  A mouth- 
ful of  tobacco,  that’s  what — and  a good  chance 
of  oral  cancer  to  boot. 

In  a sort  of  sidelight  to  his  20  year  study  of 
25,000  snuff  dippers  and  tobacco  chewers,  Dr. 
James  F.  Smith  presents  pretty  convincing  evi- 
dence that  to  get  arterial  disease  from  tobacco, 
you  have  to  smoke  it.  (See  page  913,  this  issue.) 
That  goes  for  lung  cancer,  too.  This  is  an  im- 
portant epidemiological  point. 

Before  you  dash  out  to  your  favorite  tobacco 
shop  to  grab  a twist,  though,  check  out  the  lit- 
erature on  oral  cancer  (including  that  of  our 
same  Dr.  Smith.)  Unless  you  want  tobacco  juice 
dribbling  down  your  neck  from  a hole  in  the  floor 
of  your  mouth,  forget  it! 

Moral:  Tobacco  in  any  form  is  bad  news. 

J.B.T. 


Hypertension  Screening 

To  the  Editor: 

Enclosed  you  will  find  a paper  outlining  the  recent 
hypertension  screening  pilot  project  done  in  Knoxville, 
Tennessee  in  1973  under  the  sponsorship  of  the  East 
Tennessee  Heart  Association,  and,  in  particular,  of  the 
hypertension  committee.  . . . (see  page  909,  this  issue) 

As  chairman  of  the  Tennessee  Heart  Association 
Hypertension  Screening  Committee,  I can  report  to 
you  that  by  the  end  of  this  year,  we  anticipate  more 
than  100.000  Tennesseans  will  have  been  screened  for 
hypertension,  purely  through  the  voluntary  efforts  of 
local  heart  associations  in  all  sections  of  the  state. 
As  you  might  anticipate,  our  aim  is  not  merely  to 
screen  the  population  a single  time,  but  rather  to  stimu- 
late ongoing  screening  efforts  by  organizations  other 
than  the  heart  association  on  a regular  basis.  Hopefully, 
this  will  help  identify  new  hypertensive  patients  each 
year,  and  the  overall  morbidity  and  mortality  from  the 
effects  of  hypertension  may  in  the  long  range,  be  re- 
duced significantly.  . . . 

Dwight  R.  Wade,  Jr.,  M.D. 

Suite  404  Fort  Sanders  Professional  Building 
Knoxville,  Tennessee  37916 

The  Objective 

To  the  Editor: 

The  objective  is  freedom. 

After  the  free  way  of  life  was  institutionalized,  subse- 
quent generations  had  only  to  enjoy  this  precious  heri- 
tage. While  simultaneously  reaping  the  harvest  of  this 
ancestral  planting,  some  generations  have  been  called 
on  to  preserve  it  against  outside  attack.  Our  genera- 
tion is  being  called  on  to  meet  a threat  to  freedom 
from  within,  for  some  of  us  would  eliminate  it  as 
our  way  of  life. 

For  those  of  us  who  have  become  aware  of  this 
sacred  gift  of  the  past,  and  for  those  of  us  who  have 
rediscovered  it  as  indeed  the  finest  basis  by  which  to 
relate  to  each  other  politically,  it  has  become  im- 
perative to  insure  its  preservation  for  ourselves  and 
for  future  generations. 

To  accomplish  this,  we  must  fully  understand  the 
nature  of  what  we  are  dealing  with:  we  must  under- 
stand the  essence  of  freedom. 

Its  fundamental  characteristic  is  that  it  is  an  inalien- 
able quality  of  man.  This  means  it  cannot  be  given 
to  a person,  but  rather  a person  has  it.  No  State  can 
grant  it;  no  State  can  take  it  away.  The  only  thing 
that  can  happen  is  that  it  can  be  exercised  or  be  pre-> 
vented  from  being  exercised.  The  Declaration  of  In- 
dependence stated,  for  all  time,  this  inalienability  of 
freedom  for  Man,  and  the  Bill  of  Rights  spelled  out 
specifically  the  freedoms  with  which  nothing  must  inter- 
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fere.  So  fundamental  was  this  realization  of  man's 
nature  that  it  called  for  the  redefining  of  the  role  of 
government  itself  to  that  of  securing  the  blessing  of 
liberty. 

Some,  in  the  area  of  medicine,  would  forego  this 
basis  and  institute  numerous  procedures  that  would 
impair  the  freedom  of  patients  and  doctors.  Seemingly 
well-meaning  people  concerned  with  better  health  care, 
while  they  can  appreciate  the  value  of  health,  do  not 
seem  to  be  able  yet  to  appreciate  the  value  of  freedom. 
Or  if  they  can,  they  give  it  a lesser  value  than  has  been 
the  judgment  of  past  generations — Who  have  given  up 
their  health,  become  maimed,  and  even  given  up  their 
very  lives  so  that  freedom  shall  prevail. 

While  most  of  the  threats  to  our  free  way  of  life 
were  obvious  as  to  who  the  enemy  was  and  as  to  how 
to  deal  with  him  (such  as  the  attack  on  Pearl  Harbor), 
this  current  turbulence  and  eddy  of  history  has  placed 
us  in  a situation  where  the  enemy  is  our  seemingly  be- 
nign neighbor,  and  so  the  tactic  for  preserving  freedom 
does  not  so  readily  come  to  us. 

The  particular  characteristic  of  this  situation  is  that 
it  would  seem  that  a large  number  are  for  regimenting 
medicine.  While  polls  do  not  confirm  this  statistically, 
there  are  enough  people  who  either  want  it  or  who 
nonetheless  are  pushing  for  it  or  whose  push  carries 
weight,  so  that  legislators  are  on  the  verge  of  attempt- 
ing to  nationalize  medicine.  What  is  the  tactic  then 
when  the  vagaries  of  a cherished,  freely-operating,  dem- 
ocratic society  seems  to  turn  to  foregoing  freedom 
itself?  How  can  a minority  bring  about  its  preservation? 

Another  characteristic  of  this  current  turbulence  is 
that  doctors,  by  a very  large  majority,  when  polled 
about  their  own  convictions,  are  for  the  free  way  of 
life.  Some,  however,  would  nevertheless  forego  it 
because  they  feel  obliged  to  comply  with  what  appears 
to  be  the  wishes  of  the  public.  The  tactical  question 
becomes  one  then  of  how  can  doctors,  few  in  number 
compared  with  an  apparently  large  and  weighty  public 
group,  prevail  for  freedom. 

To  help  us  make  the  effective  tactical  choice,  we 
have  the  benefit  of  the  experience  of  colleagues  in  for- 
eign countries  where  certain  methods  did  not  succeed. 
We  also  have  been  using  certain  approaches  in  the  past 
decade  which  have  been  unsuccessful  in  abating  the 
gradual  regimentation  of  medicine.  We  know,  or  should 
know,  therefore,  what  tactics  haven’t  worked. 

We  have  relied  on  the  well-earned  respect  and  pres- 
tige that  the  profession  of  medicine  has  held  for  cen- 
turies in  legislative  halls.  Whatever  force  is  producing 
this  turbulence  in  history,  it  is  causing  a disregard  for 
the  professional  expertness  and  status  of  the  physician. 

We  have  tried  “partnership  with  government,”  “co- 
operation,” “coordination,”  and  “negotiation,”  only  to 
find  the  government  continuing  to  wield  its  big  sticks 
of  executive  decree  and  legislative  command  to  further 
deprive  patients  and  doctors  of  their  freedom. 

Physicians  in  foreign  countries,  and  recently  in 
Canada,  waited  for  the  final  ax  to  fall,  struck,  and 
crumbled  their  own  strike.  Their  opposition  seemed 
to  stem  from  the  heat  of  the  moment  and  did  not 
carry  the  sustained  strength  of  firm  conviction  re- 
garding the  free  way  of  life.  The  sagacious  instru- 
ments of  wisdom,  the  courts,  which  usually  keep  the 
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ship  of  State  on  an  even  keel,  have  been  unable  to 
grapple  with  this  ill-wind  by  keeping  it  on  the  freedom 
course. 

If  our  own  hearts  did  not  tell  us  this  about  freedom 
right  from  the  beginning,  we  can  now  plainly  see  that 
freedom  cannot  lean  on  professional  prestige;  freedom 
cannot  be  placed  in  the  hands  of  those  who  carry  a 
big  stick  over  us;  freedom  cannot  be  risked  by  being 
put  up  for  negotiation;  and  alas,  freedom  cannot  be 
entrusted  even  to  those  who  are  usually  wise.  The 
fountain  of  freedom  gushes  rather  from  the  realization 
of  the  preciousness  of  an  immense  gift  that  has  been 
given  to  us,  or  from  the  rediscovery  ourselves  of  it 
coursing  through  our  veins.  Either  of  these  feelings, 
once  experienced,  makes  it  the  only  way  of  life  for  us. 

These  feelings  immediately  tell  us  exactly  what  must 
be  done  to  preserve  it.  We  preserve  it  by  living  it  our- 
selves. We  preserve  it  by  exercising  our  inalienable 
freedom.  We  preserve  it  by  continuing  to  practice 
free  medicine  in  our  offices  and  hospitals  NO  MATTER 
WHAT. 

Seeing  such  heart-felt  behavior,  legislators  will  be 
awakened  to  the  fact  that  there  are  people  in  this 
country  who  cannot  be  executive-decreed  or  legislated 
out  of  their  inalienable  freedom.  This  should  reawaken 
them  to  the  inalienability  of  freedom  and  shift  them 
from  their  tyrannical  course. 

Should  the  momentary  turbulence  continue  to  deflect 
them  into  acting  as  they  have  till  now  and  not  let 
them  see  our  handwriting  on  the  wall,  and  should  they 
try  to  pull  a Canada  here,  our  prior  search  of  our 
own  hearts  will  have  us  well  fortified.  Unlike  the 
Canadian  physicians  who  were  caught  ill-prepared  and 
impotently  reversed  a momentary  stand,  we  will  now 
have  ourselves  well  geared  for  the  course  we  must 
maintain  no  matter  what. 

For  unless  we  mean  no  matter  what,  unless  we  mean 
the  jail  and  inordinate  fines  to  which  the  Canadian 
physicians  were  subjected,  then  we  do  not  really  believe 
in  freedom.  However,  if  the  search  of  our  own  hearts 
does  find  freedom  there,  there  is  no  force  on  earth  that 
can  deter  this  indomitable  conviction.  For  such  is  the 
nature  of  freedom.  Fincoln  knew  it  when  he  said: 

. . all  the  armies  of  Europe,  Asia,  and  Africa  com- 
bined could  not  force  us  to  take  a drink  from  the  Ohio 
or  make  a track  on  the  Blue  Ridge  in  a thousand  years. 
...  If  destruction  be  our  lot,  we  must  ourselves  be 
its  author  and  finisher.  As  a nation  of  free  men  we 
must  live  through  all  time  or  die  by  suicide.” 

We  have  had  the  good  fortune  of  living  in  an  age 
after  history  opened  the  eyes  of  Man  to  this  essence 
of  his  being.  We  have  been  bequeathed  the  institutions 
to  preserve  a life  of  freedom.  We  can  give  them  up 
and  live  again  as  slaves  or  we  can  augment  the  free 
way  of  life. 

We  can  choose  the  living  death  of  regimentation  or 
the  vibrant  life  of  freedom.  We  can  be  the  generation 
that  vanquished  the  threat  from  within. 

Suicide  or  freedom. 

The  choice  is  ours. 

Gordon  R.  Meyerhoff,  M.D. 

19  Hillside  Ave. 

Roslyn  Heights 

Fong  Island,  N.Y.  11577 
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McCALL,  GEORGE  W.,  Bristol,  died  September  24, 
1974,  age  65.  Graduate  of  the  Medical  College  of 
Virginia,  1934.  Member  of  Sullivan-Johnson  County 
Medical  Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

J.  Thomas  Mandrell.  M.D.,  Alcoa 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Richard  S.  Lasky,  M.D.,  Chattanooga 
Moon  Wha  Hong,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

William  C.  DeSouza,  M.D.,  Trenton 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Wilmer  L.  Neal,  M.D.,  Memphis 
Stanley  S.  Schwartz,  M.D.,  Memphis 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Isham  M.  Cox,  M.D.,  Rockwood 
Charles  E.  Darling,  Jr.,  M.D..  Oak  Ridge 
Mark  W.  Morris,  M.D.,  Oak  Ridge 
D.  Thomas  Upchurch,  M.D.,  Oak  Ridge 


program/  and  neui/  of 
medical  /ocietie/ 


Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  met  October  8 
at  the  KAM  Headquarters  Building.  The  Continuing 
Medical  Education  Program  consisted  of  the  following: 

Medicine — Mr.  Dixie  E.  Snider,  Center  of  Disease 
Control,  Tuberculosis  Control  Division,  Atlanta, 
spoke  on  ‘‘Current  Epidemiology  and  Preventive 
Therapy  of  Tuberculosis.” 

Psychiatry — Kenneth  B.  Carpenter,  M.D.,  presided  at 
a discussion  of  “Presentation  and  Discussion  on 
Crisis  Intervention.” 

Pathology — Area  pathologists  met  on  October  16  and 
discussed  slides  of  interesting  and  unusual  cases. 

A Symposium  in  Internal  Medicine  was  held  October 
18  at  the  University  Memorial  Hospital,  sponsored  by 
the  Knoxville  Society  of  Internal  Medicine  in  conjunc- 


tion with  the  Department  of  Medicine  at  UT  Knoxville 
Clinical  Education  Center. 

A Symposium  on  Electrocardiography  will  be  held 
each  Wednesday  during  the  month  of  November  and 
on  Friday,  December  6th  and  December  13th. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

Approximately  50  members  of  the  Academy’s  Com- 
munications Bureau  reviewed  200  Tel-Med  tape  scripts 
for  medical  accuracy  and  relevancy  during  the  month 
of  September.  The  Academy  has  announced  that  Tel- 
Med  equipment  has  been  established  in  the  Academy 
Building  and  will  go  into  operation  very  shortly.  Tel- 
Med  is  a free  public  health  information  service  by 
telephone  for  approximately  450.000  residents  of  Nash- 
ville and  Davidson  County. 


national  new / 


THIS  MONTH  IN  WASHINGTON 
(From  Washington,  Office,  AMA) 

The  Senate  has  overwhelmingly  passed  legis- 
lation that  would  require  one-fourth  of  all  medi- 
cal and  dental  school  graduates  to  spend  at  least 
two  years  in  the  nation’s  slums  and  rural  areas 
where  there  are  shortages  of  physicians. 

Earlier  the  Senate  voted  down  a much  more 
sweeping  bill  sponsored  by  Senator  Edward 
Kennedy  that  would  have  required  mandatory 
federal  service  for  all  health  professions  students 
and  national  licensure  and  relicensure  for  phy- 
sicians and  dentists. 

Hours  before  the  first  Senate  vote  Senator 
Kennedy,  aware  that  he  was  losing  liberal  sup- 
port, shelved  his  Health  Subcommittee’s  $5.1 
billion,  five-year  bill  and  offered  a substitute 
measure  which  was  trounced  57-34.  Instead  the 
Senate  adopted  a measure  sponsored  by  Senator 
J.  Glenn  Beall,  Jr.,  (R-Md.)  and  went  on  to 
pass  a three  year,  $2  billion  health  manpower 
bill  by  a vote  of  81-7. 

The  bill  finally  approved  by  the  Senate  was 
stripped  of  most  of  the  controversial  provisions 
of  the  original  Kennedy  bill  and  was  a victory 
for  the  American  Medical  Association,  the 
American  Dental  Association,  and  the  Associ- 
ation of  American  Medical  Colleges. 

The  Senate  bill  calls  for  a three-year  extension 
of  present  federal  programs  for  aiding  medical 
education  at  a total  cost  of  about  $2  billion. 
Capitation  grants  for  medical  schools  would  be 
continued  at  a high  level  despite  the  adminis- 
tration’s request  for  a cutback. 
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The  Beall  substitute  measure  provides  federal 
aid  to  medical  and  dental  schools  that  agree  to 
allocate  25  per  cent  of  their  classroom  space 
to  students  volunteering  to  serve  in  areas  short 
of  medical  care  workers.  In  return  for  either 
civilian  or  federal  service  under  the  National 
Health  Service  Corps,  the  students  would  receive 
scholarships. 

Another  casualty  of  the  Senate  voting  was  the 
proposal  for  federal  standards  for  licensing  and 
relicensing  physicians  and  dentists,  a plan  that 
stirred  wide  protest  within  the  professions. 

Immigration  standards  would  be  tightened  to 
restrict  the  number  of  foreign  medical  graduates 

under  the  Senate  bill. 

^ ^ ^ 

On  the  other  side  of  the  Capitol,  a House 
subcommittee  has  approved  a counterpart  bill 
to  the  Senate  manpower  legislation  that  would 
establish  federal  scholarships  intended  to  increase 
the  number  of  doctors  in  the  nation’s  rural  areas 
and  urban  slums  where  there  are  doctor  shortages. 

The  House  subcommittee’s  bill  authorizes  $240 
million  over  three  years  for  National  Health  Ser- 
vice Scholarships  paying  $9,200  to  $9,500  a year 
to  cover  the  cost  of  a medical  education. 

In  return,  the  scholarship  recipients  would 
have  to  spend  two  to  four  years  serving  in  areas 
with  doctor  shortages.  Non-scholarship  students 
who  volunteer  to  practice  in  areas  with  doctor 
shortages  would  receive  a guaranteed  income  of 
$28,000  a year  until  they  get  their  practices 
started. 

The  bill  would  also  give  medical  schools  a 
grant  of  $2,100  a year  for  each  student — $400 
less  than  the  schools  now  receive. 

But  any  graduate  who  does  not  practice  in 
an  underserved  area  would  have  to  repay  the 
government  the  money  given  to  the  medical 
school. 

Though  the  House  bill  differs  sharply  from  the 
Senate  version,  particularly  the  Senate  provision 
forcing  medical  schools  to  have  one-fourth  of 
their  classes  on  federal  scholarships  requiring 
two  years  of  practice  in  underserved  areas,  the 
House  subcommittee  Chairman,  Paul  G.  Rogers, 
(D-Fla.),  believes  the  difference  can  be  resolved 

when  the  two  bills  go  to  conference. 

^ ^ ^ 

Undaunted  by  collapse  of  the  National  Health 
Insurance  (NHI)  measure  in  the  House  Ways 
and  Means  Committee  in  late  summer,  Senator 
Russell  Long  (D-La.),  is  forging  ahead  with  plans 
to  ram  a bill  through  the  Senate  in  the  strained 
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atmosphere  of  a “lame  duck”  Congress.  Long 
is  Chairman  of  the  Senate  Finance  Committee 
and  sponsor  along  with  Senator  Abraham  Ribi- 
coff  (D-Conn.),  of  a NHI  plan  featuring  Social 
Security  financed  and  operated  catastrophic  health 
insurance  plan  for  all.  The  Long-Ribicoff  bill 
enjoys  the  official  support  already  of  25  Senators 
and  rates  some  chance  of  Senate  passage. 

But  the  chances  of  passage  of  a version  of 
such  a Senate  bill  by  the  House  in  a “lame  duck” 
session  after  the  November  elections  is  considered 
extraordinarily  slim. 

President  Ford’s  long-heralded  summit  eco- 
nomic conference  produced  relatively  little  talk 
about  health  care  costs  and  inflation,  despite 
the  fact  that  HEW  Secretary  Weinberger  has  of 
late  frequently  sounded  such  an  alarm. 

Nor  was  there  any  indication  during  the  Wash- 
ington parley  that  the  Administration  was  con- 
sidering controls  at  this  time,  although  Senate 
Majority  Leader  Mike  Mansfield  (D-Mont.), 
urged  the  800  delegates  to  request  such  controls. 

However,  it  became  clear  to  conference  ob- 
servers that  the  President  will  ask  Congress  to 
approve  certain  but  unspecified  tax  changes  and 
to  cut  the  federal  budget  to  combat  inflation. 

American  Medical  Association  President  Mal- 
colm C.  Todd,  a delegate  to  the  summit  con- 
ference, said  that  he  agreed  with  the  President 
with  respect  to  avoiding  controls  at  this  time — 
“particularly  discriminatory  cost  controls.” 
“Every  American,  every  physician,  has  the  duty 
to  assist  in  solving  the  number  one  problem  of 
the  nation — inflation,”  Dr.  Todd  said,  noting 
that  the  AMA  has  repeatedly  stressed  the  need 
for  restraints  by  physicians  in  avoiding  unjusti- 
fiable charges  and  fee  increases. 

A summary  of  the  earlier  pre-summit  session 
on  health  was  presented  by  Michael  Zubkoff, 
Professor  of  Health  Economics  at  Meharry  Medi- 
cal College  and  Vanderbilt  University.  He  stated 
that  “it  is  generally  recognized  that  the  health 
sector  is  both  a hostage  and  a cause  of  inflation.” 
According  to  Professor  Zubkoff,  the  pre-sum- 
mit meeting  had  determined  certain  “structural 
defects”  in  the  health  care  delivery  system  which 
included: 

“Fee-for-service  payment  for  physicians 
and  cost-plus  reimbursement  for  hospitals  . . . 
encourages  cost  growth. 

“First  dollar  insurance  coverage  reduces 
cost-consciousness  by  consumers. 

“Consumers  lack  knowledge  to  become 
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aggressive,  informed  purchasers  of  health  care.” 

Among  the  “common  themes”  stressed  at  the 
pre-summit  health  conference,  Zubkoff  said,  were 
that  the  federal  commitment  to  health  care  should 
not  be  reduced;  that  structural  reform  is  needed; 
and  that  existing  incentives  and  regulatory 
mechanisms  are  inadequate. 

“There  was  a definite  lack  of  a widespread  con- 
census on  solutions  to  cost  problems  in  health 
during  the  pre-summit  meeting,”  Zubkoff  told 
the  summit  meeting. 

While  pleased  that  President  Ford  had  not 
called  for  wage-price  clamps  by  the  federal  gov- 
ernment, Dr.  Todd  at  the  same  time  criticized 
the  Administration  for  “singling  out”  health  by 
“annualizing”  monthly  consumer  price  index 
levels.  The  practice  of  projecting  the  yearly 
increase  on  the  basis  of  what  happens  during 
one  month  or  several  months  has  been  followed 
only  on  “health”  by  the  HEW  Department  so  as 
to  bolster  its  contention  that  the  health  segment 
should  be  isolated  for  controls,  Dr.  Todd  charged. 

The  AMA  President  noted  that  in  the  past 
three  years  physicians’  fees  have  risen  17.6  per 
cent  compared  with  22.9  per  cent  for  the  econ- 
omy as  a whole  and,  for  example,  32.9  per  cent 
for  legal  charges. 

Suggested  steps  to  curb  medical  costs,  listed 
by  Dr.  Todd,  were  pre-admission  testing;  expan- 
sion of  ambulatory  care  services;  earlier  discharge 
from  hospitals;  avoidence  of  unnecessary  hos- 
pitalization; reducing  wasteful  testing,  prescribing 
and  treatment;  and  decreasing  the  cost  of  mal- 
practice insurance. 

In  addition.  Dr.  Todd  said,  there  must  be 
incentives  to  produce  more  family  physicians  and 
to  plan  for  needed  specialists  only. 

“Perhaps  physicians  should  attempt  voluntarily 
to  guide  their  fee-setting  decisions  by  tying  their 
charges  to  the  consumer  price  index  levels  and 
not  exceeding  them,”  Dr.  Todd  suggested. 

^ ^ ^ 

A wide  range  of  health  care  related  subjects 
were  discussed  at  a recent  meeting  between  an 
AMA  delegation  and  Health,  Education,  and 
Welfare  Secretary  Caspar  Weinberger. 

Malcolm  Todd,  M.D.,  President  of  the  AMA, 
said  the  Secretary  and  his  aides  were  told  that  the 
AMA  desires  the  best  possible  national  health 
insurance  (NHI)  program  that  can  be  worked 
out,  but  cautioned  against  any  hurry-up  approval 
in  an  emotionally-charged  Congress  late  in  the 
session. 


Dr.  Todd  said  he  emphasized  that  the  number 
one  problem  facing  the  nation  at  present  is  in- 
flation and  that  therefore  any  NHI  program 
should  have  a minimal  impact  on  this  problem. 
AMA  officials  urged  that  NHI  be  kept  outside 
of  the  Social  Security  Administration. 

The  AMA  delegation  urged  that  controls  not 
be  reimposed  on  the  medical  profession,  citing 
the  AMA’s  urging  of  moderation  by  physicians 
to  keep  fees  in  line  with  expenses. 

^ ^ ^ 

The  Food  and  Drug  Administration  is  plan- 
ning a letter  to  physicians  alerting  them  to  a 
series  of  studies  to  be  published  in  Lancet,  the 
British  Medical  Journal,  that  finds  a higher-than- 
normal  incidence  of  cancer  of  the  breast  among 
women  age  60  and  older  who  have  been  treated 
with  Reserpin  for  high  blood  pressure.  A panel 
of  experts  appointed  by  the  HEW  Department 
will  review  the  data. 

❖ ❖ ❖ 

The  Food  and  Drug  Administration  has  indi- 
cated to  Congress  it  will  order  warning  labels 
placed  on  oral  diabetic  preparations  when  a new 
study  of  the  drug’s  safety  and  efficiency  is  pub- 
lished soon. 

Alexander  Schmidt,  M.D.,  FDA  Commissioner, 
told  the  Senate  Monopoly  Subcommittee  headed 
by  Senator  Gaylord  Nelson  that  the  FDA  en- 
dorses a 1970  study  by  the  University  Group 
Diabetes  Program  which  found  that  the  drugs 
(tolbutamide  and  phenformin)  were  linked  with 
a heart  disease  death  rate  twice  as  high  as  for 
diabetics  taking  insulin  or  no  drug  at  all  through 
diet. 

Lawsuits  challenging  the  FDA’s  right  to  im- 
pose warning  labels  have  deterred  the  agency 
from  action  to  date,  Dr.  Schmidt  told  the  Sub- 
committee. He  said  many  physicians  have  some- 
thing close  to  a “religious  belief”  that  the  oral 
diabetic  preparations  by  lowering  blood  sugar 
decrease  the  likelihood  of  cardiovascular  compli- 
cations among  diabetics. 

Major  opponent  of  relabeling  is  the  Com- 
mittee on  the  Care  of  the  Diabetic,  composed  of 
some  180  physicians.  The  issue  has  proved  a 
serious  controversy  among  specialists  in  the  treat- 
ment of  diabetics,  with  experts  taking  both  sides. 

The  FDA  is  relying  on  the  audit  to  strengthen 
its  hand  sufficiently  in  the  legal  fight  to  allow  it 
to  go  ahead  with  warning  labels,  but  the  pros- 
pects are  that  the  actual  implementation  of  such 
an  order  will  be  tied  up  in  the  courts  for  some 
time. 
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radical  new/ 
in  tennc/zee 


Dr.  Jewett  Named  Medical  School  Dean 

East  Tennessee  State  University  has  appointed 
Dr.  Robert  E.  Jewett  dean  of  the  University’s 
College  of  Medicine. 

Dr.  Jewett  is  a professor  in  the  division  of 
Allied  Health  Professions  of  Emory  University 
School  of  Medicine  in  Atlanta.  ETSU  President 
D.  P.  Culp  said  that  Jewett  would  be  immediately 
responsible  for  organizing  ETSU’s  School  of 
Medicine  and  its  staff. 

Dr.  Jewett’s  appointment  has  ended  a search 
of  several  weeks  for  a dean  and  puts  the  Johnson 
City  institution  closer  toward  its  goal  of  a fed- 
erally and  state  supported  medical  school. 

UT  College  of  Medicine 
Announces  Appointments 

Two  faculty  members  of  the  University  of 
Tennessee  College  of  Medicine  have  been  ap- 
pointed to  administrative  positions  according  to 
Dr.  Albert  Farmer,  Dean  of  the  College. 

Dr.  Phillip  George,  professor  of  pediatrics, 
has  been  named  associate  dean  for  clinical  edu- 
cation. Dr.  Hershel  P,  Wall,  associate  professor 
of  pediatrics,  has  moved  up  to  assistant  dean 
for  admissions  for  the  college. 

Dr.  George  will  coordinate  the  clinical  educa- 
tion of  all  medical  students  on  the  Health 
Sciences  campus  as  well  as  the  training  of  phy- 
sicians in  UT’s  residency  program. 

Dr.  Wall  will  have  responsibility  for  continuing 
and  maintaining  high  standards  of  qualifications 
for  applicants  accepted  for  medical  training  at 
UT. 

Tennessee  Pediatric  Society 
Holds  Annual  Meeting  in  Jackson 

Approximately  75  pediatricians  and  general 
practitioners  from  Tennessee  and  other  states 
attended  the  Annual  Meeting  of  the  Tennessee 
Chapter  of  the  American  Academy  of  Pediatrics 
and  the  Tennessee  Pediatric  Society  in  September 
in  Jackson. 

Featured  speakers  for  the  meeting  included  Dr. 
Stanley  E.  Crawford,  dean  of  the  University  of 
Texas  Medical  School;  Dr.  Samuel  L.  Katz, 
chairman  of  the  Department  of  Pediatrics  at 
Duke  University  School  of  Medicine  and  Dr. 
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Robert  B.  Lawson,  professor  and  chairman  of 
the  Department  of  Pediatrics  at  Variety  Chil- 
dren’s Hospital. 

Knoxville  Area  To  Get 
Chronic  Dialysis  Center 

Almost  three  years  in  the  planning,  the  Chronic 
Dialysis  Center  of  Knoxville  has  become  a reality. 
In  mid-September,  the  Center  began  treatment 
of  chronically  ill  victims  of  kidney  disorders.  The 
new  center  is  located  in  the  Fort  Sanders  Pro- 
fessional Building  and  is  operated  and  maintained 
by  a non-profit  organization.  The  Dialysis  Clinic, 
Incorporated,  of  Nashville.  The  center  has  been 
approved  through  the  East  Tennessee  Develop- 
ment District,  a governmental  planning  agent, 
and  houses  the  facilities  necessary  for  the  treat- 
ment of  East  Tennessee  residents  stricken  with 
chronic  renal  failure.  Dr.  Joe  Leonard,  a Knox- 
ville Nephrologist,  is  the  director  of  the  new 
Center. 

The  Knoxville  Center  has  been  initially  ap- 
proved for  five  beds,  making  possible  the  treat- 
ment of  ten  kidney  patients  on  a regular  basis. 
One  group  of  five  patients  will  be  dialysed  on  a 
Monday-Wednesday-Friday  schedule  and  the 
other  group  on  Tuesdays,  Thursdays,  and  Satur- 
days. Each  patient  requires  six  hours  on  the 
machine  three  times  each  week.  The  Center  is 
designed  to  be  capable  of  doubling  its  potential 
to  ten  beds  and  twenty  patients,  and  if  a night 
schedule  can  be  set  up,  the  Center  will  be  able 
to  dialyse  forty  patients  each  week.  It  is  expected 
that  the  Center  will  eventually  function  as  a train- 
ing station  where  patients  may  learn  the  compli- 
cated procedure  of  home-dialysis,  and  space  has 
been  provided  for  that  purpose. 


pcr/onal  new/ 


DR.  OTTO  BILLIG,  Nashville,  clinical  professor  of 
psychiatry  at  Vanderbilt  University  Medical  School,  has 
been  awarded  the  Rush  Bronze  Medical  Award  for  his 
scientific  exhibit,  “Cross  Cultural  Studies  of  Psycotic 
Graphics,”  by  the  American  Psychiatric  Association. 

DR.  MORRIS  D.  FERGUSON,  Lebanon,  has  been 
elected  Chief  of  Staff  of  the  McFarland  Hospital. 

DR.  JAMES  G.  HUGHES,  Memphis,  chairman  of  the 
pediatrics  department  at  the  University  of  Tennessee 
Center  for  Health  Sciences,  has  been  named  winner  of 
the  1975  Jacobi  Award,  by  the  American  Medical 
Association. 
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CALENDAR  OF  MEETINGS 


Nov.  17-20 
Nov.  18-22 
Nov.  21-24 


Nov.  30- 
Dec.  4 
Dec.  1-6 


NATIONAL 

1974 

Southern  Medical  Association,  Marriott 
Motor  Hotel,  Atlanta,  GA 
American  Heart  Association,  Fairmont, 
Dallas,  TX 

American  Association  for  Clinical  Im- 
munology and  Allergy,  Pier  66,  Ft. 
Lauderdale,  FL 

American  Medical  Association,  Portland, 
OR 

Radiological  Society  of  North  America, 
Palmer  House,  Chicago,  IL 


Dec.  7-10 
Dec.  7-12 


Dec.  9-12 


American  Society  of  Hematology.  Mar- 
riott, Atlanta,  GA 

American  Academy  of  Dermatology,  Pal- 
mer House,  Chicago,  IL 
Southern  Surgical  Association.  Boca 
Raton  Hotel  and  Club,  Boca  Raton.  FL 


1975 


Jan.  31- 
Feb.  2 
Feb.  10-13 
Feb.  12-15 

Feb.  15-19 

Feb.  21-28 


Southern  Radiological  Conference,  Grand 
Hotel,  Point  Clear,  AL 
American  College  of  Cardiology,  Houston 
Southern  Neurosurgical  Society.  Hilton 
Palacio  del  Rio,  San  Antonio.  TX 
American  Academy  of  Allergy,  Town  and 
Country,  San  Diego,  CA 
American  Society  of  Clinical  Pathologists, 
International  and  Convention  Center,  Las 
Vegas,  NV 


m 


continuing 
education  opportunities 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AMA  Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopetics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
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Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1974-1975 

Nov.  20-21  Emergency  Medicine,  U.T.  Medical  Units 
December  6-7  Otolaryngology  for  the  Family  Physician, 
U.T.  Medical  Units 

Feb.  19-20  Office  Gynecology,  U.T.  Medical  Units 
Mar.  8-9  Obstetric  Anesthesia,  U.T.  Medical  Units 

Mar.  9-12  Basic  Principles  of  Rhinoplasty,  U.T. 

Medical  Units 

Mar.  17-22  General  Review  Course,  U.T.  Medical 
Units 

April  19-20  Pediatric  Anesthesia,  U.T.  Medical  Units 
May  15-16  Office  Orthopedics,  U.T.  Medical  Units 
May  19-23  Intensive  Review  of  the  Science  of 
Anesthesiology,  U.T.  Medical  Units 
May  28-31  Clinical  Electrocardiography,  Paris  Land- 

ing State  Park  Inn,  Buchanan,  Tennessee 

Schedule  for  Upcoming  NCME  Programs 

Nov.  18-  THE  HAND  AS  AN  INDICATOR  OF 

Dec.  1 SYSTEMIC  DISEASE,  with  Marguerite 

Lerner,  M.D.,  Clinical  Professor  of 
Dermatology,  Yale  University  School 
of  Medicine,  New  Haven,  Connecticut. 
PARASITIC  INFESTATION:  SCA- 

BIES, with  Silas  E.  O’Quinn,  M.D.,  Pro- 
fessor of  Dermatology  and  Dean  of 
Medicine;  and  Harold  Trapido,  Ph.D., 
Professor  of  Tropical  Medicine  and 
Medical  Parasitology,  both  at  Louisiana 
State  University  School  of  Medicine  in 
New  Orleans. 

IMPOTENCE,  with  Philip  A.  Sarrel, 
M.D.,  Associate  Professor  of  Obstetrics 
and  Gynecology  at  Yale  University 
Medical  School,  and  Lorna  Sarrel,  Co- 
Director,  Human  Sexuality  Program, 
Yale  University  Student  Mental  Hygiene 
Department  in  New  Haven,  Connecticut. 

Dec.  2-  SEX  IN  AGING  AND  DISEASE,  with 

Dec  15  Philip  A Sarrel,  M.D.,  Associate  Pro- 

fessor of  Obstetrics  and  Gynecology  at 
Yale  University  Medical  School,  and 
Lorna  Sarrel,  Co-Director,  Human 
Sexualty  Program  at  Yale  University 
Student  Mental  Hygiene  Department, 
New  Haven,  Connecticut. 

MEDICAL  ADVANCES  INSTITUTE, 
with  James  L.  Henry,  M.D.,  President 
of  the  Ohio  State  Medical  Association; 


Paul  Y.  Ertel,  M.D.,  Director  of  the 
MAI  Clinical  Systems  in  Ohio;  William 
A.  Millhon,  M.D.,  Chief  Physician  Ad- 
visor, Riverside-Methodist  Hospital,  Co- 
lumbus, Ohio. 

FEMALE  STRESS  INCONTINENCE: 
DIAGNOSIS  AND  DECISION,  with 
Vincent  J.  O'Conor,  Jr.,  M.D.,  Professor 
of  Urology,  Chairman,  Department  of 
Urology,  Northwestern  Memorial  Hos- 
pital, Chicago. 

(Program  scheduling  subject  to  change) 

For  more  information  about  NCME,  write  The 
Network  for  Continuing  Medical  Education,  15  Co- 
lumbus Circle,  New  York,  New  York  10023. 

Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

Internists  To  Study  Clinical 
Medicine  In  Los  Angeles 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Ad- 
vances in  Diagnosis  and  Treatment  in  Clinical  Medicine” 
on  December  2-6,  1974,  in  Los  Angeles,  CA.  The 
course,  held  in  conjunction  with  the  University  of 
California  School  of  Medicine  and  Harbor  General 
Hospital  in  Torrence,  CA,  will  take  place  at  the  Los 
Angeles  Marriott  Hotel. 

The  course  is  planned  to  provide  a comprehensive 
review  of  recent  advances  in  clinical  medicine.  The 
format  will  include  presentations  followed  by  question 
and  answer  periods.  In  addition,  there  will  be  work- 
shops and  luncheons  incorporated  into  the  course. 

For  information  and  Registration : Registrar,  Postgradu- 
ate Courses,  ACP,  4200  Pine  Street,  Philadelphia,  PA 
19104. 

The  American  College  of  Physicians 
Postgraduate  Courses 

THE  RESPECTIVE  ROLES  OF  MEDICAL  AND 
SURGICAL  TREATMENT  IN  CARDIAC  DISEASE 
IN  THE  ADULT.  University  of  California  at  Los 
Angeles  and  Cedar-Sinai  Medical  Center,  Century 
Plaza  Hotel,  Los  Angeles,  CA,  Jan.  16-18. 

ADVANCES  IN  NEUROLOGY,  Virginia  Mason  Med- 
ical Center,  Seattle,  WA,  Jan.  22-24. 

GASTROENTEROLOGY— SELECTED  TOPICS  OF 
CURRENT  INTEREST,  Alton  Ochsner  Medical 
Foundation,  New  Orleans,  LA,  Jan.  27-29. 
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CURRENT  CONCEPTS  IN  ONCOLOGY,  University 
of  Michigan  Medical  Center,  Towsley  Center  for  Con- 
tinuing Medical  Education,  Ann  Arbor,  MI,  Feb.  3-7. 
INFECTIOUS  DISEASES,  Stanford  University  Medical 
Center,  Stanford,  CA,  to  be  held  at  Squaw  Valley, 
Olympic  Valley,  CA,  Feb.  10-14. 

Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1974-1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 
February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 

March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren.  Vermont 
April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 
1975 

CONTINUING  MEDICAL  EDUCATION 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 


GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 
PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

October  22,  and  November  26,  1974: 

January  28.  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta.  Georgia  30902 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m.. 

CST;  Saturday,  8:00  a.m.  to  11:00  a.m.. 
CST. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham.  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 

PART  I 

TREATMENT  AND  REHABILITATION 

November  25-27,  1974 
Waldorf-Astoria  Hotel— New  York  City 

PART  II 

DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 
These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 
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University  of  Miami  School  of  Medicine 
CME  Courses 

HUMAN  DISEASE  RELATED  TO  FOOD 
AND  CHEMICAL  SENSITIVITY 

January  29-31,  1975 
Americana  Hotel,  Bal  Harbour,  Florida 
$150  physicians  in  practice;  $75  physicians  in  training; 

$100  Nurses 

DYNAMICS  OF  PROGRESSIVE 
NEPHROPATHIES— THEORETICAL  AND 
PRACTICAL  ASPECTS 

January  2-7,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 
Physicians  in  Practice,  $175;  Physicians  in  Training,  $75 
with  letter  from  Chief  of  Service;  Nurses,  $100 
23,  Category  I,  AMA  Accredited 

Pediatric  Behavior  Management  Conference 
February  21-22,  1975 

Topics  covered  include  toilet  training  and  eliminative 
disorders,  emotional  and  behavioral  problems,  and  be- 
havioral aspects  of  psychophysiological  disorders  in 
childhood.  The  emphasis  will  be  on  a social  learning 
approach  and  the  cooperation  of  Pediatricians  and 
Behavorial  Scientists  in  treatment. 

Write:  Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Fla.  33152 

ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  931) 

1.  Severe  aortic  stenosis  imposes  a “ceiling”  on  the 
cardiac  output  so  that  the  heart  is  unable  to  aug- 
ment the  output  in  response  to  increased  oxygen 
demands.  The  failure  of  cardiac  output  to  increase 
as  peripheral  resistance  falls,  as  when  engaging  in 
muscular  effort,  results  in  a sudden  decrease  in 
cerebral  blood  flow  and  loss  of  consciousness. 

2.  FALSE.  The  most  frequent  cause  of  hypercalcemia 
in  hospitalized  patients  in  metastatic  malignancy.  Now 
that  a serum  calcium  determination  is  included  in 
most  routine  hospital  admission  studies,  it  has  be- 
come obvious  that  hyperparathyroidism  is  one  of 
the  more  rare  causes  of  hypercalcemia  and  patients 
may  be  unnecessarily  subjected  to  numerous  elab- 
orate studies  to  detect  a nonexistent  parathyroid 
adenoma. 

Metastatic  breast  cancer  is  the  most  common 
malignancy  associated  with  hypercalcemia,  apparently 
caused  by  a direct  effect  of  the  metastases  in  the 
bone  and  possibly  caused  by  osteolytic  activity  of 
prostaglandins  found  in  lipid  extracts  of  breast  cancer. 
Other  types  of  malignancy  may  cause  hypercalcemia 
by  the  release  of  ectopic  parathormone  that  may 
show  immunochemical  differences  from  the  hormone 
made  by  the  parathyroid.  These  immunochemical 
differences  may  be  demonstrated  by  differing  im- 
munologic activities  when  tested  with  antisera  to 
parathormone  produced  in  different  animal  species. 
Parathormone-like  activity  has  been  demonstrated  in 
the  serum,  tumor  or  metastases  in  cases  of  carcinoma 


Oak  Ridge  Hospital 
Ventilatory  Problems  Workshop 

January  25,  1975 

Holiday  Inn,  Oak  Ridge,  Tennessee,  9 a.m.-5: 30  p.m. 
For  further  information  please  contact: 

Doris  Croley 
Education  Director 
125  W.  Tennessee  Avenue 

Oak  Ridge  Hospital  of  the  United  Methodist  Church 
Oak  Ridge,  Tennessee  37830 

Fifth  Annual  Aspen  Radiology  Conference 

The  Fifth  Annual  Aspen  Radiology  Conference  will 
be  held  March  3-7,  1975,  at  the  Aspen  Institute  for 
Humanistic  Studies,  Aspen,  Colorado.  The  Conference 
is  designed  for  physicians  and  scientists  interested  in 
diagnostic  radiology,  nuclear  medicine  and  radiation 
therapy  and  will  explore  the  impact  of  clinical  and 
technological  advances  on  radiologic  practice. 

The  topics  for  discussions  will  include  advances  in 
bone,  vascular,  gastrointestinal,  and  neuroradiology  in- 
volving a triradiological  approach.  Each  morning  will 
survey  the  advances  in  a single  radiology  subdivision  as 
a refresher  course  with  independent  diagnostic,  nuclear 
medicine  and  therapy  sessions.  Previewed  instructive 
cases,  illustrating  these  topics,  will  be  presented  for 
open  discussion  in  the  afternoons. 

Further  information  may  be  obtained  from  Maurice 
O'Connor,  M.D.,  Conference  Director,  Division  of 
Radiology,  Denver  General  Hospital,  Denver,  Colorado 
80204. 

of  the  lung,  kidney,  colon,  ovary,  cervix  and  other 
organs,  but  not  in  breast  cancer. 

If  no  other  obvious  cause  of  hypercalcemia  is 
found,  the  question  of  hyperparathyroidism  can  most 
accurately  be  answered  by  a determination  of  the 
serum  parathormone  level  in  conjunction  w’ith  the 
serum  calcium  level  at  the  same  time.  One  or  the 
other  determination  will  not  provide  as  good  a 
diagnostic  tool  as  both  analyses  together.  Serum 
parathormone  levels  are  now  available  from  sev- 
eral reliable  reference  laboratories.  All  other  studies, 
such  as  urine  calcium  excretion,  phosphate  clearance 
studies,  calcium  infusion  tests,  etc.,  lack  true  spe- 
cificity and  often  waste  considerable  time  and  effort 
without  providing  a clearcut  answer. 

References: 

Gordan,  GS:  Ann  NY  Acad  Sc,  230:181,1974. 

Roof,  BS,  et  al:  Amer  J Med,  50:686,  1971. 

3.  (d)  Polymyositis  in  a 57-year-old  male  is  frequently 
a harbinger  of  an  underlying  carcinoma.  In  some 
series,  up  to  40%  of  patients  with  polymyositis  have 
an  occult  carcinoma.  For  this  reason  a thorough 
evaluation,  including  muscle  biopsy,  search  for  occult 
malignancy,  etc.,  should  be  performed;  and  this 
could  most  efficiently  be  done  at  the  hospital.  If 
there  is  no  underlying  lesion,  then  a six  months’ 
course  of  high  dose  corticosteroid  therapy,  i.e.,  60 
mg.  Prednisone,  should  be  instituted  with  a good 
response. 

Reference: 

Primer  in  the  Rheumatic  Diseases,  7th  Edition, 
Pg.  56. 
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Article  Outlines  Guidelines  for 
Exam  Preparation,  Performance 


The  following  study  tips  were  taken  from  an 
article  in  the  May  issue  of  Medical  Times,  “Re- 
fresher Tips  on  Preparing  for  an  Examination.” 
These  suggestions  can  be  useful  to  physicians 
preparing  for  relicensure  and  recertification 
exams;  or  for  any  tests  they  encounter  in  CME 
activities. 


Written  Tests 

1)  Start  studying  well  before  the  exam.  A 
year  ahead  is  advised. 

2)  Utilize  self-assessment  exams  offered  by 
your  medical  society,  journal,  etc. 

3)  Plan  your  course  of  study.  Devise  a sched- 
ule and  maintain  it. 

4)  While  reviewing,  concentrate  on  relearn- 
ing the  accepted  standards  of  practice  in 
your  specialty. 

5)  When  bored,  change  your  subject  matter. 

6)  Choose  a specific  study  place  with  the 
needed  accoutrements:  Desk,  light,  note 
pads,  storage  for  books  and  journals  and 
— quiet. 

7)  You  may  want  to  use  review  books  of 
sample  tests  to: 

1.  Learn  the  exam  format  and  how  ques- 
tions are  phrased. 

2.  Help  you  identify  weak  areas. 

8)  Be  sure,  however,  to  recheck  your  answers 
with  another  source;  even  those  in  the 
review  book  tests.  Also,  it  is  not  advisable 
to  rely  solely  on  review  books  as  a study 
guide. 

9)  Sleep  well  the  night  before  the  test.  No 
last-minute  studying! 

10)  Try  to  relax  both  before  and  during  the 
examination. 

Multiple-Choice  Tests 

1)  Read  (and  re-read  after  the  exam  starts) 
instructions  carefully.  Misunderstood  in- 
structions are  the  greatest  cause  of  error 
on  these  tests. 

2)  Progress  through  the  test  at  a steady, 


rapid  pace.  If  a question  stumps  you, 
mark  it  and  return  later. 

3)  When  done,  review  your  answers,  and 
the  mechanics  of  your  test.  Especially 
note  those  that  you  marked  as  puzzling. 

4)  If  a question  is  particularly  tough,  stay 
with  your  initial  answer  as  it  is  usually 
the  most  accurate. 


Oral  Examinations 

Preparation 

1 ) Know  well  your  therapeutic  philosophy 
for  all  sorts  of  possible  complications. 
If  it  differs  from  that  of  major  authorities, 
know  who  they  are  and  why  it  differs. 
Overall,  show  your  examiners  you  are 
aware  of  what’s  going  on,  and  can  docu- 
ment what  you  believe. 

2)  Have  your  material  challenged  by  au- 
thoritative colleagues.  In  controversial 
areas,  become  an  expert. 

3)  Review  all  your  cases  in  detail.  Later, 
use  this  information  to  better  picture  pa- 
tients to  your  examiners. 

4)  Take  a review  course  and  attend  as  many 
meetings,  seminars,  etc.  as  you  can  the 
year  before  the  exam. 

5)  Practice  answering  questions  out  loud. 


Delivery 


1)  Take  a moment  to  collect  your  thoughts 
before  you  speak. 

2)  Be  cool,  be  confident — but  not  arrogant 
— of  what  you  know. 

3)  Don’t  be  afraid  to  say,  “I  don’t  know.” 
One  suggestion  for  action  when  drawing 
a blank  is  to  explain  how  you  would  go 
about  getting  the  information  the  exami- 
ner requested. 

4)  Don’t  try  to  second-guess  the  examiner, 
or  volunteer  too  much  information.  Tell 
him  how  you  would  handle  the  patient  in 
question,  sticking  to  the  limits  of  the 
question. 


5)  Don't  go  into  the  exam  on  the  defensive, 
feeling  that  “they”  are  out  to  flunk  you. 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d,  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 
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Sometimes  Your  Worst  Enemies 
Are  Right  At  Home 

Everybody  criticizes  organized  medicine.  News- 
paper columnists  refer  to  the  AMA  as  one  of  the 
most  powerful  unions,  and  many  less  informed 
people  believe  that  medicine  has  an  inside  track 
to  high  places  in  government.  The  average  phy- 
sician, on  the  other  hand,  believes  that  the  bottom 
figure  on  the  totem  pole  carries  the  stetho- 
scope. He  also  feels  that  his  state  and  national 
organizations  care  little  for  his  problems  and 
and  are  totally  impotent  in  helping  him. 

The  truth  actually  lies  somewhere  in  between. 
Medicine  faces  many  bitter  antagonists  who  are 
ready  to  oppose  any  AMA  position.  By  trial  and 
error  organized  medicine  has  learned  a great  deal 
about  how  democratic  government  works.  Al- 
though medicine  truly  has  no  hotline  to  high 
places,  it  does  have  some  very  experienced  and 
capable  members  and  employees  who  have 
learned  to  know  legislatures  and  legislators. 
These  persons,  having  established  themselves  as 
honest  and  hardworking,  are  often  able  to  present 
medicine’s  point  of  view  effectively  to  law  making 
bodies.  By  applying  time  tested  methods  of  ra- 
tionality and  compromise,  their  efforts  have  been 
responsible  for  much  good  medical  legislation  and 
have  prevented  the  passage  of  many  measures 
that  would  have  been  seriously  detrimental  to  the 
nation’s  health. 

With  this  preamble  it  is  in  order  to  recount  a 
story.  Recently  a bill  was  introduced  into  the 
Pennsylvania  Legislature  which  would  have  ex- 
panded the  scope  of  the  practice  of  optometry  in 
the  Commonwealth.  It  would  have  given  optome- 
trists the  right  to  use  local  anesthetics, 
cycloplegics,  and  mydriatrics  under  certain  cir- 
cumstances. As  it  happened  this  was  strongly  sup- 
ported by  some  legislators  who  had  been  general- 
ly friendly  to  the  interests  of  the  Pennsylvania 
Medical  Society.  Through  its  regular  channels  the 


George  A.  Rowland,  M.D.,  Millville.  Pa. — Dr.  Rowland 
is  a member  of  the  State  Society  Board  of  Trustees, 
chairman  of  its  Finance  Committee,  and  a PMS  delegate 
to  the  AMA.  He  is  active  also  in  the  American 
Academy  of  Family  Physicians. 


Society  was  alerted  to  the  new  bill.  The  un- 
desirable features  were  recognized,  and  arrange- 
ments were  made  to  watch  its  progress  and  take 
appropriate  actions  as  might  become  necessary. 

Unfortunately,  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology  also  became 
aware  of  the  bill  about  this  time.  Enraged  that 
such  a measure  could  even  have  been  introduced, 
its  leaders  demanded  that  all-out  action  be  taken 
to  prevent  its  passage.  Telephone  calls  and  corre- 
spondence with  PMS  officers  were  vitriolic  as  the 
society  was  urged  to  set  aside  all  other  priorities 
and  fight  this  bill  in  every  possible  way.  This  ex- 
treme agitation  was  even  carried  to  the  floor  of  the 
Society’s  House  of  Delegates.  Vehemence  and  in- 
vective convinced  the  delegates  that  this  matter 
deserved  the  support  of  all  physicians.  The  resul- 
tant action  directed  the  Board  and  legislative  rep- 
resentatives on  this  issue  to  maintain  a stone  wall 
type  of  defense  with  no  compromise. 

A misconception  often  held  by  people  who  are 
unfamiliar  with  the  democratic  process  is  that  any 
purpose  can  be  gained  by  those  who  are  suf- 
ficiently determined  simply  by  talking  loudly  and 
applying  power.  Such  an  approach  works  in  mili- 
tary situations  if  the  forces  necessary  are  avail- 
able. It  is  not  appropriate  where  votes  are 
required  to  attain  a given  end.  Votes  can  be  gar- 
nered from  generally  uninterested  assemblymen 
only  by  promising  something  in  return.  Strongly 
worded  statements  and  personal  attacks  more 
often  lead  to  antagonism  than  to  cooperation. 

A legislator  is  influenced  by  measures  which 
have  strong  popular  support  since  these  will  have 
an  influence  on  whether  he  is  returned  to  office  at 
the  next  election.  In  this  case,  the  ophthalmolo- 
gists, almost  entirely  centered  in  the  large  cities 
of  our  state,  were  in  a poor  situation  to  get  pop- 
ular support  since  most  of  the  people  of  the 
Commonwealth  receive  their  visual  care  from 
optometrists.  The  battle  plan  forced  upon  the 
Pennsylvania  Medical  Society  was  to  demand  a 
rather  unpopular  action  from  the  General  As- 
sembly with  no  leverage,  neither  a carrot  nor  a 
stick  to  attract  the  necessary  votes. 

There  persists  a feeling  among  many  physicians 
that  some  features  of  this  bill  could  have  been  ac- 
cepted. The  bill’s  supporters  certainly  expected  to 
consider  compromises,  but  there  was  now  no 
choice  as  to  procedure.  Members  of  the  legisla- 
ture were  surprised  by  our  unyielding  position. 

Reprinted  from  Pennsylvania  Medicine,  July.  1974 
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The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 
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Typhoid  Fever  in  Medical  History 

JOHN  B.  THOMISON,  M.D. 

This  is  the  first  in  a series  of  articles  on  the  study  of  typhoid  fever  and  its  relationship  to  the 
conquest  of  disease. 


Study  of  the  history  of  medicine  will  show 
that  although  one  after  another  the  major  scourges 
of  past  generations  have  yielded  to  man’s  in- 
genuity, the  causative  organisms  of  many  of  these 
diseases  have  proved  to  be  remarkably  hardy,  and 
it  is  their  nature  to  reappear  with  renewed  vigor, 
often  after  decades  of  quiescence.  In  this  cate- 
gory one  quickly  calls  to  mind  such  diseases  as 
malaria,  syphilis,  cholera,  plague,  and  typhoid 
fever,  whose  causative  organism  has  recently  de- 
veloped in  Mexico  a drug  resistant  strain,  and 
shows  signs  of  again  becoming  a major  problem. 

In  this  paper  we  shall  consider  typhoid  fever 
not  from  the  point  of  view  of  the  clinician  or 
pathologist,  but  from  that  of  the  medical  his- 
torian, as  an  elegant  example  of  how  succeeding 
generations  built  on  the  knowledge  gained  by 
their  predecessors,  culminating  virtually  in  the 
complete  conquest  of  an  endemic  and  epidemic 
diseases  almost  without  peer  as  cause  of  death 
and  economic  loss.  Though  other  diseases,  par- 
ticularly plague  and  cholera,  have  manifested 
themselves  in  a more  spectacular  fashion,  they 
have  come  and  gone  periodically,  while  typhoid 
fever  has  taken  its  tremendous  toll  year-in  and 
year-out.  We  shall  see  in  our  study  the  emergence 
of  a number  of  major  medical  concepts,  such 
as  infection  and  contagion,  preventive  medicine, 
conferred  immunity,  and  the  carrier  state.  Perhaps 
the  most  urgent  lesson  we  need  to  learn  is  that 
only  civilization  stands  between  us  and  a resur- 
gence of  typhoid  fever. 

Early  History 

All  people  who  are  involved  in  classifying 
things,  diseases  or  otherwise,  are  divided  into 

From  the  Departments  of  Pathology,  Vanderbilt  Med- 
ical School  and  Park  View  Hospital,  Nashville,  Tenn. 


lumpers  and  splitters.  We  tend  to  start  out  as 
lumpers,  and  as  we  become  more  sophisticated, 
subclassifications  begin  to  develop.  As  we  learn 
even  more,  we  sometimes  find  that  relumping  is 
to  some  extent  in  order.  The  history  of  typhoid 
fever  began  only  about  150  years  ago,  typhoid 
having  been  lumped  prior  to  that  time  into  the 
continued  fevers,  and  even  earlier,  into  the  enteric 
fevers. 

The  early  history  of  typhoid  fever  is  lost  in 
a confusion  of  acute  febrile  enteric  disorders,  in- 
cluding sepsis,  malaria,  tuberculosis,  trichiniasis, 
and  especially  typhus,  all  of  which  were  rampant 
throughout  the  ancient  world.  Egypt,  where  the 
annual  flooding  of  the  Nile  left  behind  deposits 
of  filth  covered  by  swams  of  flies,  must  certainly 
have  known  epidemics  of  typhoid  fever. 

The  word  “typhoid”  means  “like  typhus,”  the 
disease  with  which  it  was  most  often  confused. 
The  word  “typhus”  is  the  transliteration  of  the 
Greek  word  Ti <£o?,  which  originally  meant  a cave, 
and  which  came  to  mean  cloudy  or  hazy,  a term 
descriptive  of  the  changes  in  the  sensorium  of 
individuals  with  the  enteric  (“continuing”)  fevers 
of  which  Hippocrates  and  Galen  wrote.  Un- 
doubtedly, many  of  these  cases  were  typhoid 
fever,  certain  of  their  statements  being  applicable 
to  no  other  disease. 

The  concepts  of  contagion  and  infection  were 
poorly  understood,  or  were  not  considered  at  all 
during  this  period.  Though  the  Greek  physicians 
had  a well-developed  concept  of  the  natural  causes 
of  disease,  and  even  to  a degree  the  transmis- 
sibility  of  some  diseases,  the  natural  causes  more 
often  than  not  tended  to  be  thought  of  as  miasms, 
emanations  from  the  earth,  or  the  evil  genius  of 
a particular  locality.  The  terms  “infectious”  and 
“contagious”  were  used  more  or  less  inter- 
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changeably  to  mean  transmissible,  since  there 
could  be  no  true  concept  of  infection  prior  to 
the  advent  of  modern  bacteriology  in  1880. 

The  classification  of  disease  along  any  other 
than  the  most  rudimentary  lines  depends  upon 
clinico-pathologic  correlation,  which  in  turn  de- 
pends upon  the  study  of  anatomical  lesions.  Al- 
though anatomical  dissection  was  carried  out  by 
the  Greeks,  it  was  done  primarily  in  animals, 
and  most  often  for  the  purpose  of  augury.  The 
earliest  human  dissection  was  performed  for  the 
study  of  anatomy,  and  although  abnormalities 
were  sometimes  noted,  clinico-pathologic  correla- 
tion was  seldom  carried  out. 


Adrian  van  den  Spieghel  (Spighelius),  the  first  to  make 
the  clinco-pathologieal  correlation  of  typhoid  fever  with 
gangrenous  lesions  of  Peyer’s  patches. 


The  first  clinical  case  of  typhoid  fever  as  such 
was  reported  in  1624  by  Spighelius,*  who  de- 
scribed the  clinical  manifestations,  and  followed 


* Adrian  van  den  Spieghel,  a Brussels  anatomist,  who 
taught  at  Padua  and  who  was  also  an  accomplished 
surgeon. 


Thomas  Willrs,  the  first  to  attempt  the  separation  of 
typhoid  fever  and  typhus. 


the  patient  to  autopsy,  where  he  described  the 
gangerenous  lesions  of  the  Peyer’s  patches.  Five 
years  later,  the  great  English  physician  Thomas 
Willis,  of  London,  made  the  first  attempt  to 
separate  typhoid  fever  ( febris  putrida ) from 
typhus  ( febris  pestilens ).  He  noted  that  the 
latter  was  much  more  contagious,  that  the  rash 
was  much  more  widespread  and  hemorrhagic, 
and  that  whereas  in  typhus  the  fever  abated  sud- 
denly, by  crisis,  in  typhoid  it  dissipated  gradually 
over  a period  of  a week  or  two.  In  1684  he 
published  a book,  “Practice  of  Physick,”  in  which 
he  described  both  fevers  in  detail,  with  differential 
features,  adding  that  only  in  the  lesser  disease 
(typhoid)  were  intestinal  ulcers  and  enlarged 
mesenteric  lymph  nodes  found  at  autopsy.  Boglivi 
in  1696  described  what  he  referred  to  a febris 
mesenterica,  which  is  recognizable  as  typhoid 
fever,  and  which  he  distinguished  from  typhus. 

The  Nineteenth  Century 

The  above  space  represents  a hiatus  of  over 
100  years,  during  which  time  we  find  nothing  in 
the  literature  about  typhoid  fever,  so  that  in  the 
early  part  of  the  19th  century  it  became  neces- 
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sary  to  “reinvent  the  wheel”  so  to  speak,  as  far 
as  typhoid  is  concerned.  What  we  find  is  an 
awakened  interest  in  the  disease  on  the  European 
continent,  beginning  with  the  work  of  Hildebrand 
in  Germany,  who  in  1810  distinguished  between 
a severe  contagious  form  of  the  disease  (typhus), 
and  a less  severe  “nervous  fever”  (typhoid).  The 
situation  was  complicated  in  France  in  that 
though  typhoid  was  rampant,  typhus  did  not  exist, 
and  typhoid  was  assumed  to  be  the  same  as 
English  jail  fever,  also  referred  to  as  ship  fever, 
petechial  fever,  or  spotted  fever,  which  was  of 
course  typhus.  This  also  produced  problems  in 
England,  where  typhus  had  always  been  predomi- 
nant. Physicians  there  could  not  understand  why 
postmortem  examination  in  these  cases  only  oc- 
casionally disclosed  the  lesions  described  in  such 
detail  by  the  French  physicians. 

Typhoid  “Unlumped” 

The  story  of  the  proper  definition  of  typhoid 
fever  begins  in  France,  and  although  Prost  as 


Pierre  Bretonneau,  the  first  to  make  a clear  clinco- 
pathological  correlation  of  typhoid.  He  also  advanced 
the  notion  of  its  contagiousness,  and  of  its  conferred 
immunity. 


early  as  1804  had  demonstrated  by  the  study  of 
200  autopsied  cases  that  typhoid  fever  was  con- 
stantly associated  with  definite  intestinal  lesions, 
the  name  which  stands  out  in  this  particular  part 
of  our  story  is  that  of  Pierre  Bretonneau,  a 
physician  of  Tours,  who  demonstrated  that  the 
lesion  was  not  primary  in  the  mucous  membrane 
of  the  intestine,  but  in  the  lymphatics.  He  is 
probably  the  first  to  have  made  a clear  clinco- 
pathologic  correlation  of  the  disease,  allowing  his 
students  to  clearly  distinguish  this  form  of  enter- 
itis from  all  others. 

We  must  pause  here  to  learn  another  lesson 
from  history.  Bretonneau  was  a perfectionist,  and 
although  he  had  made  his  observations  as  early  as 
1813,  he  refused  to  publish  them  because  he  felt 
that  he  had  not  yet  completely  worked  out  the 
pathogenesis  of  the  disease,  and  it  remained  for 
one  of  his  students,  M.  Trousseau,  to  bring  his 
work  to  public  view. 

In  1826,  Trousseau  published  a paper  concern- 
ing a disease  which  Bretonneau  had  named 
dothinenteritis.  In  the  introduction  he  says,  “In 
waiting  for  this  distinguished  practitioner  to  give 
the  final  touches  to  his  work,  1 wish  to  give  a 
sketch  of  his  labors  in  order  to  call  the  attention 
of  physicians  to  a disease  extremely  frequent,  but 
badly  studied  until  the  present,  and  also  to  assure 
Dr.  Bretonneau  the  possession  of  his  discovery, 
which  they  have  already  wished  to  take  from 
him.  . . . 

“If  dothinenteritis  were  a disease  well  known, 
if  it  only  showed  itself  but  once  and  then  would 
not  appear  except  at  certain  periods,  or  in  distant 
ages,  or  in  very  few  individuals,  the  work  of 
Bretonneau  would,  without  doubt,  not  be  of  very 
great  interest;  but  if  one  visualizes  that  this  dis- 
ease is  just  as  common  and  no  less  murderous 
than  smallpox,  measles,  and  scarlet  fever,  that  few 
people  go  to  the  end  of  their  life  without  having 
experienced  its  attacks,  that  it  enjoys,  as  well  as 
the  cutaneous  inflammation  which  I am  going  to 
describe,  that  it  is  nothing  less  than  the  putrid 
fever;  ...  if  one  recalls  that  dothinenteritis 
rages  constantly  in  Paris  and  in  all  of  the  large 
cities  where  the  contagious  diseases,  especially 
those  which  do  not  affect  the  same  individual 
but  once,  find  always  fresh  bodies  for  their  at- 
tacks, one  will  conceive  of  the  importance  it  is 
for  the  practitioner  to  know  the  symptoms,  course, 
duration  and  treatment  of  this  disease,  and  dis- 
tinguish it  with  care  from  others  which  attack 
the  digestive  tract.”  There  then  follows  a very 
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careful  day-by-day  catalog  of  the  changes  occur- 
ring in  the  intestinal  tract.  He  also  calls  attention 
to  the  specific  location  of  the  lesions  within  the 
lymphoid  tissue  of  the  terminal  ileum,  cecum,  and 
upper  colon,  recognizing  that  perforations,  when 
they  occur,  do  so  through  the  center  of  a 
lymphoid  accumulation. 

Trousseau  closes  his  account  with  the  follow- 
ing tribute  to  Bretonneau:  “Without  doubt  it 

would  have  been  better  to  have  let  M.  Bretonneau 
himself  publish  his  ideas  on  dothinenteritis;  this 
physician  has  traced  with  more  clearness  the 
picture  of  the  changes  which  follow  this  impor- 
tant disease.  But  it  is  important,  both  for  the 
glory  of  my  master,  and  for  science,  to  present 
a glimpse  of  the  important  work  to  which  he  has 
placed  his  hand.  This  conscientious  practitioner, 
who  believes  it  would  be  false  to  the  principles  of 
his  profession  if  he  would  establish  a law  which 
was  not  for  him.  the  expression  of  the  entire 
truth,  carries  on  each  day  new  researches,  adds 
to  them,  compares  them,  and  enriches  them  with 
new  facts  and  waits  before  submitting  his  work 
to  the  judgment  of  the  public,  until  he  himself 
judges  it  worthy  of  being  presented.” 

Since  he  had  never  seen  a case  of  typhus, 
Bretonneau  considered  the  typhoid  in  France  to 
be  identical  with  the  typhus  found  in  England. 
He  thought  the  disease  to  be  due  to  a poison, 
though  he  considered  it  to  be  transmissible,  and 
called  attention  to  the  permanent  immunity  which 
it  conferred.  He  established  that  there  was  no 
correlation  between  the  severity  of  the  clinical 
disease  and  the  lesions  within  the  intestinal  tract. 
Since  others,  particularly  Chomel  and  his  pupil 
Louis,  were  working  along  these  same  lines  in 
Paris,  it  is  unlikely  that  progress  would  have 
been  significantly  impeded  without  Bretonneau’s 
observations,  but  it  would  have  been  unfortunate 
for  the  work  of  this  brilliant  observer  to  have 
gone  unnoted.  The  lesson  to  be  learned  is  that 
significant  observations  should  be  promptly  com- 
municated, though  the  distinction  should  be  made 
between  this  and  the  precipitate  publication  of 
hastily  derived  data  and  poorly  conceived 
theories. 

Two  other  and  probably  even  more  significant 
contributions  were  made  by  Bretonneau.  Al- 
though there  were  indications  of  contagiousness 
from  rural  outbreaks  of  typhoid  fever,  it  was 
generally  held  by  urban  physicians  that  the  disease 
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was  not  transmissable.  In  an  address  before 
l’Academie  royale  de  Medecine  in  1829,  Breton- 
neau attacked  this  notion,  opening  with  the 
statement  “Typhoid  fever  is  contagious.  It  is  con- 
tagious in  Paris,  and  nowhere  is  it  more  often 
contagious.  Often  imported  into  a village,  one 
sees  it  spread  from  the  patient  to  some  of  the 
attendants.  It  then  spreads  from  the  affected 
family  to  another,  and  one  generally  observes 
that  it  is  not  to  the  nearest  family  but  to  those 
whose  contacts  have  been  most  intimate  and  fre- 
quent.” His  paper  ably  answered  contrary  argu- 
ments by  the  use  of  unassailable  case  reports. 

Bretonneau’s  third  contribution  was  his  in- 
sistence that  an  attack  of  typhoid  fever  produced 
permanent  immunity  from  subsequent  attacks, 
writing  “that  it  enjoys  the  singular  character  of 
affecting  an  individual  only  once  during  his 
life.” 

We  must  now  turn  for  a moment  to  the 
American  continent,  to  an  unfortunately  little 
noted  work  by  Nathan  Smith,  Professor  of 
Surgery  and  Theory  and  Practice  of  Physick  at 
Yale.  This  study,  published  in  1824,  though 
entitled  A Practical  Essay  on  Typhous  Fever, 
(“Typhous” — or  typhoid — as  opposed  to  “ty- 
phus”) is  of  importance  because  it  is  the  earliest 
account  of  typhoid  fever  in  America,  and  because 
Smith  preceded  Bretonneau  in  recognizing  the 
contagious  nature  of  the  disease,  clearly  estab- 
lishing its  transmissability  by  water.  He  wrote 
that  “during  the  first  twenty-five  years  since  I first 
attended  patients  in  this  disease,  and  in  that  time 
I have  visited  many  hundreds  and  have  witnessed 
its  prevalence  several  times  in  the  same  village, 
I have  never  known  or  heard  of  its  recurrence  in 
the  same  person.  . . . That  the  typhus  fever 
(typhoid  fever)  is  contagious  is  a fact  so  evident 
to  those  who  have  seen  much  of  the  disease  and 
who  have  paid  attention  to  the  subject  that  I 
should  have  spared  myself  the  trouble  of  saying 
anything  with  regard  to  it,  did  I not  know  that 
there  are  some  physicians  in  this  country  who 
still  dispute  the  point;  one  which  I think  can  be 
as  fully  demonstrated  as  that  the  measles,  small- 
pox and  other  diseases  universally  allowed  to  be 
contagious,  are  so.”  His  assertions  are  docu- 
mented by  unassailable  clinical  evidence. 

Returning  to  France,  we  must  now  consider 
the  great  physician  and  teacher,  Pierre  Louis, 
who  was  a close  friend  of  Bretonneau,  and  who  in 
1825  had  done  the  definitive  work  on  tuberculosis, 
introducing  the  statistical  method  in  the  study  of 
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Pierre  Louis,  father  of  the  statistical  method,  who 
introduced  the  term  “typhoid  fever.” 


disease.  In  1829  he  published  his  second  work, 
the  report  of  his  studies  on  the  anatomic  pathology 
and  therapy  of  various  forms  of  gastroenteritis, 
including  the  putrid  fevers.  In  it  he  introduced 
the  term  “typhoid  fever,”  which  he  clearly  sep- 
arated from  the  other  enteric  fevers.  While  others 
had  prepared  the  way,  Louis  must  receive  the 
credit  for  the  first  complete  analysis  of  the  disease. 
He  frankly  admitted  that  the  cause  of  typhoid 
remained  unknown. 

Applying  his  statistical  methods  to  typhoid 
fever,  Louis  wrote,  “I  collected,  from  1822  to 
1827,  ...  138  observations  of  typhoid  fever, 
of  which  50  pertained  to  individuals  who  died. 
I have  analyzed  them  all  in  order  to  find  out 
which  among  the  numerous  lesions  were  proper 
to  the  typhoid  affection,  and  I have  compared 
them  to  alterations  found  as  a consequence  of 
other  acute  disorders  in  83  subjects,  whose  his- 
tories I had  also  collected.  In  brief,  I analyzed 
the  visceral  alterations  in  133  subjects  and  the 
symptoms  in  nearly  900.  I have  discarded  from 
the  material  the  facts  which  seem  to  lack  exact- 
ness, and  when  I drew  my  conclusions  from  the 
rest  I had  ever  in  mind  this  thought  of  the  author 
of  Emile:  ‘I  know  that  truth  lies  in  things  and 


not  in  the  mind  which  judges  them,  and  the  less 
of  myself  I put  into  the  conclusions  which  I draw 
the  more  certain  I am  of  approaching  the  truth.’  ” 
Louis’  statistics  confirmed  the  impression  current 
at  the  time  that  most  of  the  cases  occurred  in 
young  people  who  recently  came  to  Paris.  He 
made  no  comment  on  the  question  of  contagion, 
but  showed  that  typhoid  fever  was  a much  more 
severe  disease  than  it  subsequently  became,  with 
a general  mortality  rate  of  nearly  30%. 

We  tend  sometimes  to  forget  how  recent  are 
the  beginnings  of  modern  medicine,  and  how  long 
the  mystic  traditions  of  the  ancients  influenced 
medicine.  Louis  was  one  of  the  first  to  deliber- 
ately break  with  these  traditions.  He  wrote:  “It 
is  not  inappropriate  to  remark  at  this  point  that 
one  cannot  depend  upon  the  authority  of  the  an- 
cients in  questions  relative  to  the  seats  of  disease, 
since  these  questions  can  be  cleared  up  only  by 
comparison  of  symptoms  with  lesions,  and  the 
ancients  were  ignorant  of  pathological  anatomy. 
Neither  is  it  true,  as  is  often  said,  that  facts  do 
not  grow  old.  Without  doubt  some  well-observed 
facts  do  not  grow  old  and  cannot  grow  old,  but 
the  immense  majority  have  grown  old  and  those 
which  we  gather  today  will  grow  old  in  their  turn. 
For  they  carry  more  or  less  the  imprint  of  time,  of 
its  methods,  more  exact  than  those  of  previous 
periods  and  less  rigorous  than  those  which  will 
follow  us.  It  behooves  those  who  devote  them- 
selves to  observation  to  be  impressed  by  this  truth 
and  to  realize  that  the  best  work  is  only  good  in 
relation  to  its  time  and  that  it  awaits  another 
more  exact  and  more  complete.”  This  inciden- 
tally is  another  very  important  lesson  to  be 
learned  from  our  study  of  history. 

Although  Louis  himself,  being  largely  ignorant 
of  typhus,  did  not  distinguish  between  it  and 
typhoid  fever,  he  greatly  influenced  three  Ameri- 
cans who  at  that  time  were  studying  in  Paris: 
Oliver  Wendell  Holmes,  George  Shattuck,  and 
William  W.  Gerhard.  To  Gerhard,  in  Philadel- 
phia, in  1837,  goes  the  credit  for  finally  and 
completely  separating  the  two  diseases,  on  the 
basis  of  his  experience  in  England,  France,  and 
Philadelphia.  Again  we  must  keep  in  mind  that 
the  groundwork  had  been  laid  previously,  par- 
ticularly by  Hildebrand,  and  even  as  far  back  as 
1782  by  John  Huxham  of  London,  who  was  one 
of  the  first  to  differentiate  the  two  diseases,  under 
the  names  of  “slow  nervous  fever”  and  “putrid 
malignant  fever,”  which  were  typhus  and  ty- 
phoid fevers.  His  accounts,  however,  were  largely 
unintelligible  and  contained  nothing  definitive.  In 
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1836,  Lombard,  of  Geneva,  described  both  ty- 
phoid and  typhus  in  England,  noting  that  typhoid 
in  England  was  the  same  as  that  disease  in 
France.  In  a letter  to  a Dublin  physician,  he 
writes  “You  have  two  different  fevers,  one  highly 
contagious,  which  I may  call  the  Irish  typhus, 
and  in  which  the  cephalic  symptoms  predominate, 
to  the  exclusion  of  abdominal  alterations;  the 
other  which  is  sporadic,  and  most  likely  not  so 
infectious,  and  in  which  the  abdominal  symptoms 
are  more  prominent.  . . 


William  W.  Gerhard,  to  whom  goes  credit  for  finally 
separating  typhoid  fever  and  typhus. 

In  the  spring  and  summer  of  1836,  during  a 
typhus  epidemic  in  Philadelphia,  Gerhard  amassed 
a series  of  cases  of  typhus  and  typhoid  in  the 
Pennsylvania  Elospital  which  gave  him  the  oppor- 
tunity to  compare  the  two  diseases.  He  wrote 
“The  anatomical  lesions  were  as  different  as  the 
pustules  of  smallpox  are  unlike  the  eruptions  of 
measles.  . . . When  the  disease  is  completely 
formed,  the  characters  on  which  the  distinctions 
between  the  two  forms  of  fever  rest  are:  1.  the 

suffusion  of  the  eyes  which  occurs  in  every  case 
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George  Shattuck,  who  in  Boston  and  England  con- 
firmed the  work  of  Gerhard. 

George  Shattuck  of  Boston  studied  both  dis- 
eases in  England  and  France,  and  found  both  to 
be  present  in  London,  confirming  the  work  of 
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or  nearly  every  case  of  typhus  fever,  with  the 
dusky,  red  aspect  of  countenance;  2.  the  extreme 
stupor  and  inactivity  of  the  mind  even  when 
positive  delirium  does  not  exist.  3.  We  also 
observed  in  typhus  no  constant  abdominal  symp- 
toms. ...  4.  If  to  these  symptoms  be  added  a 
peculiar  eruption  of  petechiae,  which  are  scarcely 
ever  absent  in  whites,  there  remains  hardly  a pos- 
sibility of  error.  In  typhoid  fever  we  consider  as 
distinctive  characters  the  prostration,  the  som- 
nolence, the  slow  development  of  nervous  symp- 
toms, which  are  not  so  strongly  marked  as  in 
typhus.  The  abdominal  symptoms  are  tympanites, 
pain  in  the  abdomen  and  diarrhea.  The  sibilant 
rhoncus  is  heard  in  the  chest;  and  lastly  there  is 
an  eruption  of  rose  colored  papulae  and  sudamina 
upon  the  skin.”  His  conclusions  were:  1.  that 

typhus  in  Philadelphia  was  the  same  as  typhus, 
or  jail  fever  in  England,  and  was  very  contagious; 
and  2,  that  the  enteric  fever  of  France  and 
England  (typhoid  fever)  was  another  disease. 


William  Jenner,  physician  to  Victoria  and  Albert,  who 
found  that  typhoid  and  typhus  did  not  occur  concur- 
rently, and  offered  no  cross  immunity. 


Why  Not  . . . 

(Continued  from  page  1003) 

times  in  one  of  the  Agency’s  21  training  centers 
located  over  the  State. 

The  Vocational  Rehabilitation  Agency  stands 
ready  to  assist  physicians  in  the  rehabilitation  of 
the  handicapped.  The  Agency  welcomes  referrals 
from  physicians — not  only  those  who  need  med- 
ical services  but  also  those  whose  need  is  for 
training  or  some  other  service  available  through 
the  rehabilitation  Agency. 

There  are  Field  Offices  located  in  Athens, 


Gerhard.  William  Jenner,  physician  to  Queen 
Victoria  and  Albert,  her  prince  consort,  studied 
cases  admitted  to  the  London  Fever  Hospital  from 
1849  to  1851  and  found  that  they  did  not  concur 
concurrently,  and  that  there  was  no  cross 
immunity. 

An  interesting  sidelight  to  this  is  that  Prince 
Albert  contracted  typhoid  fever  in  1861  while 
performing  his  last  public  service,  the  redrafting 
of  a state  paper  in  a manner  that  may  have 
averted  a war  between  Britain  and  the  United 
States,  following  the  removal  by  a United  States 
warship  of  two  Confederate  officials  from  a British 
ship.  In  spite  of  the  skillful  ministrations  of 
Jenner,  Albert  died,  following  which  Queen 
Victoria  suffered  an  emotional  collapse,  and  made 
no  public  appearance  for  three  years.  Finally, 
after  five  years,  Benjamin  Disraeli,  Lord  Beacons- 
field,  the  Prime  Minister,  persuaded  her  to  return 
to  public  life,  but  the  experience  affected  her  out- 
look, and  was  largely  responsible  for  the  stern, 
sedate  style  which  we  associate  with  the  Victorian 
period. 


This  study  of  Typhoid  Fever  and  Medical  History  will 
be  continued  in  a subsequent  issue  of  the  Journal. 


❖ 


Arlington,  Bolivar,  Chattanooga,  Clarksville, 
Cleveland,  Clinton,  Columbia,  Cookeville,  Dyers- 
burg,  Fayetteville,  Franklin,  Gallatin,  Greeneville, 
Harriman,  Hohenwald,  Jackson,  Johnson  City, 
Kingsport,  Knoxville,  Lawrenceburg,  McMinn- 
ville, Memphis,  Morristown,  Nashville,  Paris, 
Savannah,  Smyrna,  and  Winchester. 

To  make  a referral  or  to  secure  more  informa- 
tion, the  physician  need  only  contact  the  Voca- 
tional Rehabilitation  office  in  his  locality. 

The  Vocational  Counselors  are  most  anxious  to 
be  of  service  to  your  handicapped  patients.  Why 
not  give  them  a try? 


DECEMBER,  1974 


997 


The  False  Positive  Bone  Scan 

Radioisotope  scanning  of  the  bony  skeleton  with 
99MTc  tin  complexes  of  phosphorous  compounds 
(i.e. — 99MTc  polyphosphate,  99MTc  diphosphonate 
and  99MTc  pyrophosphate)  is  the  most  effective 
method  for  the  detection  of  cancer  in  bone.  Its 
effectiveness  stems  from  the  fact  that  a mere 
10  percent  increase  in  the  focal  deposition  of 
technetium  phosphorus  compounds  in  the  hydroxy 
apatite  crystal  of  bone  (believed  to  be  due  to  a 
10  percent  increase  in  osteoblastic  activity)  is 
adequate  to  produce  a positive  bone  scan.  By 
contrast,  at  least  a 50  percent  increase  in  focal 
bone  density  is  needed  before  an  abnormality  is 
appreciated  by  X-ray.  Because  of  this  great  dif- 
ference in  sensitivity,  bony  lesions  appear  sooner 
on  the  bone  scan  than  on  the  radiologic  skeletal 
survey.  Consequently,  most  of  the  more  sophis- 
ticated medical  school  hospitals  have  abandoned 
the  radiologic  skeletal  survey  for  the  early  detec- 
tion of  cancer  in  bone  and  are  now  using  the  bone 
scan  as  the  method  of  choice  in  the  early  detec- 
tion of  cancer  in  bone. 

As  with  any  test,  the  greater  the  sensitivity  of 
the  test  the  less  its  specificity.  The  bone  scan  is 
no  exception  to  this  generalization. 

Case  1:  This  71-year-old  female  presented  with  weight 
loss  and  abdominal  pain.  Her  chest  X-ray, 
IVP.  GI  series  and  SMA  12  were  all  within 
normal  limits.  The  bone  scan  (Fig.  1)  showed 
abnormal  isotope  localization  only  in  the 
region  of  the  left  mandible.  An  X-ray  of  this 


Fig.  1 


From  the  Department  of  Nuclear  Medicine,  Park  View 
Hospital,  Nashville,  Tenn.  37203. 
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area  (Fig.  2)  revealed  significant  degenerative 
change  in  the  left  temporal-mandibular  joint. 

Case  2:  1 his  54-year-old  female  presented  with  low 
back  pain.  An  SMA  12  revealed  a slightly 
elevated  serum  calcium  and  alkaline  phos- 
phatase. Chest  X-ray  and  GI  X-rays  were 
normal.  The  bone  scan  showed  abnormal 
isotope  localization  in  the  L-2  vertebra  and 
in  the  left  mandible  (Fig.  3).  X-rays  of  the 
left  mandible  (Fig.  4)  showed  a cyst,  thought 
to  represent  an  old  inflammatory  process. 


Fig.  2 (a)  Normal  right  temporal  mandibular  joint 
(left) 


(b)  Degenerative  left  temporal  mandibular  joint 
(right) 


Not  every  condition  that  produces  increased 
osteoblastic  activity  and  in  turn  causes  focal  de- 
position of  technetium  phosphorous  compounds  is 
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due  to  an  underlying  cancer.  While  cancer  is  the 
most  common  cause  of  increased  osteoblastic 
activity  and  positive  bone  scans,  fractures  due 
to  recent  trauma  or  due  to  marked  osteoporosis 
may  also  lead  to  a positive  bone  scan,  sometimes 
persisting  for  as  long  as  a year.  Degeneration  of 
a joint  (as  in  Case  1),  abscess  formation  (as  in 
Case  2),  arthritis,  bursuitis,  Paget’s  disease,  and 
acute  ligamentous  tears  may  all  produce  a positive 
bone  scan.  An  X-ray  of  the  area  often  will  reveal 
the  cause  of  the  positive  bone  scan  and  will  rule 
out  cancer.  In  those  cases  where  the  spot  X-ray 
of  the  lesion  detected  by  the  positive  bone  scan 


Fig.  4 


does  not  rule  out  cancer,  then  clinical  judgment 
based  on  the  history,  physical  examination,  serum 
calcium  and  alkaline  phosphatase,  and  the  pres- 
ence of  multiple  lesions  rather  than  a single  lesion 
usually  will  lead  to  a rational  course  of  action 
without  biopsy.  On  rare  occasions,  only  a bone 
biopsy  will  settle  the  issue. 

Robert  L.  Bell,  M.D. 

Director 
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Nitroprusside 

Sodium  nitroprusside  (Nipride,®  Roche  Lab- 
oratories) has  been  released  for  use  in  effecting 
the  immediate  reduction  of  blood  pressure  of 
patients  in  hypertensive  crisis.  It  is  a highly 
potent  and  effective  drug  for  use  in  the  hyper- 
tensive emergency. 

Sodium  nitroprusside  (sodium  nitroferricyanide 
dihydrate)  is  unrelated  to  other  hypotensive 
agents  currently  in  use.  The  active  moiety  is  the 
free  nitroprusside  radical  which  acts  upon  the 
smooth  muscle  of  blood  vessels  to  cause  vasodila- 
tation with  subsequent  blood  pressure  reduction 
and  venous  pooling.  The  compound  is  active 
only  when  administered  intravenously.  Onset  of 
action  is  very  rapid  following  administration,  and 
once  the  drug  is  stopped,  the  blood  pressure  re- 
turns to  control  levels  after  five  or  ten  minutes. 
Consequently,  the  drug  must  be  administered  by 
constant  intravenous  infusion.  No  medications 
have  been  demonstrated  to  block  the  action  of 
nitroprusside.  Most  other  antihypertensive  medi- 
cations potentiate  its  effect. 

Clinical  studies  have  demonstrated  sodium 
nitroprusside  to  be  effective  in  rapidly  lowering 
the  blood  pressure  of  patients  with  malignant 
hypertension  and  hypertensive  encephalopathy.  It 
has  been  effective  in  hypertensive  patients  with 
left  ventricular  failure,  aortic  dissection,  and 
intracerebral  hemorrhage.  Hypertension  of 
various  etiologies — essential,  renovascular, 
pheochyromocytoma,  and  primary  renal  disease 
— have  shown  good  response  to  this  agent. 
Frequently,  sodium  nitroprusside  has  lowered  the 
blood  pressure  when  other  medications  have 
failed  to  do  so.  The  dose  necessary  to  achieve 
blood  pressure  reduction  has  varied  from  25  to 
800  micrograms  per  minute.  Therapy  has  been 
maintained  as  long  as  14  days  with  only  rare 
instances  of  tolerance  or  tachyphylaxis. 

The  hemodynamic  effects  of  sodium  nitroprus- 
side administered  to  hypertensive  patients  without 
heart  failure  were  studied  by  Schlant,  et  al  and 
Bhatia  and  Frolich.  They  found  that  blood  pres- 
sure reduction  was  accompanied  by  a small  de- 
crease in  cardiac  index,  a somewhat  greater  in- 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital.  Nashville,  Tenn.  37232. 
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crease  in  heart  rate  and  a decrease  in  calculated 
systemic  resistance.  Left  ventricular  ejection  rate 
was  diminished,  possibly  secondary  to  reduced 
cardiac  filling.  Franciosa,  et  al  administered  low 
doses  of  nitroprusside  to  patients  with  acute 
myocardial  infarction  and  found  that  cardiac  out- 
put rose  in  patients  with  clinical  signs  of  left 
ventricular  failure.  Myocardial  oxygen  con- 
sumption as  reflected  by  the  product  of  heart  rate, 
mean  arterial  pressure  and  systolic  ejection  time 
was  reduced.  Similarly,  nitroprusside  adminis- 
tered to  patients  with  refractory  heart  failure  in 
doses  to  achieve  small  drops  in  mean  arterial 
pressure  increased  cardiac  output  with  concomi- 
tant decreases  in  left  ventricular  filling  pressure 
and  heart  rate.  These  studies  indicate  that  hypo- 
tension induced  by  nitroprusside  is  not  accom- 
panied by  cardiac  stimulation;  in  the  failing  heart, 
myocardial  performance  is  improved  while  myo- 
cardial oxygen  consumption  decreases.  Because 
of  these  properties  nitroprusside  is  a preferred 
agent  for  the  treatment  of  hypertension  compli- 
cated by  acute  left  ventricular  failure  or  myo- 
cardial infarction  and  for  acute  aortic  dissection 
in  hypertensive  patients.  It  is  contraindicated  for 
therapy  of  hypertension  secondary  to  increased 
cardiac  output,  such  as  arteriovenous  fistula. 

Nitroprusside  is  metabolized  to  cyanogen  (-CN) 
and  then  to  thiocyanate  (-SCN)  which  is  partially 
excreted  in  the  urine.  Thiocyanate  is  an  in- 
hibitor of  thyroidal  iodine  trapping  and  may  ac- 
cumulate in  patients  with  renal  insufficiency  or 
during  prolonged  administration  of  nitroprusside. 
One  case  of  reversible  hypothyroidism  secondary 
to  thiocyanate  accumulation  developed  in  a 
patient  with  renal  insufficiency  who  received  a 
prolonged  (21  day)  infusion.  Daily  thiocyanate 
blood  levels  should  be  measured  in  patients  with 
renal  impairment  and  in  patients  who  receive 
nitroprusside  for  longer  than  48  hours.  Therapy 
should  be  discontinued  if  thiocyanate  levels  rise 
above  10  mg/ 100  ml  of  blood. 

Other  side  effects  associated  with  the  adminis- 
tration of  sodium  nitroprusside  include  nausea, 
diaphoresis,  restlessness,  headache,  dizziness, 
palpitations,  retrosternal  discomfort  and  chest 
pain.  These  usually  occur  with  too  rapid  a de- 

( Continued  on  page  1002) 
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Infant  Diarrhea 

Clinical  Presentation:  This  four-month-old  NM  who 
had  been  suffering  with  diarrhea  for  one  week  became 
irritable  24  hours  prior  to  admission.  A mass  was  felt 
in  the  upper  abdomen.  Please  examine  Fig.  1 and  pick 
the  most  correct  diagnosis: 

1.  Intussusception  3.  Obstructing  neoplasm  of  colon 

2.  Volvulus  4.  Meconium  plug 


Discussion 

Note  that  following  retrograde  filling  of  the 
colon  by  barium,  there  is  obstruction  to  flow  in 
the  proximal  transverse  colon.  The  head  of  barium 
forms  a concave  defect  with  widening  of  the 
lumen  at  the  point  of  obstruction.  With  con- 
tinued hydrostatic  pressure  produced  by  the  flow 
of  barium,  a spiral  pattern  resembling  a bedspring 
coil  appears.  This  represents  barium  puddling 
between  the  compressed  lumen  of  the  head  and 
sleeve  of  a telescoped  segment  of  colon.  Note  that 
the  site  of  obstruction  shifts  proximally  toward 
the  ileocecal  valve  as  the  flow  of  barium  reduces 
the  intussusception.  When  barium  refluxed  into 
the  terminal  ileum,  reduction  of  the  intussuscep- 
tion was  complete.  A long  segment  of  terminal 
ileum  was  then  filled  in  search  of  an  ileoileal 
intussusception,  as  is  the  usual  procedure  to 
complete  the  examination. 

Intussusception  is  the  invagination  or  telescop- 
ing of  a segment  of  intestine  into  a contiguous 
distal  segment  and  is  thought  by  most  authors  to 
be  the  most  common  cause  of  acquired  intestinal 
obstruction  in  children.  The  bowel  almost  in- 
variably intussuscepts  at  or  near  the  ileocecal 
junction  and  is  either  ileocolic  or  ileoileocolic  in 
type.  Clinically  most  patients  are  well  nourished 
and  obese  infants  and  in  most  series  there  has 
been  a ratio  of  3:1  male  to  female.  Many 
etiologies  have  been  advanced  as  theoretical 
causes  of  intussusception:  polyps,  lympoid  hy- 

perplasia, appendiceal  impactions,  large  fecaliths, 
Meckel’s  Diverticulum,  and  tumor  such  as 
reticulum  cell  sarcoma,  lyphangiomas,  lipamos 
(note  that  most  of  these  tumors  are  primarily 
intramural  tumors).  In  most  cases,  however,  the 


From  the  University  of  Tennessee,  Center  for  the 
Health  Sciences,  Department  of  Radiology,  865  Jeffer- 
son, Memphis,  Tennessee  38163. 


etiology  cannot  be  definitely  established.  Most 
cases  then  are  idiopathic. 

Intussusception  should  be  suspected  when  the 
classical  signs  of  sudden  onset  of  paroxysmal 
pain,  vomiting  and  a palpable  abdominal  mass  are 
found.  Bloody  stools  are  a prominent  part  of 
the  picture  but  occur  late  in  the  course.  Diagnosis 
can  be  confirmed  by  barium  enema  and  in  un- 
complicated cases  (not  associated  with  gangrene 
of  the  intestine  or  peritonitis)  the  hydrostatic 
pressure  exerted  on  the  intussusception  by  the 
column  of  barium  may  actually  reduce  it  thus 
obviating  further  treatment.  One  note  of  caution: 
the  barium  enema  bag  should  never  be  elevated 
above  normal  levels  in  an  attempt  to  produce 
excessive  hydrostatic  pressure  to  reduce  an  in- 
tussusception that  will  not  reduce  with  the  bag 
at  the  normal  level.  This  maneuver  may  perforate 
the  bowel. 

If  physical  examination  suggests  perforation, 
gangrenous  or  necrotic  bowel  or  peritonitis,  a 
barium  colon  examination  should  not  be  done 
because  of  danger  of  perforation  of  the  colon  and 
spillage  of  barium  into  the  peritoneum,  which  can 
be  fatal. 

Our  case  demonstrates  (Fig.  1)  the  classical 


Fig.  1 
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Fig.  2 


* * 

Hypertension  . , . 

( Continued  from  page  1000) 

crease  in  the  blood  pressure  and  subside  when 
the  dose  of  nitroprusside  is  decreased. 

Patients  who  receive  nitroprusside  should  be 
treated  in  an  intensive  care  unit  where  blood 
pressure  can  be  monitored  frequently,  every  five 
or  ten  minutes.  The  drug  should  be  administered 
by  constant  infusion  pump.  Because  nitroprusside 
in  solution  is  light  sensitive  and  unstable,  the 
solution  must  be  protected  from  the  light  and 
changed  frequently.  Details  of  how  to  prepare 
and  administer  the  drug  are  outlined  in  the  pack- 
age insert.  If  long  term  antihypertensive  therapy 
is  anticipated,  then  oral  therapy  with  other  anti- 
hypertensive agents  should  be  initiated  as  early  as 
possible  and  the  dose  of  nitroprusside  reduced 
as  indicated. 

Summary:  Sodium  nitroprusside  is  an  effective 
agent  for  the  rapid  lowering  of  blood  pressure  in 
patients  in  hypertensive  crisis.  Its  hypotensive 
action  is  not  accompanied  by  cardiac  stimulation. 

It  is  ideal  for  the  therapy  of  hypertension  com- 
plicated by  acute  myocardial  infarction  or  acute 
left  ventricular  failure  and  for  acute  aortic  dis- 
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coiled  spring  appearance  located  at  mid-transverse 
colon  and  (Fig.  2)  shows  complete  reduction  with 
reflux  into  a long  segment  of  ileum.  The  bowel 
showed  no  twist  or  beaking  thus  excluding 
volvulus.  No  mass  lesion  was  present  so  the 
diagnosis  of  neoplasm  may  be  excluded  and  the 
patient  was  too  old  for  the  diagnosis  of  meconium 
plug  syndrome. 
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section  in  hypertensive  patients.  It  must  be  ad- 
ministered by  constant  intravenous  infusion — 
preferably  by  infusion  pump — in  an  intensive  care 
unit  where  blood  pressure  can  be  frequently 
monitored. 
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Why  Not  Give  Vocational 
Rehabilitation  a Try 

JAMES  C.  GARDNER,  M.D  * 


Vocational  Rehabilitation  is  a public  Agency, 
financed  by  State-Federal  funds,  whose  mission  is 
to  habilitate  or  rehabilitate  disabled  men  and 
women  into  productive  employment.  It  is  not  an 
Agency  for  the  treatment  of  acute  illnesses  or 
injuries  which  would  temporarily  prevent  a person 
from  doing  his  or  her  usual  daily  work. 

Eligibility  Requirements 

To  be  eligible  for  Vocational  Rehabilitation 
services  the  individual  must  have  a physical  or 
mental  disability;  the  disability  must  constitute  a 
handicap  to  employment;  and  there  must  be  a 
reasonable  expectation  that  the  provision  of 
services  will  benefit  the  individual  in  terms  of 
employability. 

In  order  to  establish  the  presence  of  a physical 
or  mental  disability,  a preliminary  evaluation  must 
be  done.  A general  medical  examination  is  re- 
quired in  all  cases  and  one  or  more  specialty 
examinations  are  required  in  many  cases. 

Further  evaluation  such  as  psychological,  edu- 
cational, vocational,  social,  etc.,  may  be  required 
in  order  to  determine  whether  there  is  a reason- 
able expectation  the  individual  can  benefit  from 
Vocational  Rehabilitation  services. 

Planning  With  the  Individual 

Once  it  has  been  determined  that  the  client  is 
eligible  for  services,  a vocational  objective  must 
be  developed  with  the  individual.  The  objective  is 
based  upon  data  secured  during  the  diagnostic 
study,  the  client’s  assets  and  liabilities,  the  client’s 
limitations  and  potential,  and  the  client's  desires 
in  terms  of  a vocation. 

After  an  objective  is  decided  upon,  the  client 
and  the  Vocational  Counselor  must  plan  together 
to  determine  the  services  that  are  needed  in  order 
to  reach  the  objective.  Each  rehabilitation  plan 
is  individualized  to  meet  the  needs  of  the  par- 
ticular client.  Services  may  range  from  corrective 
surgery  which  will  eliminate  the  disability,  to  care 
in  a comprehensive  rehabilitation  center,  to  col- 
lege training,  depending  upon  the  needs  and 
potential  of  the  individual. 

* Chairman,  Committee  on  Rehabilitation.  Tennessee 
Medical  Association. 


Services  Available 

The  Division  of  Vocational  Rehabilitation  has 
the  latitude  to  provide  any  or  all  of  the  following 
services  to  handicapped  individuals:  Diagnostic 
and  related  services;  counseling  and  guidance; 
physical  and  mental  restoration;  vocational  and 
other  training  services;  maintenance;  transporta- 
tion; interpreter  services  for  the  deaf;  reader 
services  for  the  blind;  placement  and  followup; 
post-employment  services;  occupational  licenses, 
tools,  and  equipment;  and  other  goods  and 
services  which  can  reasonably  be  expected  to 
benefit  the  individual  in  terms  of  employability. 

Physical  and  mental  restoration  services  include 
medical,  surgical  and  psychiatric  treatment;  Den- 
tistry; Nursing  service;  hospitalization;  convales- 
cent or  nursing  home  care;  drugs  and  supplies; 
prosthetic,  orthotic,  or  other  assistive  devices; 
eyeglasses  and  visual  services;  physical  and  occu- 
pational therapy;  speech  or  hearing  therapy; 
psychological  services;  and  other  medical  or 
medically  related  rehabilitation  services. 

Some  of  the  services  such  as  physical  and 
mental  restoration,  maintenance,  and  placement 
equipment  are  based  upon  the  economic  need  of 
the  individual.  Other  services  such  as  diagnostic, 
tuition  for  training,  counseling  and  guidance 
are  not  based  upon  the  individuals  economic  need. 

When  services  are  completed  the  Vocational 
Counselor  assists  the  client  in  becoming  suitably 
employed.  He  continues  to  make  periodic  follow- 
ups with  the  client  and  his  employer  to  be  sure 
that  the  employment  relationship  is  satisfactory 
to  all  concerned. 

Although  physical  restoration  is  only  one  phase 
of  the  Vocational  Rehabilitation  process,  it  is 
often  a very  important  phase.  Many  times  a 
vocational  handicap  can  be  eliminated  by  a med- 
ical or  surgical  treatment  service. 

In  other  situations  the  handicapped  individual 
may  need  training  in  personal  readjustment  which 
is  extremely  important  in  a previously  healthy 
young  person,  now  confined  to  a wheel  chair. 
Such  adjustment  services  are  provided  by  the 
Vocational  Rehabilitation  Agency,  sometimes  in 
a Comprehensive  rehabilitation  center  and  some- 

(Continded  on  page  997) 
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Rights  of  Patients/Residents  in 
Mental  Health  Facilities 

The  United  States  Constitution  was  written  in 
an  effort  to  limit  governmental  infringement  on 
individual  rights.  The  First  Amendment  of  the 
United  States  Constitution  forbids  any  encroach- 
ment in  the  right  of  the  exercise  of  religion, 
speech,  assembly,  or  petition,  while  Amendment 
Fourteen  states  that  no  person  may  be  deprived 
of  life,  liberty  or  property  without  due  process 
of  law. 

How  does  this  affect  a patient/resident  in  one 
of  Tennessee’s  mental  health  facilities,  whether 
admitted  voluntarily  or  by  judicial  order?  A 
criminal  loses  many  of  his  civil  rights  while 
being  incarcerated  because  he  has  been  allowed 
“due  process  of  law”  and  yet  held  to  have  com- 
mitted a crime  against  society.  This  is  justifica- 
tion for  the  necessary  deprivation  of  certain  civil 
rights  such  as  liberty.  But  the  patient/resident 
is  not  a criminal,  even  though  he  has  been  or- 
dered to  be  hospitalized  by  a court.  There  is  a 
definite  distinction.  No  person  can  lose  his 
liberty  or  civil  rights  because  of  a mental  dis- 
ability. In  Accordance  with  Tennessee  Code 
Annotated  Section  33-303,  an  individual  with 
a mental  disability  has  a right  to  liberty. 

However,  the  exercise  of  rights  can  be  abridged 
if  the  state  can  show  an  excessive  paramount 
interest  to  that  of  the  individual.  In  other  words, 
a mentally  disabled  individual  may  lose  the  right 
to  liberty  if  it  can  be  shown  to  a court  of 
competent  jurisdiction  that  because  of  such  dis- 
ability an  individual  has  become  dangerous  to 
himself  or  others.  This  is  the  self-preservation 
of  society  principle  that  is  promulgated  by  the 
theory  of  the  state’s  right  to  use  police  power. 
However,  even  though  liberty  is  being  curtailed, 
an  individual  still  retains  his  civil  rights  unless 
adjudicated  legally  incompetent  by  a court. 

What  are  civil  rights?  These  are  the  rights 
of  every  adult,  such  as  the  right  to  own  and  sell 
property,  to  enter  into  contracts,  to  vote,  to 
marry,  to  enter  into  legal  instruments,  to  apply 
for  driver’s  license,  and  to  handle  one’s  personal 
funds  and  effects. 

None  of  these  rights  can  be  denied  by  the 
mere  fact  of  hospitalization.  Yet  these  rights 
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can  be  lost  if  a court  of  competent  jurisdiction, 
usually  the  county  court,  adjudicates  the  indi- 
vidual to  be  incompetent  and  unable  to  properly 
exercise  his  civil  rights.  The  procedure  of  the 
hearing  is  set  out  in  Tennessee  Code  Annotated 
Section  33-313.  This  hearing  is  to  be  held 
separate  and  distinct  from  the  issue  of  mental 
illness  or  mental  retardation.  An  incompetent 
individual  is  restored  to  competency  and  to  full 
civil  rights  upon  a court  order  of  restoration 
which  occurs  after  a new  court  hearing  and  find- 
ing of  competency,  or  where  the  superintendent 
of  the  hospital  from  which  the  patient/resident 
is  discharged  certifies  that  the  released  patient/ 
resident  is  competent.  The  loss  of  competency 
is  a loss  of  civil  rights  and  a matter  that  is  al- 
legedly in  the  best  interests  of  the  patient/resident 
in  the  sense  that  the  State  is  acting  to  protect 
the  individual. 

There  are  other  rights  beyond  civil  rights. 
A patient/resident  in  a mental  health  facility 
has  the  right  to  be  there  without  notoriety. 
The  fact  that  the  patient/resident  is  receiving 
services  is  to  remain  confidential  and  any  in- 
fraction is  criminal,  subject  to  the  exceptions  of 
consent  by  the  patient/resident  or  upon  court 
subpoena. 

Communication  is  a right.  Visitors  can  be 
received  and  telephone  calls  made  during  regular 
hours.  Mail  cannot  be  censored  or  limited  un- 
less a licensed  physician  orders  otherwise  in 
writing  because  such  action  is  deemed  by  him 
to  be  necessary  for  the  medical  welfare  of  the 
patient/resident. 

All  patients/residents  have  a protected  right 
to  nutritional  meals  and  regular  necessary  sleep. 
The  right  to  attend  religious  services  of  the  pa- 
tient’s/resident’s choice,  and  to  not  be  coerced 
to  attending  against  his  will  is  a protected  right 
of  the  patient.  Patients/residents  are  allowed 
their  own  clothes  and  have  a right  to  be  free 
from  search  without  cause  of  their  personal  pos- 
sessions. No  psychosurgery,  insulin  shock  ther- 
apy, or  stripping  of  patients/residents  is  allowed. 
Seclusion  or  restraints  are  to  be  used  only  when 
the  patient/resident  becomes  dangerous  to  him- 
self or  others  and  there  exists  no  lesser  restrictive 
alternative. 
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There  exists  the  right  to  medical  treatment  as 
is  deemed  necessary  for  the  patient’s/resident’s 
best  welfare.  However,  there  is  the  respected 
right  of  the  patient/resident  to  refuse  such  treat- 
ment. 

No  patient/resident  can  be  compelled  to  work 
without  being  paid  in  accordance  with  the  ap- 
plicable sections  of  the  Fair  Labor  Standards 


History 

A 47-year-old  woman  with  history  of  severe,  sub- 
sternal  pain  of  two  hours  duration  was  admitted  to  the 


Discussion 

The  electrocardiogram  shows  a basically  sinus 
rhythm  at  a rate  of  75/minute.  There  are,  how- 
ever, frequent  premature  contractions.  The  pre- 
mature beats  are  noted  to  have  two  configurations. 
It  is  noted  that  the  premature  beats  occur  in  a 
constant  coupling  interval  of  .22  seconds.  The 
premature  beat  which  is  of  normal  configuration 
is  not  followed  by  a compensatory  pause.  Scrutiny 
of  the  T wave  preceding  this  premature  beat 
discloses  that  it  is  peaked  and  considerably  taller 
than  the  T waves  of  beats  which  are  not  fol- 
lowed by  premature  complexes.  We  can  infer, 

From  the  Department  of  Cardiology,  St.  Thomas  Hos- 
pital. Nashville,  Tenn. 


Act.  These  rights  are  not  subject  to  involution. 
In  essence,  a patient  should  have  the  right  to 
exercise  his  freedom  as  if  he  were  not  a patient/ 
resident  in  a mental  health  facility,  though  at 
times  the  rights  of  the  facility  and  its  employees 
must  be  balanced  to  form  a synthetic  principle 
or  compromise. 

G.  Whitney  Kemper 


coronary  care  unit  of  St.  Thomas  Hospital  after  her 
electrocardiogram  showed  q waves  in  leads  II,  III  and 
AVF  with  ST  segment  elevation  and  T inversion  in 
these  leads.  Over  the  next  24  hours  her  CPK  rose  to 
450  units  with  elevation  of  SGOT  to  215  and  the  LDH 
to  360.  The  diagnosis  was  acute  inferior  wall  myocardial 
infarction.  The  following  electrocardiogram  was  ob- 
tained 18  hours  after  admission  when  she  was  noted  to 
have  an  irregular  rhythm. 

therefore,  that  a P wave  is  superimposed  upon 
the  T complex  causing  this  abnormality  of  con- 
figuration. These  beats  are  nonaberrated  and 
not  followed  by  a compensatory  pause  and  there- 
fore appear  to  be  typical  premature  atrial  con- 
tractions. The  other  complexes,  however,  are 
aberrated  although  they  have  a identical  coupling 
interval.  These  might  initially  be  mistaken  for 
premature  ventricular  contractions.  Closer  ob- 
servation of  the  tracing,  however,  discloses  that 
these  beats  also  are  preceded  by  P waves  which 
are  superimposed  upon  the  preceding  T complex. 
They  also  are  not  followed  by  a fully  compensa- 
tory pause.  Note  that  these  beats  only  follow  a 
preceding  long  R interval.  The  preceding  R in- 
terval has  been  considerably  lengthened  because  it 
follows  a premature  atrial  contraction.  This  then 
is  an  example  of  aberration  and  of  premature 
atrial  beat  following  lengthening  of  the  preceding 
R interval.  This  is  commonly  called  the  Ashman 
phenomenen.  The  diagnostic  importance  here  lies 
in  avoidance  of  misinterpretation  of  these  beats  as 
premature  ventricular  contractions. 

Final  Diagnosis : Premature  atrial  contractions 
with  intermittent  aberration  secondary  to  the 
“Ashman  phenomenen.” 

Harry  L.  Page,  Jr.,  M.D. 

W.  Barton  Campbell,  M.D. 

Co-directors 

Reference:  Gouaux  and  Ashman,  Amer.  Ht. 
J.  34:366,  1947, 
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Office  Of  Vital  Records  Implements 
An  Improved  System 

The  Office  of  Vital  Records  has  implemented 
a series  of  procedures  designed  to  achieve  one 
of  its  priorities — to  do  a better  job  of  processing 
requests  for  death  certificates  and  other  vital 
records. 

This  Office  of  the  Tennessee  Department  of 
Public  Health  plays  a significant  role  in  the  sta- 
tistical accounting  of  Tennessee  births,  deaths, 
marriages  and  divorces.  These  records  are  vital 
to  individuals  when  they  enroll  in  school,  par- 
ticipate in  organized  athletics,  need  a passport, 
file  for  social  security  benefits  or  enter  prac- 
tically any  negotiation  requiring  solid  proof  of 
age,  citizenship  or  residency. 

Generally,  before  the  family  of  the  deceased 
can  collect  insurance,  retirement,  Veterans  Ad- 
ministration or  Social  Security  benefits,  a certi- 
fied death  certificate  must  be  filed  with  the  claim. 

Understanding  that  time  is  of  unique  impor- 
tance in  processing  certificate  requests,  the  Office 
of  Vital  Records  has  put  a high  priority  on  a 
more  efficient  system  of  processing  these  docu- 
ments. After  extensive  study  of  the  processing 
procedure  of  death  certificates,  the  Tennessee  De- 
partment of  Public  Health  has  contacted  groups 
involved  with  these  documents  attempting  to 
eliminate  delays  and  to  offer  assistance  if  needed. 

The  Tennessee  Department  of  Public  Health 
asks  each  physician,  hospital  and  nursing  home 
official  and  other  persons  concerned  with  these 
documents  to  expedite  the  signing  and  processing 
of  the  certificates  so  that  Tennesseans  can  be 
served  more  efficiently. 

The  hardship  of  delay  can  prove  discomforting, 
and  sometimes  disastrous,  to  families  who  face 
immediate  funeral  costs  as  well  as  reasonable 
adjustment  expenses  because  of  a death.  These 
families  often  depend  on  their  insurance,  com- 
pany benefits  or  social  security  benefits,  but  the 
firms  and  agencies  require  that  a certified  copy 
of  the  death  certificate  be  filed  with  all  claims. 

An  extensive  internal  evaluation  of  the  state’s 
Division  of  Vital  Records  operations  has  been 
conducted  by  a task  force  called  together  when 
the  Division  became  a part  of  the  broader  Ten- 
nessee Center  for  Health  Statistics.  The  Center 
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for  Health  Statistics  represents  a progressive 
step  toward  comprehensive  use  of  health  infor- 
mation. The  Tennessee  component  works  closely 
with  the  Department  of  Health,  Education  and 
Welfare’s  National  Center  for  Health  Statistics. 

The  center  is  providing  as  much  input  as 
possible  in  solving  the  complex  problems  of 
health  planning,  management  and  evaluation.  The 
national  goal  is  to  provide  an  economical  and 
effective  method  of  establishing  and  maintaining 
a data  base  to  guide  decision  making  regarding 
health  care  in  the  United  States. 

There  is  a growing  concern  throughout  the 
nation  over  the  inaccessibility  of  health  care  and 
the  quality  of  services  available.  A number  of 
health  related  problems — included  soaring  costs 
throughout  the  entire  industry — demand  equitable 
solutions.  The  Center  for  Health  Statistics  is  a 
major  step  toward  providing  analogies  for  those 
answers. 

The  Tennessee  Center  for  Health  Statistics 
hopes  to  help  solve  contemporary  health  prob- 
lems by  compiling  as  much  relevant  data  as 
possible  and  evaluating  it  on  a local  level  while 
at  the  same  time  providing  it  to  the  National 
Center  for  Health  Statistics  to  aid  in  a sophisti- 
cated analysis  of  the  national  health  structure. 

When  in  full  operation,  the  Tennessee  Center 
will  concentrate  on  seven  components  in  health 
and  vital  statistics: 

Manpower  Statistics — To  provide  data  on  the 
numbers,  characteristics  and  distribution  of  health 
personnel.  This  information  is  necessary  to  assess 
current  health  manpower  capabilities  and  health 
service  needs,  and  to  project  future  demands. 
The  inventories  will  be  based  on  100  per  cent 
coverage  and  will  furnish  up-to-date  continuing 
basic  data.  They  also  will  provide  the  means  for 
obtaining  valid  samplings  for  a variety  of  surveys; 
for  example,  the  attitudes  of  medical  practitioners 
toward  proposed  new  health  programs. 

Health  Facilities  Statistics — To  include  infor- 
mation on  the  numbers,  types  and  location  of 
health  facilities,  as  well  as  the  types  of  services 
rendered  and  characteristics  of  the  recipient  popu- 
lation. The  efficient  use  of  existing  facilities  and 
the  rational  planning  for  future  facilities  demand 
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Tennessee  Mid-South  Regional  Medical 
Program  and  the  Care  & Treatment  of  the 
High  Risk  Newborn 

In  years  to  come,  it  is  probable  that  the  con- 
sensus of  medical  opinion  will  be  that  one  of  the 
most  enduring  and  beneficial  programs  to  have 
been  supported  by  the  Regional  Medical  Pro- 
grams in  the  State  of  Tennessee  was  the  develop- 
ment of  a state-wide  network  to  care  for  the 
high  risk  neonate.  The  Tennessee  Mid-South 
Regional  Medical  Program  is  currently  funding 
two  projects  which  are  geared  to  the  care,  treat- 
ment and  diagnosis  of  these  high  risk  babies. 
Both  of  these  programs  offer  regionalized  care 
emanating  from  a medical  center:  Vanderbilt  Hos- 
pital in  Nashville  and  University  of  Tennessee 
Memorial  Research  Center  and  Hospital  in  Knox- 
ville. Since  the  Memphis  Regional  Medical  Pro- 
gram sponsors  a similar  effort,  directed  by  Dr. 
Sheldon  B.  Korones,  at  the  City  of  Memphis 
Hospital,  these  specialized  services  are  available 
to  the  entire  State  of  Tennessee. 

The  Program  at  Vanderbilt  is  entitled  ‘‘Region- 
alization of  High  Risk  Newborn  Care,”  and  the 
project  director  is  Dr.  Mildred  T.  Stahlman.  She 
also  directs  a $2.5  million  research  grant  which  is 
one  of  two  in  the  nation  funded  by  the  National 
Institutes  of  Health  for  the  further  investigation 
of  hyaline  membrane  disease.  The  portion  of  the 
program  funded  by  the  Tennessee  Mid-South 
Regional  Medical  Program  has  three  phases:  1) 
the  transportation  of  sick  babies;  2)  the  education 
of  nurses  and  physicians;  and  3)  a consultation 
service  to  upgrade  the  facilities  for  sick  neonates 
at  local  hospitals. 

The  transportation  of  sick  babies  is  accom- 
plished by  use  of  a special  transport  van  with 
equipment  duplicating  that  found  in  the  Newborn 
Intensive  Care  Unit  at  Vanderbilt  University  Hos- 
pital. The  van  has  a generator  for  independent 
electrical  power;  a hospital-grade,  non-hazardous 
electrical  system;  an  oxygen,  compressed-air  and 
vacuum  system;  a water  system  with  sinks,  storage 
cabinets,  heating  and  air-conditioning;  hospital- 
grade  interior  lighting  and  exterior  rotating  bea- 
cons and  siren.  Respirators  are  wall-mounted, 
and  the  incubator  is  secured  to  the  wall  in  such 
a way  as  to  permit  removal  and  replacement.  A 


blood-gas  determination  system  is  also  available 
for  the  evaluation  of  the  patient’s  condition.  This 
van  is  maintained  and  ready  at  all  times  in  the 
parking  lot  at  Vanderbilt  Hospital.  Referrals  are 
accepted  from  any  physician  or  hospital  within  a 
150-mile  radius  of  Nashville.  Arrangements  have 
been  made  with  the  MAST  program  at  Ft.  Camp- 
bell to  transport  babies  by  helicopter  when  use 
of  the  van  is  not  feasible  because  of  weather 
conditions. 

When  a referring  physician  calls  the  Newborn 
Intensive  Care  Unit  at  Vanderbilt  in  order  to 
request  help  with  a sick  neonate,  he  discusses 
patient’s  history,  present  physical  status  and  lab- 


Dr.  Richard  O.  Cannon,  Director  of  TMS/RMP, 
viewing  Angel  I-transport  van  used  by  the  Vanderbilt 
Program. 
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Inside  of  Angel  I. 


Dr.  Skelton,  referring  physician,  and  Mrs.  Majors 
treating  sick  neonate. 


oratory  data  with  Dr.  Angela  Skelton,  who  is  the 
physician  in  charge  of  the  transport  service.  She 
is  assisted  by  Dr.  Elizabeth  Perkett,  a Clinical 
Fellow,  and  Mrs.  Cheryl  Majors  who  is  a specially 
trained  nurse.  Three  trained  drivers  make  up  the 
rest  of  the  transport  team,  so  that  full  time 
service,  24  hours  a day,  seven  days  a week  is 
available. 

Upon  arrival  at  the  referring  hospital,  the 
battery-powered  portable  incubator,  or  incubators 
if  twins  are  involved,  is  taken  into  the  nursery 
where  emergency  diagnostic  tests  are  performed, 
and  treatment  is  inititated.  Each  incubator  is 
equipped  with  a battery-powered  cardio-monitor, 
tele-thermometer  and  Flolter  Pump.  A doppler- 
blood  pressure  monitor,  and  oxygen  analyzer  is 
carried  along  with  emergency  medications,  intra- 
venous fluids  and  resuscitation  equipment.  Once 
the  baby’s  condition  is  stable,  he  is  taken  in  the 
incubator  to  the  van  where  he  is  constantly  moni- 
tored and  treated  while  enroute  to  Vanderbilt. 


While  the  transport  team  is  at  the  referring 
hospital,  the  participation  of  the  hospital  per- 
sonnel and  the  referring  physician  is  encouraged. 
The  rationale  for  certain  procedures  is  explained, 
and  suggestions  are  made  regarding  any  different 
modes  of  treatment  which  might  have  been  more 
effective  in  the  early  care  of  the  baby.  This  one- 
to-one  consultation  is  probably  the  most  practical 
means  of  carrying  out  the  educational  component 
of  the  program,  although  a series  of  seminars  is 
planned  for  physicians  and  four  special  80-hour 
courses  have  already  been  offered  for  nurses. 

The  transport  team  maintains  constant  contact 
with  the  Newborn  Intensive  Care  Unit  at  Vander- 
bilt by  means  of  a transmitter/receiver  radio  in 
the  van.  This  is  useful  in  notifying  the  Nashville 
Instensive  Care  Unit  of  changes  in  the  baby’s 
condition  which  might  necessitate  the  attention 
of  various  medical  specialists  immediately  upon 
arrival.  This  radio  can  also  be  used  to  transmit 
EKG  tracings  which  might  be  of  value  in  selective 
situations. 


Dr.  Mildred  Stahlman  and  Mr.  Carl  Wallace,  member 
of  the  Regional  Advisory  Group  in  N.I.C.U.  at  Vander- 
bilt. 


Since  the  first  of  August  when  the  van  was  put 
into  operation,  it  has  gone  out  on  a call  on  an 
average  of  at  least  once  a day.  From  that  time, 
until  the  end  of  October,  56  babies  have  been 
transported.  Five  to  ten  years  ago,  these  babies 
would  not  have  been  considered  viable  or  even 
salvagable  and  would  have  been  left  in  the  de- 
livery room  to  die. 

The  program  in  Knoxville  is  called  the  “Co- 
ordinated Pediatric  Educational  Service”  and  is 
directed  by  Dr.  Henry  Christian.1  Neonates  in 
distress  are  transported  from  outlying  areas  with- 
in a 200  mile  radius  of  Knoxville  to  the  Newborn 
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Dr.  Elizabeth  Perkett  and  assistant  in  N.I.C.U.  at 
Vanderbilt. 


Intensive  Care  Unit  at  University  of  Tennessee 
Memorial  Research  Center  and  Hospital.  These 
babies  are  moved  in  either  a Volkswagen  bus 
containing  a portable  isolette  or  by  local  ambu- 
lance if  the  baby  is  born  in  one  of  fourteen  hos- 
pitals in  the  area  where  portable  isolettes  have 
been  placed.  A trained  nurse  or  an  LPN  ac- 
companies the  baby  in  the  ambulance  during  the 
trip  from  the  hospital  to  Knoxville,  and  the  at- 
tempt is  made  to  get  the  baby  to  the  Intensive 
Care  Nursery  as  quickly  as  possible.  The  name 
for  the  program  derives  from  the  fact  that  this 
program  has  trained  nurses  throughout  the  East 
Tennessee  area  to  perform  this  function.  When 
the  Volkswagen  bus  is  dispatched  from  University 
of  Tennessee  Memorial  Research  Center  and 
Hospital  to  a hospital  where  there  is  no  isolette, 
Dr.  Christian  or  one  of  the  other  program  phy- 
sicians, Dr.  Donald  T.  Neblett  or  Dr.  Thomas 
E.  Lester,  go  with  the  bus  to  the  hospital  and 
return  in  the  van  with  the  baby.  Dr.  Christian 
feels  that  it  is  imperative  that  the  baby  be  trans- 
ported as  quickly  as  possible  to  the  place  where 
the  sophisticated  equipment  exists  to  maintain 
and  ensure  life. 

Another  mode  of  transportation  utilized  by 
this  program  is  a helicopter  service  provided  by 
the  TVA.  This  is  an  invaluable  method  for  re- 
mote places  with  the  mountainous  terrain  which 
characterizes  so  much  of  the  area  served  by  this 
project. 

Since  the  program’s  inception  4 years  ago, 
1700  babies  have  been  treated  in  the  Newborn 
Infant  Intensive  Care  Unit.  Of  these,  1222  have 
been  transported  while  the  remainder  were  born 


Dr.  Henry  Christian  and  assistant  removing  isolette 
from  van  in  Knoxville. 


Dr.  George  Zirkle  and  Dr.  Henry  Christian  removing 
isolette  from  helicopter  in  Knoxville. 


in  the  hospital.  Of  the  babies  transported  one- 
third  were  transported  by  helicopter,  one-third 
by  Volkswagen  bus  and  one-third  by  local  ambu- 
lance. 

The  physicians  in  charge  of  both  programs 
stress  the  fact  that  the  earlier  the  sickness  or 
distress  in  the  neonate  can  be  detected,  the  more 
likely  that  it  is  that  it  can  be  successfully  treated. 
Dr.  Christian  states,  “Each  physician  dealing  with 
newborn  babies  must  maintain  a high  index  of 
suspicion.  Don’t  procrastinate.  If  you  feel  that 
the  infant  requires  treatment,  refer  him  immedi- 
ately.” The  obvious  conditions  which  might  re- 
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Dr.  Henry  Christian  and  assistants  at  N.I.C.U.  at 
U.T.M.R.C.H. 


quire  treatment  are:  babies  who  have  trouble 
breathing,  very  small  birthweight  infants  and  in- 
fants with  surgical  problems.  All  the  physicians 
who  work  in  these  two  programs  stress  the  fact 
that  the  early  treatment  of  sick  neonates  is  of 
prime  importance. 

Tenn.  Dept,  of  P.H.  . . . 

(Continued  from  page  1006) 

an  adequate  data  base.  Again,  the  inventories  pro- 
vide not  only  ongoing  basic  data  on  facilities, 
but  comprise  a sample  frame  for  surveys  in  any 
particular  area  in  which  more  detailed  study  is 
necessary. 

Hospital  Care  Statistics — To  provide  data  about 
patients  and  services  in  short-stay  (under  30 
days)  hospitals.  Information  collected  through 
this  component  is  necessary  for  appropriate  plan- 
ning to  improve  the  accessibility,  quality,  and 
cost  effectiveness  of  hospital  services. 

Household  Interview  Statistics — To  obtain 
from  interviews  of  a sample  population  informa- 
tion about  a wide  variety  of  health-related  ques- 
tions, including  data  on  perceived  health  prob- 
lems, acute  and  chronic  diseases,  disability  due 
to  accidents  and  illness,  utilization  of  health 
services,  and  expenditures  for  care.  From  such 
information  measures  can  be  constructed  of  the 
health  status  of  the  population,  the  need  for 
health  services,  and  some  expression  of  the  acces- 
sibility and  availability  of  services. 

Ambulatory  Care  Statistics — To  provide  infor- 
mation on  care  given  to  noninstitutionalized  pa- 
tients in  physicians’  offices,  group  practice  settings, 
public  health  clinics,  hospital  emergency  rooms 
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Funds  for  these  programs  come  from  federal 
grants  from  the  Tennessee  Mid-South  Regional 
Medical  Program  as  well  as  from  other  sources. 
There  is  no  charge  to  either  the  babies  or  to  the 
referring  hospital.  It  is  obvious  that  these  pro- 
grams will  never  be  self-supporting,  and  both  Dr. 
Stahlman  and  Dr.  Christian  are  confident  future 
sources  of  funding  will  be  identified  when  the 
Regional  Medical  Program  grants  expire  in  June 
1975.  A bill  was  passed  by  the  1974  Tennessee 
State  Legislature  which  established  three  regional 
centers  to  care  for  high  risk  newborn  infants 
throughout  the  state,  in  Memphis,  Knoxville  and 
Nashville.  However,  the  bill  was  passed  without 
any  actual  appropriation  of  money.  Perhaps  the 
next  session  of  the  Tennessee  Legislature  will 
provide  some  of  the  funds  for  this  vitally  im- 
portant health  program. 

Reference 

1.  Christian,  HS,  et  al:  The  Intensive  Care  Nursery: 
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and  outpatient  clinics,  and  through  home  visits 
or  telephone  consultation.  Such  data  will  permit 
more  rational  planning  to  improve  the  delivery 
and  quality  of  ambulatory  care. 

Long-Term  Care  Statistics — To  provide  infor- 
mation on  patients  and  services  in  nursing  and 
convalescent  homes,  mental  institutions,  and  other 
extended  care  facilities,  as  well  as  alternative 
forms  of  care  such  as  home  health  programs. 
Such  data  are  valuable  for  patient  care,  manage- 
ment, evaluation  and  policy  development. 

Vital  Statistics — To  include  data  on  births, 
deaths,  fetal  deaths,  marriages,  and  divorces,  as 
well  as  follow-up  surveys  based  on  samples  of 
vital  records  to  evaluate  the  data  collected  and 
to  obtain  additional  information.  Vital  statistics 
are  important  indicators  of  health  problems  and 
service  needs.  Cooperation  among  local,  State 
and  Federal  agencies  has  been  traditional  in  this 
area,  and  the  Cooperative  System  will  enhance 
this  existing  relationship. 

Information  compiled,  tabulated  and  analyzed 
through  this  state  and  national  effort  will  be 
available  for  use  by  all  facets  of  the  health  care 
industry.  The  Tennessee  Department  of  Public 
Health  believes  this  Center  will  provide  better 
information  contributing  to  more  exact  data  for 
comprehensive  and  universal  planning,  manage- 
ment and  evaluation. 
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Creatine  Phosphokinase  Isoenzymes  in  the 
Diagnosis  of  Myocardial  Infarction 

In  1960  Dreyfus  and  co-workers  demonstrated 
that  elevation  of  creatine  phosphokinase  (CPK) 
was  an  important  laboratory  manifestation  of 
acute  myocardial  infarction.  However,  after  fur- 
ther study  of  serum  CPK  it  became  evident  that 
this  enzyme  may  be  elevated  with  numerous  other 
conditions  besides  myocardial  infarction.  These 
conditions  include  pulmonary  thrombo-embolism, 
cerebral  vascular  disease,  disorders  of  skeletal 
muscle,  pancreatitis,  hypothyroidism,  shock,  the 
postoperative  state,  convulsive  disorders,  and 
intramuscular  injections  or  electrical  cardiover- 
sion. 

Because  of  the  nonspecific  nature  of  increased 
serum  CPK,  efforts  have  been  directed  toward 
using  CPK  isoenzyme  measurements  to  improve 
identification  of  the  specifically  damaged  organ 
responsible  for  serum  CPK  elevation.  Three  serum 
CPK  isoenzymes  (MM,  BB,  and  MB),  have  been 
identified  by  electrophoresis.  Each  is  a dimer 
composed  of  two  subunits  of  the  M or  the  B 
type.  Extracts  of  brain  contain  predominately  the 
BB  isoenzymes  and  those  derived  from  myo- 
cardium contain  MM  and  MB  activity.  Skeletal 
muscle  is  composed  almost  entirely  of  MM  with 
very  small  amounts  of  MB.  In  our  laboratory 
repeated  eletrophoresis  on  patients  with  severe 
skeletal  muscle  trauma  showed  no  evidence  of  an 
MB  band.  Therefore,  it  is  thought  that  the 
amount  of  MB  in  skeletal  muscle  is  not  of  any 
clinical  significance  in  evaluating  myocardial 
necrosis.  At  the  present  time  it  is  assumed  that 
the  heart  is  the  only  organ  that  contains  sig- 
nificant amounts  of  MB  isoenzyme;  consequently 
elevation  of  serum  CPK-MB  activity  in  man  gen- 
erally reflects  myocardial  injury.  CPK  isoenzymes 
are  separated  by  cellulose  acetate  electrophoresis 
and  the  resultant  patterns  are  evaluated  visually 
under  ultraviolet  light,  which  detects  the  fluores- 
cence of  NADPH  generated  during  incubation. 
This  method  is  sufficiently  sensitive  to  detect  the 
MM  isoenzyme  (muscle)  which  is  present  in  all 
normal  serum. 

Recent  reports  in  the  literature  have  demon- 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital. Memphis,  Tenn. 


strated  the  value  of  determining  CPK  isoenzyme 
activity  and  have  shown  that  elevations  of  the 
CPK-MB  is  more  specific  than  elevation  of  total 
CPK  activity  as  an  index  of  myocardial  injury. 
Timing  is  a critical  factor  in  the  detection  of  the 
CPK-MB  isoenzyme.  It  is  most  frequently  de- 
tected between  six  and  eight  hours  after  the  onset 
of  acute  symptoms  coincident  with  infarction. 
Both  the  MM-  and  the  MB-CPK  bands  increase 
with  the  rising  CPK  activity.  As  the  acute  episode 
resolves,  the  MB  fraction  decreases  rapidly  and 
is  usually  undetectable  after  a 48-hour  interval. 
The  total  serum  CPK  usually  remains  elevated  for 
an  average  of  24  hours  following  the  disappear- 
ance of  the  CPK-MB  band.  It  is  estimated  that 
the  portion  of  the  total  CPK  activity  attributable 
to  the  CPK-MB  form  varies  from  12  to  38  per- 
cent. Therefore,  the  major  form  of  CPK  released 
from  the  myocardial  cells  is  the  MM  form.  CPK- 
MB  may  be  present  in  cases  of  myocardial  in- 
farction where  the  total  serum  CPK  level  is  within 
the  normal  range.  CPK-MB  has  also  been 
demonstrated  in  a patient  with  generalized  peri- 
arteritis with  no  clinical  evidence  of  myocardial 
infarction.  The  presence  of  the  CPK-MB 
isoenzyme  has  also  been  reported  in  progressive 
muscular  dystrophy,  dermatomyositis,  polymyos- 
itis, and  conditions  associated  with  myoglobinuria. 
These  conditions  should  not  present  a major  clin- 
ical problem  and  could  be  differentiated  from 
myocardial  disease  in  the  laboratory  by  the 
simultaneous  analysis  of  the  LDH  isoenzyme 
pattern. 

The  following  clinical  settings  have  shown  the 
usefulness  of  CPK  isoenzymes:  1.  In  the  detec- 

tion of  myocardial  infarction  in  patients  with  con- 
current serum  CPK  elevations  caused  by  skeletal 
muscle  trauma  (surgery  or  intramuscular  injec- 
tion). 2.  Assessing  myocardial  injury  in  patients 
undergoing  coronary  artery  bypass  grafting  pro- 
cedures. 3.  Detecting  extension  of  myocardial  in- 
farction in  patients  whose  total  CPK  activity  is 
already  elevated. 

With  many  conditions  resulting  in  increased 
total  serum  CPK  activity,  the  determination  of 
CPK  isoenzymes  seems  to  provide  a sensitive  and 
specific  indication  of  acute  myocardial  infarction. 

A.  N.  Sollee,  M.D. 


DECEMBER,  1974 
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THE  COOPER  REVIEW 

Answer  true  or  false  unless  otherwise  indicated 

(Answers  found  beginning  on  page  1037) 


1.  The  most  frequent  complication  of  a bicuspid  aortic  valve  is: 

a.  Severe  incompetence 

b.  Stenosis 

c.  Bacterial  endocarditis 

d.  Coronary  arterial  embolus 

e.  Ruptured  sinus  of  valsalva 

2.  A 55-year-old  male  engineer  presents  with  complaints  of  pain  behind  the  left  ear  and  drooping 
of  his  mouth  on  the  left.  Symptoms  began  spontaneously  three  days  before  but  are  progressing.  He 
admits  that  noises  “bother  him”  and  his  left  eye  is  sore  and  teary.  However,  he  denies  all  other 
neurologic  symptoms,  recurrent  or  antecedent  infections,  trauma,  exposure  to  cold  or  rashes.  Aside 
from  a generalized  feeling  of  fatigue  and  a 10  lb.  weight  loss,  his  general  health  has  been  good. 
His  father  developed  diabetes  at  the  age  of  75. 

Physical  examination  is  unremarkable  except  for  mild  obesity,  a complete  peripheral  VII  nerve 
palsy  on  the  left,  inability  to  identify  salt  and  sugar  on  the  left  half  of  his  tongue  and  a slightly 
reddened  tearful  left  eye. 

Questions 

(1)  Pain  as  a complaint  in  idiopathic  VII  palsy  is: 

a.  Common 

b.  Uncommon 

c.  Incompatible  with  the  diagnosis 

(2)  Which  of  the  following  is  currently  the  treatment  of  choice  in  idiopathic  VII  paralysis  of 
less  than  a week’s  duration? 

a.  Prednisone,  if  there  are  no  contraindications 

b.  Megavitamin  therapy 

c.  Surgical  decompression  of  the  VII  nerve 

d.  None 

(3)  Which  of  the  following  lab  studies  would  be  essential? 

a.  CBC  & Diff. 

b.  Skull  x-ray 

c.  Fasting  blood  sugar  and  2 hour  post-prandial  blood  sugar 

d.  Audiogram 

e.  CSF  examination 

3.  Recent  studies  indicate  that  the  level  of  carcinoembryonic  antigen  (CEA)  in  plasma  is:  (Choose 
one  or  more  answers) 

a.  A reliable  screening  test  for  malignancy 

b.  A reliable  screening  test  for  adenocarcinoma  of  the  colon 

c.  A valuable  test  for  postoperative  follow-up  of  patients  after  colonic  resection  for  adeno- 
carcinoma 

d.  None  of  these 


“The  Cooper  Review”  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New 
Jersey,  Sherman  Garrison,  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review”  is  a review  of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 
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fflEDKM  DIGEST 

NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


BEWARE!  BEWARE!— OF  INTERNATIONAL  DIRECTORY  OF  PHYSICIANS  . . . Throughout 
Tennessee  and  other  states,  physicians  have  been  mailed  a statement  for 
$185.00  to  include  the  physician's  name  in  a directory  . . . Such 
solicitations  are  marked  "Invoice/Statement"  and  have  the  appearance 
of  being  an  invoice  for  service  rendered  . . . Physicians  across  the  state 
have  received  these  notices  for  listings  in  the  International  Medical 
Directory  of  Physicians  published  by  Mayo  Research  & Publishing  Company  of 
Hong  Kong.  These  solicitations  are  without  any  foundation  . . • The 
bills  are  mailed  from  San  Francisco.  There  is  no  such  directory.  We  have 
reported  this  matter  to  the  postal  inspectors  and  have  taken  this  up  with 
the  Better  Business  Bureau.  The  postal  authorities  have  moved  fast,  and 
we  understand  that  the  post  office  in  San  Francisco  is  now  blocking  return 
mail  to  this  organization  . . . Alert  your  office  staff  in  the  event  that 
inadvertently  a check  may  be  made  to  this  organization  without  your 
authorization  ...  Investigation  is  still  going  on  with  proper 
authorities  for  action  as  warranted. 


AMA  BOARD  MAKES  MAJOR  REALIGNMENT  TO  MEET  RISING  COSTS  . ..  The  AMA  Board 
of  Trustees  has  announced  major  realignments  and  consolidations  in 
order  to  sharpen  the  focus  of  AMA's  scientific  and  legislative  services 
. . . The  Board  recommends  to  the  House  of  Delegates:  (1)  A balanced 

budget  of  $35,311,029  for  the  fiscal  year  1975  that  began  December  1; 

(2)  Eliminate  2 councils  and  17  committees  of  the  Board,  recommended 
elimination  of  11  committees  of  the  House  of  Delegates  ; (3)  Recommended 
that  AMA  discontinue  advertising  in  all  AMA  publications;  (4)  Will 
reduce  AMA  staff  from  997  to  950  next  year;  (5)  Requested  the  House  of 
Delegates  to  approve  an  annual  dues  increase  from  $110  to  $200  per  member 
effective  January  1,  1975.  Dues  to  interns  and  residents  would  also  be 
increased;  (6)  Reduction  of  number  of  AMA  Journals  from  52  to  48  annually 
plus  reducing  the  number  of  issues  of  specialty  journals,  and  charging  for 
each  specialty  journal  received;  (7)  Discontinue  publication  of  several 
newsletters  . . • These  actions  became  necessary  to  keep  AMA  on  a sound 
financial  basis  in  the  inflationary  cycle  which  faces  Medicine.  A final 
report  of  these  recommendations  after  they  have  been  acted  upon  by  the 
AMA  House  will  be  reported  in  the  next  issue  of  the  JOURNAL. 

«£•  vl> 

*T*  T*  *T*  'I' 

TMA  BOARD  OF  TRUSTEES-ABSTRACT  OF  OCTOBER  6 MEETING  . . • 

— Directed  the  Committee  on  Communications  and  Public  Service  to  look 
into  the  possibilities  of  making  awards  yearly  to  editors  of  some  state 
newspapers  in  appreciation  of  news  to  improve  medical  care  that  might  have 
appeared  in  their  publications  during  the  year.  Also,  suggested  that  the 
Committee  look  into  an  award  for  a Senator  or  Representative  from 
Tennessee  for  his  input  for  health  programs. 


■ — Directed  Committee  Legislation  to  seek  to  obtain  a seat  on  the 
Commission  on  Law  Enforcement  for  the  State's  Chief  Medical  Examiner. 

--Voted  to  contribute  funds  for  the  reception  in  1975  at  which  time  Mrs. 

E.  E.  Wilkinson,  Nashville,  will  be  installed  as  President  of  the  AMA 
Woman's  Auxiliary. 

— Adopted  action  recommending  that  the  Tennessee  Delegation  to  AMA  House 
of  Delegates  develop  a resolution  to  be  presented  at  the  Clinical  Session 
to  clarify  the  ethical  payment  of  procedures  performed  by  a resident  under 
the  direction  of  the  attending  physician. 

— Appointed  members  of  the  Board  of  Directors  of  IMPACT  for  1975. 

--Adopted  action  to  have  TMA  officers  and  Board  of  Trustee  members  to 
visit  county  medical  societies  throughout  the  State  whenever  invited. 

This  would  be  for  the  purpose  of  information  with  the  local  level  of 
medicine • 

--Heard  a lengthy  report  of  proposed  increase  in  liability  and 
malpractice  insurance  rates  regarding  the  filing  for  a 250%  increase  in 
premium  rates.  The  Board  urged  TMA  representatives  to  impress  upon 
legislators  the  seriousness  of  this  matter,  to  explore  the  possibility  of 
statutory  relief,  and  to  seek  further  information  from  other  states 
that  had  taken  this  approach. 

--Directed  the  Committee  on  Group  Insurance  to  continue  to  protest  the 
rates  and  diligently  seek  any  relief  on  steps  that  were  possible  even  to 
the  extent  of  finding  another  carrier,  plus  the  legislative  relief  aspect. 
The  Insurance  Committee  has  been  closely  working  with  the  Insurance 
Commissioner  in  all  of  these  proceedings. 

--Approved  a revised  voucher  and  rules  for  reimbursement  of  travel 
expenses  to  officers,  staff,  committee  members.  Delegates  and  any 
reimbursement  for  travel  from  TMA. 

--Urged  physicians  to  use  uniform  claim  form. 

--Reviewed  in  detail  legislative  program  proposed  for  the  General 
Assembly,  covering  such  issues  as  Amendments  to  the  Healing  Arts,  Basic 
Science,  and  the  Medical  Examiners  Acts,  and  discussed  the  changes 
recommended  by  the  Board's  ad  hoc  Committee  on  Medical  Licensure. 

--Reviewed  and  directed  as  to  how  these  proposed  amendments  should  be 
considered.  Withdrew  TMA's  sponsorship  of  original  position  to  bring  a 
Physician's  Assistant  bill  to  the  General  Assembly  in  1975. 

--Approved  the  third  quarter  financial  statement  for  fiscal  affairs  and 
approved  the  proposed  budget  for  the  1975  fiscal  year  as  submitted  by  the 
Finance  Committee. 

--Heard  a report  from  the  Travel  Committee  on  sponsored  TMA  tours  along 
with  a briefing  of  the  proposed  tour  to  the  AMA  Clinical  Convention  in 
Hawaii  in  1975. 

--Heard  a report  from  a lawsuit  brought  by  a Nashville  attorney  against 
the  Attorney  General  of  the  State  and  the  Nashville  Academy  of  Medicine, 
pertaining  to  requiring  physicians  to  testify  in  court  rather  than  submit 
a deposition. 
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Regional  continuing  education  programs  will 
be  offered  by  the  AMA  beginning  next  year  with 
meetings  in  Tampa,  Fla.,  Phoenix,  Minneapolis, 
and  Williamsburg,  Va.  The  purpose  of  the  pro- 
grams is  to  take  continuing  education  courses  to 
physicians  throughout  the  country.  Each  regional 
program  will  include  eight  courses  and  will  be 
held  on  weekends  to  enable  physicians  in  each 
region  to  attend  at  the  lowest  possible  cost  in 
time  and  travel  expense.  Active  support  from 
state  medical  associations  will  be  sought  in  each 
region. 

The  Board  Of  Directors  of  the  Woman’s  Auxil- 
iary to  the  AMA  has  directed  that  the  organiza- 
tion change  its  name  to  the  “AMA  Auxiliary.” 
Recent  changes  in  the  auxiliary’s  bylaws  provide 
for  male  membership.  A new  programming  for- 
mat has  also  been  adopted  by  the  auxiliary  to 
allow  for  more  grassroots  participation. 

Two  important  AMA  meetings  scheduled  for 
early  1975  are  the  AMA  National  Leadership 
Conference  and  the  AMA-AMPAC  Public  Affairs 
Workshop.  The  1975  AMA  National  Leadership 
Conference,  Jan.  24-26,  at  the  Marriott  Motor 
Hotel,  Chicago,  will  include  ten  seminars  and 
several  general  sessions  on  issues  of  importance 
to  medical  society  leadership.  The  1975  AMA- 
AMPAC  Public  Affairs  Workshop,  March  7-9, 
at  the  Washington  Hilton  Hotel,  Washington,  D.C., 
will  look  ahead  and  examine  the  political  climate 
for  medicine  created  with  the  election  of  the  94th 
Congress.  For  information  write  AMA  National 
Leadership  Conference  or  AMA-AMPAC  Public 
Affairs  Workshop,  AMA  Headquarters. 

A recent  survey  conducted  by  the  American 
Society  of  Internal  Medicine  indicates  that  the 
majority  of  internists  responding  favor  recerti- 
fication. Thirteen  thousand  responses  were  re- 
ceived and  56.7%  of  those  said  they  favor  re- 
certification. 

An  advertising  campaign  to  educate  consum- 
ers about  the  use  of  over-the-counter  drugs  nas 
been  launched  by  the  FDA.  The  FDA  has  asked 
broadcasters  and  publishers  to  use  specially 
developed  ads  to  alert  the  public  to  this  message 
about  OTC  drugs,  “Read  the  label.  Don’t  take 
non-prescription  medicines  for  granted.  Take  them 
with  care.” 


Edward  L.  Lilly,  MD,  became  the  168,215th 
dues-paying  AMA  member  for  1974.  Dr.  Lilly’s 
enrollment  as  a member  put  AMA  dues-paying 
membership  records  over  their  all-time  high  of 
168,214.  AMA  dues-paying  membership  as  of 
Oct.  25  was  169,436. 

Eight  AMA  constituent  societies  and  one  na- 
tional specialty  society  are  now  using  AM-CAP— 
American  Medical  Computer  Assistance  Pro- 
grams. Through  AM-CAP,  the  AMA’s  Dept,  of 
Data  Services  provides  a society  with  member- 
ship dues  billing  and  collection  reporting,  direc- 
tory preparation,  membership  information,  and 
other  services.  A brochure  describing  services 
available  through  AM-CAP  may  be  obtained  from 
Dept,  of  Data  Services,  AMA  Headquarters. 

The  U.S.  infant  mortality  rate  was  at  a record 
low  during  the  first  six  months  of  1974.  It  was 
17.1  per  1,000  live  births,  compared  to  17.9  for 
the  same  period  in  1973. 

Available  from  AMA:  Medical  Licensure  Sta- 

tistics for  1973,  an  AMA  report.  OP-226  is  avail- 
able for  $1  each  for  medical  students,  interns, 
and  residents  and  $2  each  for  others  from  Order 
Dept.,  AMA  Headquarters. . .Allied  Medical  Ed- 
ucation Directory  provides  statistics  and  facts 
on  education  for  the  25  allied  medical  occupa- 
tions. OP-392  is  available  for  $2.25  for  1-10 
copies,  $2.05  for  11-49,  and  $1.80  for  50  or  more 
from  Order  Dept.,  AMA  Headquarters...  “Meet- 
ing the  Press,”  a 26-minute  16  mm.  color  film 
produced  by  the  AMA’s  Dept,  of  Television, 
Radio  and  Motion  Pictures.  Available  on  a free 
loan  basis  from  AMA  Film  Library,  Assn.  Sterl- 
ing Films,  512  Burlington  Ave.,  La  Grange,  III. 
60525. . .Let’s  Talk  About  Food  discusses  dieting 
and  weight  control,  the  composition  of  food  and 
other  topics  in  a question-and-answer  form.  Avail- 
able from  Publishing  Sciences  Group,  Inc.,  411 
Massachusetts  Ave.,  Acton,  Mass.  01720.  ..The 
Best  of  Law  and  Medicine  70/73,  a book  (OP-413) 
designed  to  help  physicians  become  better  in- 
formed about  the  law,  is  available  for  $5  each 
for  1-10  copies,  $4.50  for  11-49,  and  $4  each  for 
50  or  more  from  Order  Dept.,  AMA  Headquarters 
. . .Comments  in  Sports  Medicine.  To  order  write 
for  OP-62,  $5  each,  Order  Dept.,  AMA  Head- 
quarters. ..A  booklet  describing  AMA-ERF  ac- 
tivities from  AMA-ERF  Office,  AMA  Headquarters. 
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invites  you  to  enjoy  the  South  American  sun  two  relaxing  ways: 

IN  PORT  AND  ON  BOARD. 

South  American 


Adventure 


Air-Sea 

Cruise 


IN  PORT 

The  most  exotic,  romantic  port  cities 
of  South  America,  each 
with  its  own  colorful  treasures 
The  towering  peaks 
of  Santos/ Sao Paulo.  Rio’s 
girls  and  glistening  beaches. 

The  turn-of-the-century 
flavor  of  Buenos  Aires. 
Montevideo’s  quaint 
gardens  and  sidewalk  cafes. 

The  casinos  of  lovely 
Mar  del  Plata.  Enjoy  them 
all  for  two  carefree  weeks  . . . 

unwinding  yourself. 

And  finding  yourself. 

PRICE 
from  $ 1098 

INCLUDING: 

Direct  flights  World  Airways 
via  chartered  jets.  First  class 
luxury  on  the  chartered 
Royal  Cruise  Line  GOLDEN 
ODYSSEY.  All  meals,  in- 
cluding midnight  buffet. 

Cruise  director  and  staff  to 
assist  you  at  all  times. 
Generous  70  lb.  luggage 
allowance.  Duty-free  shop- 
ping on  board  and  ashore. 


ON  BOARD. 

From  port  to  beautiful  port, 
basking  in  the  casual  elegance 
of  your  brand  new  ship, 

GOLDEN  ODYSSEY. 

Launched  in  February  1974,  it's 
a shiny  new  world  of  pleasurable 
diversions,  intimate  lounges, 
theater,  swimming  pool  and 
fully  equipped  gym.You’ll  dine 
on  superb  international 
cuisine  and  delicious 
regional  specialties  . . . 
sharing  warm  days  and 
pleasant  nights  with  old 
==  and  new  cruise  friends. 


SEND  TO: 

Tennessee  Medical  Association 
112  Louise  Avenue,  Nashville,  Tenn. 

Enclosed  is  mv  check  for  S 


37203 


C$100  per  person) 


as  deposit.  I understand  the  total  deposit  will  be  refunded  if  it 
becomes  necessary  to  cancel  my  South  American  Adventure 
membership  at  least  60  days  before  departure,  when  final  payment 
is  due. 

NAME 


! ADDRESS 

•CITY 

STATE 

;PHONE 

ZIP 

Make  your  reservations  now  . 

. space  is  limited. 

DEPARTING  NASHVILLE  AND  MEMPHIS  FEB.  19,  1975 


Another  non-regimented  INTRAVdeluxe  adventure. 


E.  Kent  Carter 
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Some  Facts  for  Physicians 

PSRO  became  law. 

The  fight  raged  in  local,  state  and  national  medical  organizations  over 
cooperating  with  the  Federal  law  or  ignoring  it.  Generally  over  the  nation 
cooperation  carried  the  day.  This  was  true  in  Tennessee.  The  TMA  House 
of  Delegates  acted  to  establish  the  Tennessee  Foundation  for  Medical  Care, 

Inc.  and  with  work  and  planning,  the  Foundation  was  designated  by  the 
Bureau  of  Health,  Education  and  Welfare  (HEW)  to  operate  peer  review  in 
Area  II,  which  includes  most  of  the  state,  except  Shelby  County.  I believe 
it  will  soon  include  the  entire  state,  with  the  exception  of  Shelby  County. 

The  fighting  and  controversy  has  shifted  from  cooperation  with  the  law, 
to  local  battles  of  who  will  perform  the  review;  whose  computer  system  will 
the  local  area  use;  who  will  control  the  facts;  who  will  set  the  norms  and 
standards,  etc.  Local  hospital  staffs  and/or  local  medical  societies  had  best 
put  their  bickering  behind  them.  When  the  Foundation  was  designated  as 
the  peer  review  organization  for  Area  II,  it  was  charged  with  the  responsi- 
bility for  the  operation  of  peer  review  in  its  area.  The  Foundation  has  the 
authority  to  inspect  the  reviewing  mechanism,  utilization  committee,  or 
quality  care  evaluation  program  now  in  operation,  and  determine  if  it 
meets  PSRO  requirements.  It  can  approve  or  disapprove  any  existing 
system. 

The  Foundation  is  charged  with  seeing  that  any  system  approved  does 
the  following: 

1 . Admission  certification 
concurrent  with  the 
admission  of  the  patient, 
not  retroactive. 

2.  Continued  Stay  Review. 

3.  Medical  Evaluation  Study 

4.  Discharge  Planning. 

Most  of  us  in  practice  in  hospital  areas  already  have  a system  that  does 

some  of  the  above.  I doubt  if  any  of  us  are  associated  with  a system  that 
accomplishes  the  first  five  items  completely.  Regardless  of  this,  Number 
Six  is  a key  responsibility  designated  to  the  Foundation,  and  it  is  a major 
bone  of  contention  because  it  requires  standard  reporting  of  information  to 
establish  an  area-wide  profile.  To  accomplish  Item  Six,  facts  and  figures 
must  be  accumulated.  It  cannot  be  a hodgepodge  collection.  They  must 
be  collected  in  a form  that  is  standard  to  allow  for  computer  processing. 

The  Foundation  is  not  being  unreasonable  when  it  requests  physicians  and 
hospital  administrators  that  certain  information  must  be  submitted  on 

Foundation  forms.  There  must  be  uniformity  in  collection  of  data  to  jj 

prepare  profiles. 

It  matters  very  little  whether  your  hospital  collects  the  figures  from 
PAS-MAP,  TUP,  HUP  or  from  any  other  alphabetically  designated  system. 

The  fact  remains  that  the  Foundation  must  establish  the  profiles  for 
Area  II  for  review  by  big  brother,  and  to  establish  them  they  must  have 
your  information  on  their  forms.  The  Foundation  system  has  been 
approved  and  authority  has  been  designated. 

Join  the  Foundation  and  become  a member.  Urge  your  staff  to  put  their 
information  on  Foundation  forms.  The  most  simple  solution  is  to  utilize 
the  Foundation’s  complete  system  of  admission  certification,  continued  stay 
review,  quality  care  assessment,  medical  care  evaluation,  discharge  planning, 

(Continued  on  page  1033) 


5.  Developing  norms  and  standards 
for  carrying  out  the  above 

four  items. 

6.  Establish  profiles  for 

Area  II,  which  can  be  reviewed 
and  compared. 
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editorials 


The  Lord  That  Heats: 

A Christmas  Gift 

I am  the  Lord  that  healeth  thee. 

Exodus  15:26 

Do  you  believe  healing  is  from  God,  the 
result  of  His  Christmas  gift  to  man?  This  is 
written  to  answer  some  scripturally  unsound 
notions  implying  a conflict  between  Christianity 
and  “rational”  medicine,  which  are  not  only 
widely  believed  about  Christians,  but  are  believed 
and  being  taught  by  many  in  the  Christian  church. 
It  is  written  from  the  point  of  view  of  a phy- 
sician called  of  God  to  be  just  that,  who  believes 
about  the  Bible  what  it  says  of  itself,  that  “ail 
Scripture  is  inspired  of  God,  and  is  profitable  . . . 
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that  the  man  of  God  may  be  . . . thoroughly 
furnished  unto  all  good  works  (II  Timothy  3 : 1 6- 
17).  If  your  view  of  scripture  differs,  that  is  not 
my  problem.  This  is  written  not  as  a defense 
of  Christianity  or  of  the  Bible,  for  they  need 
none,  but  to  set  the  record  straight. 

The  notion  that  rational  medicine  and  Chris- 
tianity are  in  basic  conflict  no  doubt  has  multiple 
and  varied  roots,  but  the  principle  one  appears 
to  arise  from  the  error  of  lumping  Christianity 
with  various  religions,  with  which  it  has  nothing 
in  common.  Christianity  (and  orthodox  Judaism 
as  well)  is  not  a religion.  Religion  has  by  defini- 
tion to  do  with  man’s  search  for  God,  often 
including  the  manufacture  of  a god  of  his  own 
choosing  or  liking,  and  it  often  also  includes 
efforts  to  appease  his  anger.  Although  much  of 
what  the  church  does  and  historically  has  done 
falls  into  this  category,  it  has  nothing  to  do  with 
Biblical  Christianity,  nor  with  the  faith  of  Moses 
and  the  Prophets.  The  entire  Bible  is  the  story 
of  God’s  reaching  out  to  man,  and  His  efforts 
in  man’s  behalf,  even  when — and  usually  because 
— man  has  turned  from  Him  and  rejected  Him. 
One  of  His  efforts  in  man’s  behalf  is  to  heal  him. 

From  the  beginning,  God  indicated  His  desire 
and  His  power  to  heal.  To  Israel  coming  out  of 
Egyptian  bondage,  he  said,  “I  am  the  Lord  that 
healeth  thee.”  This  can  be  properly  translated, 
“I  am  the  Lord,  your  doctor.”  We  find  Jesus, 
God’s  final  revelation  of  Himself,  healing  all  who 
came  or  were  brought  to  Him.  He  did  not  heal 
some  and  turn  others  away — we  are  told  He 
healed  them  all. 

This  has  led  many  people,  even  many  in  the 
church,  to  see  a dichotomy  in  Christian  doctrine. 
On  the  one  hand,  there  is  the  admonition  of 
Christ  the  Healer,  to  which  Christian  physicians 
necessarily  subscribe,  to  care  for  the  sick.  On 
the  other  hand,  however,  there  is  the  conviction 
that  the  body  is  vile,  and  of  no  worth  as  com- 
pared to  the  soul,  a notion  which  has  been 
espoused  by  some  teachers  in  the  church  since 
early  times,  and  which  has  led  to  asceticism,  often 
extreme.  This  doctrine  of  the  dichotomy  of  the 
soul  and  body,  however,  had  its  origins  neither 
in  Christianity  nor  in  Judaism,  but  in  Greek  phi- 
losophy, and  was  considered  a grave  heresy  by 
the  early  church.  It  was  specifically  because  of 
this  Gnostic  heresy  that  the  Apostle  John  wrote 
his  gospel,  to  show  that  God,  so  far  from  con- 
sidering the  body  vile,  Himself  put  on  human 
flesh.  Genesis  teaches  that  only  when  God 
breathed  into  man  the  breath  of  life,  did  man 
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became  a living  being.  Hebrew  and  early  Chris- 
tian theology  insisted  that  man  was  man  only 
insofar  as  he  was  composed  of  body,  soul,  and 
spirit.  The  Apostle  Paul  refers  to  the  body  as 
the  temple  of  the  Holy  Spirit. 

There  is,  then,  not  only  no  scripturally  based 
prejudice  against  healing,  but  the  members  of 
the  New  Testament  church  continued  on  in  the 
manner  of  their  Lord.  Luke  tells  us  (Acts  3)  of 
the  beggar  at  the  gate,  who  does  not  appear  to 
have  been  a believer,  begging  for  money,  yet 
Peter  in  the  name  of  Jesus  said,  “Rise  up  and 
walk.”  We  are  told  he  did,  “walking  and  leaping 
and  praising  God.”  Jesus  said,  “These  signs  shall 
follow  them  that  believe.  They  shall  ...  lay 
hands  on  the  sick  and  they  shall  recover.”  (Mark 
16:17-18).  James  says  (5:14-15),  “Is  there  any 
sick  among  you?  . . . The  prayer  of  faith  shall 
save  the  sick,  and  the  Lord  shall  raise  him  up.” 

As  Europe  was  periodically  decimated  by 
plagues  in  the  Middle  Ages,  the  church,  now 
become  a rich,  worldly  political  power  all  of 
whose  subjects  were  automatically  Christian  by 
imperial  decree,  saw  itself  powerless  to  cope  with 
disease,  and  began  to  teach  that  sickness  was 
God’s  judgment  on  sinners  and  a testing  for  be- 
lievers. Doctors  were  considered  to  be  func- 
tioning against  the  will  of  God.  A consideration 
of  the  reasons  for  the  presence  of  evil  in  the 
world  is  obviously  too  complex  to  be  considered 
here — and  possibly  anywhere  else,  though  reams 
have  been  written  about  it.  Everything  in  Scrip- 
ture, though,  insists  that  it  is  God’s  will  to  heal. 

How  God  heals  is  not  at  issue  in  this  editorial. 
That  doctors  are  a part  of  His  plan,  however,  is 
indicated  by  the  honored  position  accorded  a 
Greek  physician  by  the  Apostle  Paul — Doctor 
Luke,  the  writer  of  the  third  gospel,  historian 
of  the  young  church,  and  Paul’s  “beloved  phy- 
sician.” It  should  be  obvious,  though,  that  God 
does  not  need  man  to  heal.  Hence,  Christianity 
is  being  given  a major  share  of  the  blame  for  the 
retreat  from  reason  which  has  come  about  during 
the  past  decade  as  a reaction  to  overwhelming 
scientific  advance.  In  fact,  however,  many  more 
people  have  turned  to  yoga,  transcendental  medi- 
tation, Zen — all  with  their  roots  in  Eastern  mys- 
tery religion,  to  witchcraft  and  Satanism,  to 
“religion,”  and  even  to  “the  church”  to  avoid 
turning  to  God.  There  is  nothing  irrational  or 
unreasonable  about  God,  about  the  Bible,  or 
about  Biblical  Christianity.  God  does  not  re- 
quire His  people  to  throw  away  their  minds, 
but  to  subject  them  to  Him.  Though  man’s  use 


of  it  may  be  evil,  truth,  which  embraces  sci- 
entific truth  and  therefore  medicine,  comes  from 
only  one  place. 

The  church  has  over  and  over  compromised 
with  the  world,  but  in  the  area  of  “rational 
medicine”  there  has  never  been  a need  to  com- 
promise. God  has  always  been  in  the  healing 
business,  and  He  will  use  any  means  at  his 
disposal.  Like  PSRO  and  a lot  of  other  things, 
Christianity  (as  opposed  to  “the  church”)  and 
the  Bible  are  attacked  most  violently  by  those 
who  know  it  least  well.  They  often  know  what 
people  say  about  it,  sometimes  they’ve  read  what 
others  have  written  about  it,  and  sometimes, 
with  their  minds  made  up,  they  don’t  want  to  be 
confused  with  facts.  They  should  read  the  manual 
and  get  to  know  the  author. 

When  all  else  fails,  read  the  directions! 

J.B.T. 

IMPACT  on  Politics 

It  is  gratifying  that  so  many  Tennessee  phy- 
sicians took  part  in  one  way  or  another  in  the 
political  campaign  just  past.  A look  at  contribu- 
tor lists  of  the  candidates  showed  the  names  of 
a large  number  of  you.  As  is  usual  in  our  free 
system  of  choosing  our  officials,  you  win  some 
and  you  lose  some. 

To  those  of  you  whose  candidates  won,  con- 
gratulations. To  those  of  you  whose  candidates 
lost,  congratulations,  too — not  that  you  backed 
a losing  candidate,  but  that  you  backed  a candi- 
date. The  beauty  of  our  system  is  that  in  two 
or  four  years,  you’ll  have  another  chance,  and 
maybe  your  candidate  will  win.  It’s  a cinch  he 
won’t  if  you  don’t  back  him. 

To  those  of  you  who  didn’t  participate,  you 
will  also  have  a chance  next  time  to  rejoice  or 
complain  with  the  rest  of  us.  Until  then,  you 
have  no  right  to  do  either.  One  way  in  which 
you  can  make  your  voice  heard  is  through  IM- 
PACT— Independent  Medicine’s  Political  Action 
Committee  in  Tennessee.  Why  not  consider  be- 
coming a sustaining  member  while  you’re  at  it? 

J.B.T. 

For  The  Children 

This  time  of  year  when  our  thoughts  turn — 
and  indeed  are  turned — to  children.  The  Babe 
of  Bethlehem.  Toy  stores.  Christmas  trees,  and 
so  on.  If  we  have  children  or  grandchildren,  we 
try  especially  hard  to  make  this  a happy  time, 
and  our  thoughts  often  turn  to  our  own  childhood. 

A lot  of  children  though  have  a hard  time  just 
making  it  into  the  world;  but  thanks  to  some 
very  specialized  medical  services  available  to  you, 
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a lot  of  previously  potential  discards  are  gladden- 
ing the  hearts  of  their  parents  as  well  as  those 
of  the  doctors  and  nurses  participating  in  their 
advent. 

In  the  Report  from  the  Regional  Medical  Pro- 
grams in  this  issue,  to  which  I refer  you,  we 
read  of  the  programs  for  the  care  and  treatment 
of  high  risk  newborn  infants  at  the  University 
of  Tennessee  Memorial  Hospital  in  Knoxville, 
Vanderbilt  Hospital  in  Nashville,  and  the  City 
of  Memphis  Hospital.  These  three  programs, 
sponsored  by  the  state’s  two  RMP’s,  cover  Ten- 
nessee with  a network  of  specially  equipped  and 
manned  vans  and  helicopters  to  care  for  the 
high  risk  neonates. 

It  behooves  any  of  you  involved  in  obstetrics 
or  perinatal  care  to  become  thoroughly  familiar 
with  the  availability  of  these  services.  It’s  for 
the  children. 

J.B.T. 

Reprise:  Autumn  Color  Splashes 

Consider  the  lilies  of  the  field  how  they  grow  . . . 

I say  to  you.  that  even  Solomon  in  all  his  glory 

was  not  arrayed  like  one  of  these. 

Matt.  6:28,  29 

I have  in  my  hand  a maple  leaf — not  just  any 
maple  leaf,  but  an  autumn  maple  leaf.  It  is 
golden,  splotched  with  scarlet  and  fringed  with 
brown.  It  is  becoming  wrinkled,  and  it  is  dead. 
It  is  also  beautiful.  Though  it  is  perhaps  not  as 
scientifically  elegant  in  death  as  in  life,  it  is  much 
more  spectacular.  Like  everything  else  in  nature, 
it  can  be  reduced  to  biological  processes  and 
chemical  formulas.  This  can  either  make  it  or 
break  it  for  you — but  I hope  for  your  sake  it 
doesn’t  leave  you  unmoved. 

The  beauty  of  nature,  of  course,  resides  not 
only  in  the  seen,  but  in  the  unseen,  too,  and  the 
coloring  process  of  the  things  of  nature  is  elegant 
indeed.  Color  ultimately  comes  from  light,  and 
what  color  objects  turn  out  to  be  depends  on 
their  ability  to  absorb  some  wave  lengths  and 
reflect  others.  Metal  oxides  have  varying  colors, 
and  one  of  the  color-producing  groups  of  organic 
compounds  are  the  metalloporphyrins.  The  basic 
porphyrin  nucleus  has  a formula  C2o  H44  N4. 
The  porphyrins  found  in  nature  have  various  side 
chains  substituted  for  the  eight  external  hydrogen 
atoms  in  the  porphyrin  (tetrapyrrole)  nucleus. 
Metal  ions  are  incorporated  into  the  center  of 
the  ring,  so  that  if  it  is  iron,  we  have  hemoglobin 
or  cytochromes,  while  copper  gives  the  blue 
respiratory  pigment  found  in  some  lower  orders. 
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The  incorporation  of  magnesium  gives  us  chloro- 
phyll (Mg+  + — tetrapyrrole) . 

Oxidized,  hemoglobin  is  red,  cytochromes  are 
yellow,  and  chlorophyll  is  green.  Reduced,  all 
are  colorless.  Chlorophyll,  of  two  kinds,  a (C55 
H72  O5  N4  Mg)  and  b (C55  H70  Og  N4  Mg), 
along  with  non-metallic  yellow  or  red  pigments, 
carotene  (C40  H5G)  and  xanthophyll  (C40  H56 
02)  and  other  carotenoids  are  mixed  together 
in  the  plant  cell  cytoplasm  in  little  packets  called 
chloroplasts.  Varying  the  amounts  of  each  gives 
the  living  leaf  colors  ranging  from  yellow-green 
to  blue-green,  and  in  some  leaves  the  addition  of 
water  soluble  anthocyanine  gives  a color  border- 
ing onto  red  or  purple. 

When  the  leaf  dies,  the  chloroplast  ruptures 
and  the  chlorophyll  comes  into  contact  with  the 
leaf’s  sugars,  by  which  it  is  reduced,  becoming 
colorless.  What  color  remains  is  due  to  the  lipid- 
soluble  carotene  and  xanthophyll,  water  soluble 
anthocyanins  and  anthoxanthins,  and  any  un- 
reduced chlorophyll.  This  is  the  basic  process 
leading  to  autumn  colors — just  like  the  old  copper 
sulfate  reaction,  where  the  oxidized  copper  is 
blue  and  the  reduced  form  is  red.  I assume 
everyone  but  me  made  the  association  of  this 
with  the  coloring  of  autumn  leaves.  Every  eighth 
grade  science  student  probably  is  taught  it  these 
days.  I had  to  read  it  somewhere,  embarrassingly 
late  in  my  career.  I don’t  remember  what  I 
thought  gave  the  leaves  their  autumn  glory — I 
rather  suspect  I simply  enjoyed  it  as  a gift  from 
God,  displaying  a deplorable  lack  of  intellectual 
curiosity. 

How  the  color  ultimately  comes  out  depends 
upon  the  amount  of  sugar  present,  the  nature 
of  the  leaf  itself,  and  the  rapidity  of  its  death. 
If  death  occurs  quickly,  as  by  freezing,  the  sugar 
is  sealed  in,  and  if  it  happens  to  be  the  type  of 
leaf  with  enough  sugar  to  reduce  all  the  chloro- 
phyll, lots  of  color  results  (if  it  is  the  kind  of 
leaf  with  lots  of  other  pigment).  If,  on  the  other 
hand,  the  leaf  dries  slowly  or  is  nipped  only 
slightly,  the  sugar  drains  back  into  the  tree, 
and  the  leaf  just  shrivels  and  turns  brown. 

But  as  I contemplate  my  leaf,  and  observe  its 
beauty,  how  can  I so  easily  dismiss  the  deep  red 
of  the  oak,  the  scarlet  of  the  sweetgum  and 
dogwood,  or  the  flaming  maple?  How  can  I so 
explain  the  constant  yellowing  and  shrivelling  of 
the  sycamore  leaf,  or  understand  why  the  hack- 
berry  always  loses  its  leaves  in  September,  long 
before  the  cold  comes?  Why,  when  most  of  the 
leaves  have  fallen,  will  there  be  a few  trees  of 
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the  same  kind  which  not  only  are  still  in  full 
leaf,  but  are  green?  Or  what  does  it  tell  me 
about  why  the  oak  turns  so  late,  and  why  its 
leaves  often  cling  throughout  the  winter,  until 
pushed  off  by  new  ones  next  spring?  We  know 
so  much,  yet  when  the  chips  are  down,  it  always 
turns  out  to  be  such  a small  part  of  the  whole, 
and  should  leave  us  in  awe  of  our  Creator. 

This  has  been  a strange  fall — early  and  short, 
and  very  lovely.  It  sort  of  crept  up  on  me, 
maybe  because  for  one  thing  there  were  some 
real  autumn  days  in  late  August — crisp  and  cool, 
with  a blue-bird  blue  sky.  Since  I knew  it  was 
too  early  really  to  be  autumn,  maybe  I was  lulled 
into  a sort  of  false  sense  of  security.  Then,  when 
autumn  finally  did  come,  instead  of  descending 
on  me,  it  rose  to  meet  me  through  an  airplane 
window  as  I looked  down  onto  the  usually  dull 
Illinois  checkerboard,  and  realized  there  was  a 
lot  more  color  down  there  than  that  of  summer. 
The  countryside  had  taken  on  the  aspect  of  a 
Seurat  canvas,  with  a perfusion  of  color  splotches 
of  bright  red,  crimson,  and  gold,  pale  pastel  pinks 
and  yellows,  and  the  usual  greens  and  browns, 
making  a kaleidoscopic  pattern  as  the  earth  rushed 
by.  When  I got  back  home  to  Tennessee,  I found 
the  color  had  moved  South  in  my  absence. 

What  brought  all  of  this  on  was  a couple  of 
mid-October  days  which  began  shortly  after 
sunrise  at  Montgomery  Bell  State  Park  near 
Dickson,  Tennessee,  and  ended  near  sunset  the 
following  day  some  250  miles  or  so  to  the  north 
in  Bloomington,  Indiana.  A long  season  can  be 
compressed  into  a very  short  time  by  doing  this, 
and  it  was. 

The  foliage  at  Montgomery  Bell  was  at  the 
height  of  its  color,  and  the  leaves  were  just 
beginning  to  fall,  so  that  there  was  a thin  carpet 
of  color  on  the  ground  as  I walked  down  the  hill 
from  the  Inn  to  the  lakeside.  It  was  cold,  and  a 
silvery  mist  rose  from  the  warmer  waters  of  the 
lake.  Every  now  and  then  a “big  one”  broke 
the  surface  with  a resounding  splash,  and  the 
restless  water  marked  its  place  with  cascading 
ringlets  which  on  one  side  finally  lost  them- 
selves in  the  misty  dawn  and  on  the  other  lapped 
the  shore  at  my  feet.  In  the  disturbed  water 
feathery  plants  waved  back  and  forth,  as  silvery 
minnows  darted  between  them,  doubtless  hunting 
for  food  hidden  from  my  view.  The  sky  was 
blue  and  clear  overhead,  contrasting  sharply  with 
the  murky  dimness  of  the  hollow.  At  the  op- 
posite end  of  the  hollow  was  the  only  sunlit  spot 


visible  to  me,  a brilliantly  spectacular  hillside, 
aflame  with  autumn  gold. 

As  I contemplated  all  that  beauty,  which  was 
almost  palpable,  I became  aware  of  a persistent 
rapid-fire  drumming  overhead.  I moved  up  the 
hillside  to  get  a view  of  its  etiology  and  finally 
spotted  above  me  a huge  woodpecker  pecking 
away  on  a dead  branch.  Though  I made  no  real 
effort  to  remain  unnoticed,  he  paid  me  no  mind 
except  occasionally  to  cock  his  beautiful  scarlet 
head  in  my  direction  and  give  me  the  “fish  eye,” 
all  the  while  drilling  and  eating,  drilling  and 
eating.  Finally,  apparently  having  finished  his 
breakfast,  he  gave  me  a final  once-over — I thought 
disdainfully — and  away  he  flew,  a flash  of  red 
and  black  and  white. 

In  looking  for  the  woodpecker,  I had  moved 
away  from  my  enchanted  corridor.  When  I re- 
turned to  enjoy  it  further,  it  had  vanished.  All 
the  structures  were  there,  but  the  enchantment 
had  fled  with  the  coming  of  the  sun.  I used  to 
be  a “camera  nut,”  and  for  most  of  my  life  my 
view  of  the  world  was  rectangular.  I was  forever 
jockeying  for  the  best  angle,  like  Faust  trying  to 
freeze  forever  the  moment  fleeting:  “Yet  still 
delay — Thou  art  so  fair.”  I took  lots  of  pictures, 
and  some  were  good  and  many  were  beautiful. 
But  film  will  preserve  only  small,  flat  pieces  of 
God’s  world.  How  liberating  to  have  a wide 
field  of  view!  A picture  may  be  worth  a thousand 
words  (which  I doubt!)  but  a wide  angle  view, 
with  feeling,  is  worth  a thousand  pictures! 

October  is  the  month  when  a major  portion 
of  our  country  changes  from  summer  to  winter, 
in  fact,  if  not  in  theory.  Because  winter  moves 
for  the  most  part  progressively  southward  in  the 
nation’s  middle  basin,  the  trip  to  Indiana  took 
me  through  the  two  or  three  critical  weeks  of 
fall  in  a few  hours,  from  sheltered  areas  around 
Nashville  where  the  leaves  were  just  beginning 
to  “turn”  to  Brown  County,  Indiana,  one  of  the 
most  gorgeous  color  spots  of  the  nation,  where 
on  many  hillsides  the  trees  were  now  virtually 
bare,  their  colorful  cloaks  thrown  on  the  ground 
as  a welcoming  gesture  to  Old  Man  Winter.  All 
along  the  way,  the  banks  bordering  the  interstate, 
sewn  with  grass  and  spotted  with  undergrowth — 
prosaic  and  unprepossessing  enough  in  summer — 
displayed  a brilliant  patchwork  of  crimson  and 
gold  in  a green  matrix.  And  every  so  often,  in 
the  northernmost,  barest  places,  across  a field  a 
protected  hill  occasionally  loomed  up,  its  lowest 
tier  still  green,  and  above  it  the  whole  gamut  of 
brilliant  color. 
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As  I drove  along,  I watched  the  bright  blue 
October  sky  turn  hazy,  then  change  to  overcast, 
first  at  different  levels,  where  between  broken 
low  gray  clouds  I could  still  see  the  sky,  now 
a corrugated  blue  and  white,  looking  for  all  the 
world  like  the  sand  in  the  tidal  pools  at  the 
seashore,  the  result  of  very  high  formations  of 
ice  crystals  being  sculptured  by  air  currents.  Very 
soon,  though,  all  was  low  overcast,  and  dark, 
and  a cold  drizzle  had  begun  to  fall.  A few 
bright  leaves  clung  tenaciously  to  the  lower 
branches  of  the  trees,  the  underbrush  was  still 
livid  with  color,  and  there  was  an  occasional 
full-leafed  tree,  usually  brilliant,  sometimes  green. 
But  there  was  no  doubt  that  though  there  would 
be  other  warm,  bright  days,  1 was  being  given 
a sneak  preview  of  winter.  There  were  even  a 
few  flakes  of  snow  mixed  with  the  drizzle. 

So  I hold  in  my  hand  one  of  the  leaves, 
splotched  with  red  and  gold,  edged  in  brown, 
beginning  to  wrinkle — dead  but  still  beautiful. 
It  is  a reminder  that  winter  should  be  here  by 
the  time  you  read  this  a few  weeks  from  now. 

J.B.T. 


October  14.  1974 

Birth  Defects  Prevention  Clinic 

To  the  Editor: 

An  inter-departmental  facility,  the  Prenatal  Birth  De- 
fects Prevention  Clinic,  has  been  established  at  Vander- 
bilt University  Hospital,  Nashville,  Tennessee.  The 
center  is  staffed  by  members  of  the  departments  of 
Obstetrics  & Gynecology,  Pediatrics,  and  Medicine. 

It  is  our  purpose  to  offer  appropriate  genetic  coun- 
selling and  testing  to  parents  who  have  had  defective 
or  deformed  children  and  fear  that  their  next  offspring 
might  be  similarly  affected. 

We  should  like  to  extend  diagnostic  and  therapeutic 
services  to  physicians  caring  for  women  who  are  con- 
templating pregnancy  and  who  are  reluctant  to  become 
pregnant  because  of  the  fear  of  birth  defects,  or  women 
who  are  already  pregnant  and  may  fall  in  the  high  risk 
category  for  untreatable  genetic  diseases  in  their  families. 

Due  to  technological  advances  in  tissue  culture,  it  is 
now  possible  to  perform  chromosomal  and  enzymatic 
analysis  on  fetal  cells  in  amniotic  fluid  obtained  by 
amniocentesis.  If  a fetus  is  found  to  be  affected,  upon 
recommendation  of  the  Medical  Advisory  Board  of  this 
center,  medical  termination  of  the  pregnancy  may  be 
offered  to  the  patient. 
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Among  the  disorders  to  which  the  center  directs  its 
attention  are: 

A.  Chromosomal  disorders. 

1.  Down’s  syndrome. 

2.  Other  trisomies. 

3.  Partial  monosomies. 

4.  Translocations. 

5.  Deletions. 

6.  Certain  forms  of  Mosaicism. 

B.  Sex-linked  disorders. 

1.  Muscular  dystrophy  (Duchenne). 

2.  Hemophilia  A&B. 

3.  Other  rare  sex-linked  conditions. 

C.  Enzymatic  and  Metabolic  Diseases. 

A reasonable  fee  will  be  charged  for  these  services; 
however  no  patient  will  be  refused  care  due  to  in- 
ability to  pay.  Referral  of  the  patient  back  to  the 
original  physician  is  contemplated. 

Should  you  feel  that  any  of  your  patients  might 
benefit  from  this  service,  please  feel  free  to  contact  us 
by  telephone  or  mail  at  the  above  address  and  phone 
number  listed  on  this  letterhead. 

We  ask  that  you  particularly  consider  using  the 
chromosome  studies  service  for  pregnant  women  over 
the  age  of  35,  who  are  of  high  risk  for  Mongolism  and 
other  chromosomal  abnormalities. 

Sincerely  yours, 

David  Acker,  Instructor 
Obstetrics  & Gynecology 
Ian  Burr,  Associate  Professor 
Department  of  Pediatrics 
Eric  Engel,  Professor 
Department  of  Medicine 
Donnie  Richman,  R.N.,  MN. 
Obstetrics  & Gynecology 

Erratum 

To  the  Editor: 

As  a Francophone,  I must  point  out  the  errors  on 
pp.  863/4  of  JTMA,  Oct.  74. 

The  quote  should  read: 

plus  ca  change,  plus  c'est  la  meme  chose 
(Alphonse  Karr,  Les  Guepes,  1849) 

T.  Mark  Hodges 

Vanderbilt  Medical  Center  Library 

To  the  Editor: 

The  following  unpublished  letter  to  The  Nashville  Ten- 
nessean is  transmitted  for  publication  in  the  Journal. 

Editor  November  13,  1974 

The  Nashville  TENNESSEAN 
1100  Broad  Street 
Nashville,  Tennessee  37203 

To  the  Editor: 

We  take  notice  of  the  fact  that  once  again  the  Nash- 
ville TENNESSEAN  uses  false  statements  in  an  effort 
to  sway  public  opinion  towards  your  own.  The  editorial 
that  appeared  in  your  November  13,  1974  issue  states 
that  the  American  Medical  Association  “poured  vast 
sums  of  money  into  the  campaigns  of  candidates  for 
congress.”  The  truth  is  that  the  AMA  did  not  spend 
even  one  dollar  in  any  campaign  since  federal  law 
prohibits  such  contributions. 
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And,  as  one  might  expect  from  the  TENNESSEAN, 
you  fail  to  point  out  that  although  54  of  the  AMA’s  186 
sponsors  of  its  National  Health  Insurance  proposal  were 
defeated  in  the  recent  election,  the  132  remaining  mem- 
bers of  Congress  (both  Democrats  and  Republicans) 
who  endorsed  the  legislation  is  still  more  sponsors  than 
all  other  National  Health  Insurance  proposals  have 
combined.  Not  too  bad  a position,  irrespective  of  your 
assessment. 

Also  just  for  the  record,  organized  Labor  groups 
reported  spending  $4.3  million  in  the  election  in  its 
losing  effort  to  elect  a veto-proof  Congress.  We  will 
await  the  actions  of  this  new  Congress  to  see  just  who 
got  its  money’s  worth. 

David  H.  Turner,  M.D.,  Chairman 
Independent  Medicine’s  Political  Action 
Committee — Tennessee 


CAMP,  WILL,  Rock  Island,  died  October  17,  1974, 
age  92.  Graduate  of  Vanderbilt  University,  1908. 
Member  of  Nashville  Academy  of  Medicine. 

CLAYTON,  EVERETT  McCORD,  IR„  Nashville,  died 
October  3,  1974,  age  51.  Graduate  of  University  of 
Tennessee,  1947.  Member  of  Nashville  Academy  of 
Medicine. 

CORNETT,  DENNIS  M.,  Chattanooga,  died  October 
23,  1974,  age  56.  Graduate  of  Medical  College  of 
Georgia,  1943.  Member  of  Chattanooga-Hamilton  Coun- 
ty Medical  Society. 

CROSWELL,  CLYDE  V.,  Memphis,  died  November  2, 
1974,  age  77.  Graduate  of  University  of  Tennessee, 
1925.  Member  of  Memphis-Shelby  County  Medical 
Society. 

DIXON,  WILLIAM  CLARENCE,  Nashville,  died 
October  8,  1974,  age  93.  Graduate  of  Vanderbilt  Uni- 
versity, 1903.  Member  of  Nashville  Academy  of  Medi- 
cine. 

HALL,  EMMETT,  Memphis,  died  October  4,  1974,  age 
84.  Graduate  of  University  of  Louisville,  1914.  Member 
of  Memphis  and  Shelby  County  Medical  Society. 

MASON,  HOBERT  ODELL,  Alexandria,  died  October 
17,  1974,  age  62.  Graduate  of  University  of  Tennessee, 
1936.  Member  of  Smith  County  Medical  Society. 

MOBLEY,  JOSEPH  CLINTON,  Memphis,  died  Oc- 
tober 21,  1974,  age  63.  Graduate  University  of  Ten- 
nessee, 1935.  Member  of  Memphis  and  Shelby  County 
Medical  Society. 

TAYLOR.  W.  W.,  Memphis,  died  October  27,  1974, 
age  64.  Graduate  of  University  of  Tennessee,  1939. 
Member  of  Memphis  and  Shelby  County  Medical 
Society. 

THOMAS,  DAN  R.,  Knoxville,  died  October  24,  1974, 
age  80.  Graduate  of  Vanderbilt  University,  1919.  Mem- 
ber of  Knox  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome 
these  new  members  of  the  Tennessee  Medical  Associ- 
ation. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Joel  Eugene  Avery,  M.D.,  Chattanooga 
John  Benjamin  Brimi,  M.D.,  Chattanooga 
Bruce  E.  Dahrling,  II,  M.D.,  Chattanooga 
Drewry  Edgar  Haskins,  III.  M.D.,  Chattanooga 

NASHVILLE  ACADEMY  OF  MEDICINE 

David  Acker,  M.D.,  Nashville 

Ronald  B.  Addlestone,  M.D.,  Nashville 

William  J.  Binkley,  M.D.,  Madison 

Joseph  N.  Blunk,  M.D.,  Nashville 

David  G.  Bowers,  Jr.,  M.D..  Nashville 

M.  Gary  Carter,  M.D.,  Nashville 

James  E.  Fitzwater,  Jr.,  M.D.,  San  Francisco 

Gottlieb  C.  Friesinger,  M.D.,  Nashville 

Robert  A.  Frist,  M.D.,  Nashville 

Alan  D.  Glick,  M.D.,  Nashville 

Richard  Gordon,  M.D.,  Nashville 

Susan  L.  Hill,  M.D.,  Nashville 

William  S.  Keane,  M.D.,  Nashville 

E.  Ray  Lowery,  Jr.,  M.D.,  Nashville 

William  G.  Sale,  III,  M.D.,  Nashville 

Joseph  J.  Sannella,  M.D.,  Nashville 

David  B.  Todd,  Jr.,  M.D.,  Nashville 

Lloyd  A.  Walwyn,  M.D.,  Nashville 

Charles  A.  Wiggins,  M.D.,  Clarksville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Herbert  J.  Hostetler,  M.D.,  Oak  Ridge 
James  Michael  Tozer,  M.D.,  Harriman 

SULLIVAN-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

David  K.  Garriott,  M.D.,  Kingsport 
William  C.  Griffin,  Jr.,  M.D.,  Kingsport 
C.  Mack  Patton,  M.D.,  Kingsport 


program/  and  new/  of 
medical  rocietie/ 


Marshall  County  Medical  Society 

The  Marshall  County  Medical  Society  met  on  October 
21  in  the  Conference  Room  of  Community  Hospital  in 
Lewisburg.  Dr.  Lawrence  Nickell,  Radiologist  and  Ro- 
entgen Therapist  from  Columbia,  spoke  to  the  Society 
on  “Cancer  Management  of  the  Cervix,  Uterus  and 
Breast.” 

It  was  pointed  out  that  the  Society  was  granted  a 
charter  in  1957  by  the  Tennessee  Medical  Association 
and  that  among  those  attending  the  October  meeting 
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were  the  remaining  four  members  of  the  original  nine 
charter  members,  including  Dr.  Kenneth  Brown,  Dr. 
Hoyt  Harris,  Dr.  Jack  Phelps  and  Dr.  Saxon  Poarch. 

Nashville  Academy  of  Medicine  and 
Davidson  Medical  Society 

The  Society  met  on  November  12,  at  Baptist  Hos- 
pital and  heard  an  address  by  AMA  Executive  Vice- 
President,  Dr.  James  H.  Sammons.  His  discussion  was 
focused  on  present  AMA  services  and  attitudes  with 
particular  reference  to  National  Health  Insurance,  med- 
ical education,  postgraduate  educatkm  and  physician 
contribution. 

The  Academy  sponsored  a Medicine  and  Religion 
Seminar  on  November  14  at  West  End  United  Methodist 
Church.  The  topic  of  the  program  was  “Health  Crises 
in  the  Family,” 

Roane-Anderson  County  Medical  Society 

The  Society  met  on  October  29  at  the  Holiday  Inn  in 
Oak  Ridge.  Dr.  Marvin  I.  Gottlieb,  Associate  Pro- 
fessor of  Pediatrics  at  the  University  of  Tennessee 
Medical  Units  and  Director  of  the  Leigh  Buring  Me- 
morial Clinic  for  Exceptional  Children,  delivered  the 
Dwight  Clark  Memorial  Lecture.  His  topic  was  “Learn- 
ing Disorders — A Medical  Problem?” 


national  neui/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  is  now  in 
the  process  of  reviewing  and  updating  its  position 
on  national  health  insurance,  Malcolm  C.  Todd, 
M.D.,  has  told  Washington  groups. 

“Our  objective  is  to  make  the  AMA’s  national 
health  insurance  proposal  more  flexible,  while 
at  the  same  time  maintaining  certain  basic  pre- 
cepts,” Dr.  Todd  said. 

“If  necessary,  we  may  compromise  on  the 
method  of  financing  we  adopt.  But  we  are  not 
willing  to  fund  national  health  insurance  through 
an  increase  in  Social  Security  taxes;  nor  are  we 
willing  to  see  the  program  administered  by  the 
Social  Security  Administration. 

“We  want  a financing  mechanism  for  compre- 
hensive health  insurance  that  will  do  the  most  at 
the  least  cost.  This  could  involve: 

^Increase  employer-employee  contributions  for 
private  health  insurance; 

*The  use  of  general  tax  revenues; 

*Or,  an  individual  tax  credit  to  be  applied 
toward  full  health  care  protection.  This  latter 


method  was,  of  course,  the  method  employed 
in  Medicredit. 

“The  important  point  is  that  we  cannot  coun- 
tenance greater  fiscal  and  bureaucratic  authority 
for  the  Social  Security  Administration  or  an  in- 
crease in  the  Social  Security  tax. 

“Any  payroll  tax,  whether  collected  under 
Social  Security  or  not,  constitutes  the  most  in- 
sidious form  of  taxation  that  can  be  invoked 
by  government.  It  is  a totally  regressive  tax 
that  weighs  heavily  on  low  and  middle  income 
workers  and  lightly  on  the  affluent. 

“Finally,  the  measure  that  emerges  will  pro- 
vide comprehensive  health  care  benefits  as  well 
as  protection  against  the  catastrophic  costs  of 
prolonged  illness  for  every  American,”  Dr.  Todd 
said. 

* * * 

A batch  of  major  health  bills  are  hanging  afire 
for  the  “lame  duck”  session  of  Congress  starting 
Nov.  18.  Comprehensive  health  planning  bills 
have  cleared  Senate  but  not  the  House.  Though 
no  public  utility-type  regulation  is  in  prospect, 
other  measures  strengthening  government  plan- 
ning authority  abound. 

Health  manpower  legislation  with  provisions 
for  federal  service  in  shortage  areas  is  through 
Senate.  House  action  is  expected  shortly  after 
Congress  returns.  There  is  a possibility  that  one 
or  both  may  be  stalled  in  conference  as  the 
Administration  now  wishes  simple  extension  of 
present  programs. 

A health  revenue  sharing  bill  will  be  taken 
up  again  by  a House-Senate  conference.  This 
measure  extends  state  health  block  grants,  com- 
munity mental  health  centers,  family  planning, 
migrant  health  and  neighborhood  health  center 
programs.  It  should  secure  Congressional  enact- 
ment this  year. 

The  Health  Education  and  Welfare  appropri- 
ations bill  still  has  to  be  completed. 

No  chance  is  seen  for  passage  of  the  Omnibus 
Drug  amendments  bill  that  would  provide  Medi- 
care outpatient  drug  benefits,  a Federal  For- 
mulary, and  the  Administration’s  low-cost  drug 
plan  for  Medicare-Medicaid  patients. 

* * hs 

The  Health  Education  and  Welfare  Depart- 
ment has  issued  final  regulations  on  benefits  and 
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structure  of  Health  Maintenance  Organizations, 
giving  the  green  light  to  federal  grants  launching 
the  program. 

The  regulations  set  forth  the  rules  and  restric- 
tions and  benefits  that  must  be  followed  in 
order  for  organizations  to  qualify  as  HMO’s  and 
receive  federal  aid.  The  $325  million  HMO 
program  was  approved  by  Congress  in  1973. 

Grants  can  now  be  made  among  the  125 
groups  that  have  applied  for  funds  to  conduct 
feasibility  studies,  planning  and  development. 

The  HMO  Act  authorizes  federal  support  for 
five  years  “to  demonstrate  more  broadly  the  con- 
cept of  organizations  delivering  comprehensive 
health  care  services  on  a prepaid  basis.”  Last 
year  Congress  appropriated  $61  million.  The 
Administration  sought  $60  million  this  year,  but 
the  Senate  approved  only  $18  million  because 
of  a delay  due  to  the  development  of  the  compli- 
cated regulations. 

The  regulations  specify  basic  services  to  be 
provided  in  return  for  fixed  payments  made  on 
a periodic  basis  without  regard  to  the  frequency, 
extent,  or  kind  of  services  provided,  with  the 
payments  set  on  a community  rating  system. 
These  may  be  supplemented  by  what  the  regula- 
tions call  “nominal  copayments”  limited  under  a 
variety  of  formulas. 

Before  the  HMO  program  can  be  launched 
still  more  regulations  will  have  to  be  completed. 
The  most  important  is  the  statutory  requirement 
that  employers  with  more  than  25  workers  offer 
the  employees  the  option  of  joining  a qualified 
HMO  if  one  is  available.  These  proposed  regula- 
tions are  slated  to  be  issued  soon,  but  final  ones 
are  some  months  off. 

Though  suggestions  were  made  to  exempt 
HMO’s  from  Professional  Standards  Review 
Organization  (PSRO)  authority,  HEW  rejected 
them,  declaring  that  there  is  a need  “to  assure 
that  suitable  procedures  are  applied  to  HMO 
services  to  assure  they  conform  to  appropriate 
professional  standards  for  the  provision  of  health 
care  applicable  to  other  providers.” 

Basic  HMO  benefits  must  include: 

^physicians  services  (including  consultant  and 
referral  services  by  a physician); 

^'outpatient  services  and  inpatient  hospital  ser- 
vices; 

*medically  necessary  outpatient  and  inpatient 
emergency  health  services; 

*short-term  (not  to  exceed  twenty  visits),  out- 
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patient  evaluative  and  crisis  intervention  men- 
tal health  services; 

:|:medical  treatment  and  referral  services  (in- 
cluding referral  services  to  appropriate  an- 
cillary services)  for  the  abuse  of  or  addiction 
to  alcohol  and  drugs; 

^diagnostic  laboratory  and  diagnostic  and 
therapeutic  radiologic  services; 

*home  health  services;  and 

^preventive  health  services  (including  volun- 
tary family  planning  services,  services  for 
infertility,  preventive  dental  care  for  children, 
and  children’s  eye  examinations  conducted  to 
determine  the  need  for  vision  correction). 

^ ^ ^ 

Physicians,  patients  and  fellow  workers  have 
reacted  favorably  to  the  Physician  Assistants 
(PA)  employed  in  a pilot  experiment  by  Kaiser 
Foundation  Health  Plan,  according  to  a report 
on  the  program. 

At  present  seven  PA’s  are  on  duty  at  Kaiser. 
The  first  was  hired  in  1970,  a graduate  of  the 
Duke  University  PA  program  and  a former 
military  corpsman. 

There  was  concern  by  some  physicians  and 
administrators,  but  “the  greatest  resistance  came 
from  the  nursing  department,”  writes  Kaiser 
official  Paul  Lairson,  M.D.,  in  Inquiry,  the  Blue 
Cross  Association  magazine. 

As  the  nurses  began  to  work  with  the  PA 
and  learned  from  experience  that  there  was  more 
of  an  “equal  relationship”  with  him  than  with 
the  physicians,  they  became  a “traditional  team,” 
Dr.  Lairson  declared.  Furthermore,  “all  but  one 
of  the  physicians  who  worked  in  the  clinic  with 
the  PA  came  to  favor  expanding  the  program,” 
he  said. 

The  PA  saw  approximately  20  patients  per 
day  at  the  Vancouver  Washington  clinic.  He  was 
given  three  physical  examination  appointments 
and  the  rest  of  his  time  was  rapidly  filled  with 
the  “treatment  of  relatively  minor  medical  and 
surgical  problems,  whether  by  appointment  or  on 
a ‘drop-in’  basis.”  More  severe  or  chronic  prob- 
lems were  transferred  to  the  internist  or  other 
specialist. 


The  Department  of  Health,  Education  and 
Welfare  has  announced  that  commencing  with 
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the  first  of  the  new  year  the  Medicare  hospital 
deductible  will  jump  to  $92.  The  present  de- 
ductible is  $84. 

HEW  said  that  the  $92  deductible  is  equivalent 
to  the  average  cost  of  one  day  of  hospitalization. 
The  increased  payment  was  brought  about  by 
rising  hospital  costs,  HEW  said. 

The  Medicare  law  requires  an  annual  review 
of  hospital  costs  under  Medicare  and  an  adjust- 
ment of  the  portion  of  the  bill  for  which  a Medi- 
care beneficiary  is  responsible,  if  the  costs  have 
risen  substantially. 


Memphian  Patents  Plug  for  “Dry  Eyes” 

A Memphis  opthalmologist  has  developed  and 
patented  a plug  that  can  be  inserted  in  the  eye 
to  treat  patients  with  “dry  eyes”  by  blocking  their 
tear  flow. 

Dr.  Jerre  Freeman,  described  his  punctum 
plug  recently  at  a meeting  of  the  American  Aca- 
demy of  Ophthalmology  in  Dallas. 

The  punctum  plug  is  a tiny,  cone-shaped 
device  inserted  in  the  punctual  openings  in  the 
inner  corners  of  the  upper  and  lower  lids.  Dr. 
Freeman  reports  that  closing  the  punctual  open- 
ings helps  the  eye  to  preserve  all  three  layers  of 
the  tear  film  and  helps  it  to  absorb  medications. 


Radiation  Sickness  Center  to  be 
Built  at  Oak  Ridge 

Construction  has  begun  on  a $5.88  million 
radiation  sickness  research  and  treatment  center. 

The  Atomic  Energy  Commission  is  building 
the  facility  as  an  addition  to  Oak  Ridge  Hospital. 
It  will  be  operated  by  Oak  Ridge  Associated  Uni- 
versities, which  conducts  nuclear  educational  and 
research  programs  for  the  AEC. 

The  commission  said  the  center  will  provide 
“a  capability  for  the  treatment  of  radiation  acci- 
dent cases,  should  the  need  arise,  in  the  south- 
eastern United  States.” 


Ground  Broken  for  Addition  at 
Moccasin  Bend  Facility 

Mental  health  officials  have  broken  ground 
at  Moccasin  Bend  Hospital  for  construction  of 
an  $843,000  Mental  Health  Center  to  provide 
outpatient  service  to  residents  in  six  counties. 

“We  are  officially  launching  a very  new  and 


exicting  program,”  said  Dr.  C.  Richard  Tread- 
way, commissioner  of  the  Tennessee  Department 
of  Mental  Health. 

The  center,  a single-story  structure  expected  to 
be  completed  by  September,  1975,  will  serve 
people  in  north  Hamilton,  Marion,  Grundy,  Bled- 
soe, Sequatchie  and  Rhea  Counties.  It  will  house 
the  former  outpatient  department  of  Moccasin 
Bend  Psychiatric  Hospital. 

Cincinnati  Professor  Presents 
Goodpasture  Lecture  at  VU 

Dr.  Edward  A.  Gall,  professor  of  pathology 
at  the  University  of  Cincinnati  School  of  Medi- 
cine, presented  the  1974  Ernest  W.  Goodpasture 
Lecture  on  Oct.  17  at  Vanderbilt  University. 

The  lecture  was  entitled  “The  Goal  of  Medical 
Education:  Physician?  Health  Care  Purveyor? 
Handyman?” 

Dr.  Goodpasture,  in  whose  memory  the  lecture 
series  is  named,  was  a recognized  pioneer  of  his 
time  in  virus  research,  an  internationally  known 
medical  scientist,  a Vanderbilt  pathology  pro- 
fessor and  department  chairman,  and  a former 
dean  of  the  Vanderbilt  School  of  Medicine.  He 
also  served  on  the  Board  of  Trust  from  1955 
to  1960,  the  year  in  which  he  died. 

Dr.  Gall  has  served  the  University  of  Cincin- 
nati Medical  Center  for  more  than  23  years, 
not  only  as  professor  and  department  head  but 
also  as  vice  president  and  director.  He  has  been 
editor  of  the  American  Journal  of  Pathology  and 
president  of  many  national  pathology  and  oncol- 
ogy associations. 

Dr.  Rogers  Gives  Koenig  Lectures 

Dr.  David  E.  Rogers,  president  of  the  Robert 
Wood  Johnson  Foundation  and  a former  depart- 
ment chairman  in  the  Vanderbilt  School  of  Medi- 
cine, was  the  M.  Glenn  Koenig  visiting  professor 
of  medicine  at  Vanderbilt,  Nov.  14-15. 

Named  head  of  the  country’s  second  largest 
foundation  in  1971,  Rogers  has  had  a distin- 
guished career  as  a doctor,  educator,  and  ad- 
ministrator and  is  a nationally  recognized  au- 
thority in  health  care  delivery  and  the  research 
and  treatment  of  infectious  diseases.  His  major 
lecture  was  on  “Medical  Academe  and  the  Prob- 
lems of  Primary  Care.” 

Friends  and  associates  of  the  late  Dr.  M.  Glenn 
Koenig  established  the  visiting  professorship  in 
his  memory  as  “an  appropriate  way  to  pay  tribute 
to  the  contributions  he  made  to  the  medical 
community  of  Nashville  and  to  American  medi- 
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cine.”  From  1960  until  his  death  in  1972,  Koenig 
was  professor  of  medicine  and  head  of  the  di- 
vision of  infectious  diseases  at  Vanderbilt.  He 
and  Rogers  were  colleagues  at  the  school. 

Dr.  Rogers  was  named  professor  of  medicine 
and  chairman  of  the  department  of  medicine  at 
Vanderbilt  in  1959,  a position  he  held  until  his 
appointment,  in  1968,  as  vice  president  for  medi- 
cine and  dean  of  the  medical  faculty  and  director 
of  the  Johns  Hopkins  Hospital. 


pei/oncil  net u/ 


DR.  CHARLES  M.  ALDERSON,  Jackson,  has  been 
inducted  into  Fellowship  in  the  American  College  of 
Surgeons.  Other  Tennessee  physicians  inducted  include 
DR.  WALTER  CLAY  CHAPMAN,  JR.,  Greeneville, 
DRS.  NICHOLAS  G.  FORLIDAS,  BARRY  PARKER 
NORTON,  DAVID  MEDFORD  O’NEAL  and  PAUL 
CLAYTON  THOMPSON,  all  of  Chattanooga,  DRS. 
WILLIAM  KENNEDY  and  CALVIN  MORGAN,  JR., 
Johnson  City,  and  DRS.  FREDERICK  KILLEFFER  and 
JAMES  LEWIS,  both  of  Knoxville. 

DR.  JIM  BRADSHAW,  Lebanon,  has  been  elected  to 
the  Board  of  the  Wilson  County  Mental  Health  Center. 

DR.  JOHN  C.  BURCH,  Nashville,  recently  delivered 
a paper  entitled,  “Estrogens  in  the  Post-Menopause” 
during  the  International  Health  Foundation  meeting  in 
Geneva,  Switzerland. 

DR.  BENJAMIN  F.  BYRD,  JR.,  Nashville,  has  been 
installed  as  president-elect  of  the  American  Cancer 
Society. 

DR.  ELBERT  C.  CUNNINGHAM.  Harriman.  has  been 
named  a Fellow  of  the  American  Academy  of  Family 
Physicians.  Other  Tennessee  physicians  inducted  were 
DR.  WARREN  C.  RAMER,  SR.  and  DR.  CHARLES 
W.  WHITE,  both  of  Lexington. 

DR.  J.  W.  ERWIN,  Blountville,  has  been  made  a life 
member  in  the  Tennessee  Public  Health  Association. 

DR.  W.  G.  FROST,  Elizabethton,  was  honored  recently 
by  the  staff  of  Carter  County  Memorial  Hospital  for 
his  50  years’  service  to  the  community.  Also  honored 
were  DRS.  E.  L.  CAUDILL,  SR.  and  ELMER  T. 
PEARSON,  both  of  Elizabethton. 

DR.  MARVIN  I.  GOTTLIEB,  Memphis,  was  a recent 
speaker  at  the  Roane-Anderson  County  Medical  Society 
meeting.  Dr.  Gottlieb  spoke  on  “Learning  Disabilities 
— a Medical  Problem?” 

DR.  PHILLIP  W.  HAYES,  Dickson,  has  been  elected 
president  of  the  Middle  Tennessee  Medical  Association. 

DR.  ROBERT  P.  HORNSBY,  Knoxville,  has  been 
elected  chairman  of  the  Clean  Environment  Council. 
Dr.  Hornsby  has  also  been  appointed  to  the  Health 
Education  Task  Force. 

DR.  R.  H.  HUTCHESON,  Franklin,  has  received  the 


Distinguished  Service  Award  from  the  Tennessee  Public 
Health  Association  in  recognition  of  exceptional  con- 
tribution to  the  Tennessee  Public  Health  Association. 

DR.  VICTOR  H.  KLEIN,  JR.,  Knoxville,  has  been 
elected  president-elect  of  the  Tennessee  Division  of 
the  American  Cancer  Society.  DR.  JAMES  H.  BAR- 
KER, Jackson,  was  elected  vice-president  of  the  west 
region. 

DR.  A.  RAY  MAYBERRY,  Knoxville,  has  been  named 
clinical  director  at  Peninsula  Psychiatric  Center  in 
Louisville. 

DR.  MERRILL  F.  NELSON,  Chattanooga,  was  named 
“Boss  of  the  Year”  by  the  Chattanooga  Chapter  of 
the  American  Association  of  Medical  Assistants. 

DR.  JOHN  E.  NEUMANN,  Paris,  has  been  elected 
president  of  the  Greater  Paris-Henry  County  Chamber 
of  Commerce. 

DR.  WILLIAM  A.  POTTER,  Memphis,  directed  a 
workshop  for  members  of  the  Upper  East  Chapter  of 
the  Tennessee  Society  of  Respiratory  Therapists  in 
Johnson  City. 

DR.  WILLIAM  T.  SATTERFIELD,  JR.,  Memphis,  has 
been  awarded  the  Rotary  Club’s  award  for  outstanding 
service  to  the  handicapped. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

1975 


Jan.  31- 
Feb.  2 

Southern  Radiological  Conference,  Grand 
Hotel,  Point  Clear,  AL 

Feb.  10-13 

American  College  of  Cardiology,  Houston 

Feb.  12-15 

Southern  Neurosurgical  Society,  Hilton 
Palacio  del  Rio,  San  Antonio 

Feb.  15-19 

American  Academy  of  Allergy,  Town  and 
Country,  San  Diego 

Feb.  21-28 

American  Society  of  Clinical  Pathologists, 
International  and  Convention  Center.  Las 
Vegas 

March  1-6 

American  Academy  of  Orthopaedic  Sur- 
geons, Brooks  Hall  and  Civic  Auditorium, 
San  Francisco 

March  6 

American  Orthopaedic  Society  for  Sports 
Medicine,  San  Francisco 

April  7-11 

American  College  of  Physicians,  San  Fran- 
cisco 

Feb.  17-20 

Doctors  and  Nurses  Meeting,  Southeastern 
Surgical  Congress,  43rd  Annual  Assembly, 
Hyatt  Regency  Atlanta  Hotel,  Atlanta 

STATE 

April  9-12 

Tennessee  Medical  Association,  Annual 
Meeting,  Read  House.  Chattanooga 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AMA  Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 


General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 


Feb.  19-20 
Mar.  8-9 
Mar.  9-12 

Mar.  17-22 

April  19-20 
May  15-16 
May  19-23 

May  28-31 


Office  Gynecology,  U.T.  Medical  Units 
Obstetric  Anesthesia,  U.T.  Medical  Units 
Basic  Principles  of  Rhinoplasty,  U.T. 
Medical  Units 

General  Review  Course,  U.T.  Medical 
Units 

Pediatric  Anesthesia,  U.T.  Medical  Units 
Office  Orthopaedics,  U.T.  Medical  Units 
Intensive  Review  of  the  Science  of 
Anesthesiology,  U.T.  Medical  Units 
Clinical  Electrocardiography,  Paris  Land- 
ing State  Park  Inn,  Buchanan,  Tennessee 


University  of  Tennessee  Clinical  Education 
Center— Chattanooga  Program  Schedule 
Spring  1975 


Feb.  6-7 
Feb.  20-21 
March  6-7 
March  20-21 
April  21-22 

April  23 
April  24-25 


May  8-  9 


May  22-23 
June  5-6 


Musculoskeletal  Symposium 

Asthma  Today:  An  Update 

Emergency  Medicine 

Recent  Advances  In  Clinical  Pediatrics 

Electro-Cardiography  for  Primary  Psy- 

sicians 

Vector-Cardiography 

Echo-Cardiography,  Phono-Cardiogra- 
phy, Pulse  Training 
Management  of  the  Critical  Surgery 
Patient 

Drug  Interactions 
Infectious  Disease 


Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 
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For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 

Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

The  American  College  of  Physicians 
Postgraduate  Courses 

THE  RESPECTIVE  ROLES  OF  MEDICAL  AND 
SURGICAL  TREATMENT  IN  CARDIAC  DISEASE 
IN  THE  ADULT.  University  of  California  at  Los 
Angeles  and  Cedar-Sinai  Medical  Center,  Century 
Plaza  Hotel,  Los  Angeles,  CA,  Jan.  16-18. 

ADVANCES  IN  NEUROLOGY,  Virginia  Mason  Med- 
ical Center,  Seattle,  WA,  Jan.  22-24. 

GASTROENTEROLOGY— SELECTED  TOPICS  OF 
CURRENT  INTEREST,  Alton  Ochsner  Medical 
Foundation,  New  Orleans,  LA,  Jan.  27-29. 

CURRENT  CONCEPTS  IN  ONCOLOGY,  University 
of  Michigan  Medical  Center,  Towsley  Center  for  Con- 
tinuing Medical  Education,  Ann  Arbor,  MI,  Feb.  3-7. 

INFECTIOUS  DISEASES,  Stanford  University  Medical 
Center,  Stanford,  CA,  to  be  held  at  Squaw  Valley, 
Olympic  Valley,  CA,  Feb.  10-14. 

CARDIOVASCULAR  PROBLEMS:  PATHOPHYSIO- 
LOGICAL AND  CLINICAL  CONSIDERATIONS, 
University  of  Texas  Southwestern  Medical  School, 
Dallas,  TX,  Mar.  6-8. 

CARDIOLOGY,  1975— TOPICS  OF  CURRENT  IN- 
TEREST, Mount  Sinai  School  of  Medicine,  NY, 
Mar.  10-14. 

TUMORS  AND  INFLAMMATORY  LESIONS  OF 
THE  SKIN,  Duke  University  Medical  Center, 
Durham,  NC,  Mar.  14-16. 

RECENT  ADVANCES  IN  INTERNAL  MEDICINE: 
AN  OVERVIEW  OF  THE  PAST  FIVE  YEARS, 
University  of  Alabama  School  of  Medicine,  Parli- 
ament House  Motor  Hotel,  Birmingham,  ALA, 
Mar.  17-21. 

Info:  Registrar,  Postgraduate  Courses,  ACP.  4200  Pine 
Street,  Philadelphia,  PA  19104. 

Therapy  of  Adult  Heart  Disease 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  course  entitled  “Medical  and  Sur- 


gical Therapy  of  Adult  Heart  Disease”  on  January 
16-18,  1975,  in  Los  Angeles,  California.  The  course, 
held  in  conjunction  with  the  University  of  California 
at  Los  Angeles  and  Cedars-Sinai  Medical  Center,  will 
take  place  at  the  Century  Plaza  Hotel. 

The  course  will  emphasize  the  indications  for  differing 
forms  of  medical  and  surgical  treatment  for  the  variety 
of  heart  disease  that  occurs  predominantly  in  the  adult. 
It  will  deal  with  valvular  and  coronary  heart  disease, 
as  well  as  pericardial  and  myocardial  disease. 

Info:  Registrar,  Postgraduate  Courses,  ACP 
4200  Pine  Street 
Philadelphia,  Pa.  19104. 

Advances  in  Neurology 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Ad- 
vances in  Neurology”  on  January  22-24,  1975,  in  Se- 
attle, Wash.  The  course,  held  in  conjunction  with 
the  Virginia  Mason  Medical  Center,  will  take  place 
at  the  Center’s  Auditorium. 

The  course  is  planned  to  provide  a problem-oriented 
approach  to  converting  a symptomatic  problem  into  a 
specific  diagnosis  in  the  management  of  neurological 
disorders  by  the  practicing  physician.  It  will  utilize 
panels  and  lectures  to  cover  the  selection  and  interpre- 
tation of  current  diagnostic  modalities  and  to  discuss 
new  therapeutic  agents. 

Info:  Registrar,  Postgraduate  Courses,  ACP 
4200  Pine  Street 
Philadelphia,  Pa.  19104. 

Topics  in  Gastroenterology 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  course  entitled  “Selected  Topics  in 
Gastroenterology”  on  January  27-29,  1975,  in  New 
Orleans,  La.  The  course,  held  in  conjunction  with 
the  Ochsner  Medical  Center,  will  take  place  at  the 
Ochsner  Foundation  Hospital’s  Monroe  Hall. 

The  course  is  designed  to  relate  recent  knowledge 
of  physiologic  mechanisms  in  gastroenterology  to  the 
management  of  disease.  The  sessions  will  be  informal, 
with  ample  time  for  questions  and  discussion. 

Info:  Registrar,  Postgraduate  Courses,  ACP 
4200  Pine  Street 
Philadelphia,  Pa.  19104. 

Current  Concepts  in  Oncology 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Cur- 
rent Concepts  in  Oncology”  on  February  3-7,  1975, 
in  Ann  Arbor,  Michigan.  The  course,  held  in  conjunc- 
tion with  the  University  of  Michigan  Medical  Center, 
will  take  place  at  the  University’s  Townsley  Center  for 
Continuing  Medical  Education. 

The  course  is  aimed  at  the  physician  who  has  a 
special  interest  in  the  diagnosis  and  care  of  patients 
with  tumors.  The  morning  sessions  will  be  oriented 
towards  the  basic  science  of  oncology  (the  study  of 


DECEMBER,  1974 


1029 


tumors);  afternoons  are  clinically  oriented  towards  diag- 
nostic techniques  and  management  problems. 

Info:  Registrar,  Postgraduate  Courses,  ACP 
4200  Pine  Street 
Philadelphia,  Pa.  19104. 

Post-Graduate  Course  in  Infectious  Diseases 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Infec- 
tious Diseases”  on  February  10-14,  1975,  in  Olympic 
Valley,  Calif.  The  course,  held  in  conjunction  with 
the  Stanford  University  School  of  Medicine,  will  take 
place  at  the  Squaw  Valley  Convention  Center. 

The  course  is  designed  to  provide  a thorough  and 
up-to-date  review  of  topics  in  infectious  diseases  of 
special  interest  in  internal  medicine.  Particular  em- 
phasis will  be  on  newer  concepts  of  diagnosis,  treat- 
ment and  prevention  of  infectious  diseases  and  to  the 
clinical  relevance  of  the  recent  advances  in  our  knowl- 
edge of  host  defense  mechanisms  against  infection. 
Info:  Registrar,  Postgraduate  Courses,  ACP 
4200  Pine  Street 
Philadelphia,  Pa.  19104. 

Internationa!  Academy  of  Pathology 
U.S. — Canadian  Division 

The  64th  Annual  Meeting  will  be  held  at  the  Mar- 
riott Hotel  in  New  Orleans,  Louisiana,  from  Tuesday 
evening,  March  4,  through  Saturday,  March  8.  1975. 

Eighty  scientific  papers,  6 pathology  specialty  con- 
ferences, 48  Short  Courses,  a seminar  on  Techniques 
for  Tissue  Pathology,  a special  course  on  Electron- 
microscopy,  and  the  Long  Course  on  Diseases  of  Bones 
and  Joints  directed  by  Dr.  Lauren  V.  Ackerman  and 
Dr.  Harlan  J.  Spjut  will  be  given  during  the  meeting. 

Further  information  about  the  meeting  may  be 
obtained  from  Dr.  Leland  D.  Stoddard,  Secretary- 
Treasurer,  U.S. -Canadian  Division,  International  Acad- 
emy of  Pathology,  Department  of  Pathology,  Medical 
College  of  Georgia,  Augusta,  Georgia  30902.  Telephone 
404/722-1111. 

Courses  on  Diseases  of  Bones  and  Joints 

A comprehensive  program  on  Diseases  of  Bones  and 
Joints  will  be  given  by  a faculty  of  sixteen  authorities 
at  the  Annual  Meeting  of  the  U.S.-Canadian  Division 
of  the  International  Academy  of  Pathology  in  New 
Orleans,  Louisiana.  The  course  will  be  given  Thursday 
March  6,  1975  at  the  Marriott  Hotel. 

Further  information  may  be  obtained  from  Mrs.  J. 
Preston,  LAP  Registrar,  Armed  Forces  Institute  of  Pa- 
thology, Room  4090,  Washington,  D.C.,  20306.  Tele- 
phone 202/576-2969. 

COURSE  IN  NEUR0T0L0GY 
March  24  through  27,  1975 

The  Department  of  Otolaryngology  of  the  Abraham 
Lincoln  School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary,  University  of 
Illinois  at  the  Medical  Center,  will  conduct  a continuing 
education  course  in  Neurotology,  March  24  through 
27,  1975.  This  four  day  intensive  course  will  offer  a 
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didactic  and  practical  review  of  clinical  neurotology 
under  the  direction  of  Nicholas  Torok,  M.D.  It  will 
be  held  at  the  Eye  and  Ear  Infirmary  and  will  include 
basic  vestibular  physiology  and  pathophysiology,  com- 
monly used  testing  methods  applied  in  functional  exami- 
nation of  the  vestibular  organ. 

In  addition,  various  forms  of  caloric  testing  pro- 
cedures will  be  demonstrated  using  nystagmography, 
reading  and  evaluation  of  the  test  results,  particularly 
the  nystagmogram,  and  correlation  with  audiometric 
and  neurologic  findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will  be  tested  by 
participants  and  the  history,  symptoms  and  test  results 
will  be  discussed  in  informal  conferences. 

Enrollment  is  limited  to  fifteen.  For  application  forms 
write  to  the  Department  of  Otolaryngology,  1855  West 
Taylor  Street,  Chicago,  111.  60612 

COURSE  IN  LARYNGOLOGY  AND 
BR0NCH0ES0PHAG0L0GY 
March  17  through  22,  1975 

The  Department  of  Otolaryngology,  Abraham  Lincoln 
School  of  Medicine,  University  of  Illinois  and  the  Eye 
and  Ear  Infirmary  of  the  University  of  Illinois  Hospital, 
will  conduct  a continuing  education  course  in  Laryngol- 
ogy and  Bronchoesophagology  March  17  through  25, 
1975.  The  course  is  limited  to  twenty  physicians  and 
will  be  under  the  direction  of  Paul  H.  Holinger,  M.D. 
It  will  be  held  largely  at  the  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  and  will  include 
visits  to  a number  of  other  Chicago  hospitals.  Instruc- 
tion will  be  provided  by  means  of  animal  demonstra- 
tions and  practice  in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  as  well  as  didactic 
lectures. 

Interested  physicians  will  please  write  directly  to  the 
Department  of  Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Illinois  60612. 

COURSE  IN 

POSTGRADUATE  GASTROENTEROLOGY 
Aboard  S.S.  Statendam 
March  3-13,  1975 

The  Annual  Course  in  Postgraduate  Gastroenterology 
of  the  American  College  of  Gastroenterology  will  be 
given  abroad  the  S.S.  Statendam,  which  sails  from 
Port  Everglades,  Fla.,  on  March  3,  1975.  Five  sessions 
will  be  held  aboard  ship,  on  the  mornings  of  March  4, 
5,  6,  11  and  13,  with  small  Round-Table  discussions  on 
four  afternoons,  for  a total  of  18  hours  of  credit. 

The  Course  will  be  open  to  members  and  non- 
members of  the  College. 

MEMBERS  OF  THE  COLLEGE  WILL  RECEIVE 
FORMAL  CREDIT  FOR  ADVANCEMENT  TO  AS- 
SOCIATE FELLOWSHIP  AND  FELLOWSHIP. 

THIS  COURSE  HAS  RECEIVED  CATEGORY  “A” 
APPROVAL  AND  ACCREDITATION  OF  THE 
COUNCIL  ON  MEDICAL  EDUCATION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION. 

For  further  information  and  membership  application, 
write  to  the  Secretary-General,  American  College  of 
Gastroenterology,  299  Broadway,  New  York,  N.Y. 
10007. 
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University  of  Kentucky  Medical  Center 
Lexington,  Kentucky 
ENDOCRINOLOGY  FOR  THE 
PRACTICING  PHYSICIAN 
December  20-21,  1974 
Registration  Fee:  $75. 

For  further  information  about  the  above,  contact: 
Frank  R.  Lemon,  M.D. 

Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 

Recent  Advances  in  Allergy 
Symposium  Scheduled  in  April 

A four-day  medical  symposium  entitled.  “Recent 
Advances  in  Allergy”  will  be  held  at  the  famous  resort, 
THE  HOMESTEAD,  in  Hot  Springs,  Va.,  from  April 
21-24,  1975.  The  medical  seminars  will  be  held  from 
8:00  a.m.  until  10:00  a.m.  A wide  variety  of  subject 
material  will  be  presented  by  outstanding  specialists, 
that  will  be  of  interest  to  all  physicians. 

For  further  information  contact  Claude  A.  Frazier, 
M.D.,  4-C  Doctors  Park,  Asheville,  N.C.  28801. 

The  Second  Annual  Hair  Transplant 
Symposium  and  Workshop 

The  American  Society  for  Dermatologic  Surgery  and 
The  American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery,  Inc.,  are  co-sponsoring  this  con- 
ference which  is  designed  to  offer  an  opportunity  for 
the  exchange  of  ideas  among  various  disciplines  and 
to  present  the  latest  advances  in  techniques  on  hair 
transplantation.  It  will  be  held  February  14th  and 
15th,  1975,  at  the  Stough  Dermatology  and  Cutaneous 
Surgery  Clinic,  P.  A.,  Doctors  Park,  Hot  Springs,  Ar- 
kansas 71901.  Attendance  will  be  limited.  Faculty 
will  include:  dermatologists,  otolaryngologists,  regional 
and  general  plastic  surgeons.  For  further  information, 
contact:  D.  B.  Stough,  III,  M.D.,  Program  Director. 
(Address  as  listed  above). 

Southeastern  Surgical  Congress 
43rd  Annual  Assembly 

Doctors  and  Nurses  Meeting 
February  17-20,  1975 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 

Coinciding  with  the  Annual  Assembly,  the  SSC  will 
initiate  a series  of  postgraduate  courses  to  be  held 
each  year. 

Postgraduate  Course 
Southeastern  Surgical  Congress 
“Cancer  of  the  Breast” 

February  16,  1975 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 


Arthritis  Symposium 

A five-day  symposium  on  arthritis  and  related  dis- 
orders will  be  held  by  New  York  University  Post- 
Graduate  Medical  School  from  Feb.  24  to  28.  The 
symposium  is  designed  for  physicians  and  researchers 
seeking  detailed,  up-to-date  knowledge  of  arthritis, 
rheumatic  fever,  systemic  lupus  erythematosus  and 
gout.  Recent  developments  of  particular  note  will  be 
discussed  in  the  session  on  “Inflammation  and  Comple- 
ment” on  Tuesday,  Feb.  25,  at  9 A.M. 

A tuition  fee  of  $195  is  payable  in  advance  with 
an  application  for  enrollment  directed  to  the  Office 
of  the  Recorder,  Room  4-44-N,  Arnold  and  Marie 
Schwartz  Lecture  Hall,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York, 
N.Y.  10016. 


The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 

February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 

March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 

April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 
Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 
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School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 

1975 

CONTINUING  MEDICAL  EDUCATION 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 

CLINICAL  PSYCHIATRY 
February  27-28,  1975 

MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 

GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 

INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

January  28,  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 


Cancer  Information 

D-l-A-l  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 

procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 
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National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 

These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

(Sessions  are  open  to  all  members  and  students  of 
the  medical  and  dental  professions.) 

University  of  Miami  School  of  Medicine 
CME  Courses 

HUMAN  DISEASE  RELATED  TO  FOOD 
AND  CHEMICAL  SENSITIVITY 

January  29-31,  1975 
Americana  Hotel,  Bal  Harbour,  Florida 
$150  physicians  in  practice;  $75  physicians  in  training; 
$100  Nurses 

DYNAMICS  OF  PROGRESSIVE 
NEPHROPATHIES— THEORETICAL  AND 
PRACTICAL  ASPECTS 

January  2-7,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 
Physicians  in  Practice,  $175;  Physicians  in  Training,  $75 
with  letter  from  Chief  of  Service;  Nurses,  $100 
23,  Category  I,  AMA  Accredited 

HYPERTENSION,  DIABETES  & HYPERLIPIDEMIA 
IN  CHILDHOOD  AND  VASCULAR  DISEASE 
IN  THE  ADULT 

Department  of  Pediatrics,  University  of  Miami 
School  of  Medicine 
March  11-14,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 
$150  Physicians  in  Practice;  $50  Physician  in  Training; 

$50  Nurses 

Sidney  Blumenthal,  M.D.,  Professor  of  Pediatrics 

Pediatric  Behavior  Management  Conference 
February  21-22,  1975 

Topics  covered  include  toilet  training  and  eliminative 
disorders,  emotional  and  behavioral  problems,  and  be- 
havioral aspects  of  psychophysiological  disorders  in 
childhood.  The  emphasis  will  be  on  a social  learning 
approach  and  the  cooperation  of  Pediatricians  and 
Behavorial  Scientists  in  treatment. 

Write:  Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Fla.  33152 
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Oak  Ridge  Hospital 
Ventilatory  Problems  Workshop 

January  25,  1975 

Holiday  Inn,  Oak  Ridge,  Tennessee,  9 a.m.-5:30  p.m. 
For  further  information  please  contact: 

Doris  Croley 
Education  Director 
125  W.  Tennessee  Avenue 

Oak  Ridge  Hospital  of  the  United  Methodist  Church 
Oak  Ridge,  Tennessee  37830 

Fifth  Annual  Aspen  Radiology  Conference 

The  Fifth  Annual  Aspen  Radiology  Conference  will 
be  held  March  3-7,  1975,  at  the  Aspen  Institute  for 
Humanistic  Studies,  Aspen,  Colorado.  The  Conference 
is  designed  for  physicians  and  scientists  interested  in 
diagnostic  radiology,  nuclear  medicine  and  radiation 
therapy  and  will  explore  the  impact  of  clinical  and 
technological  advances  on  radiologic  practice. 

The  topics  for  discussions  will  include  advances  in 
bone,  vascular,  gastrointestinal,  and  neuroradiology  in- 
volving a triradiological  approach.  Each  morning  will 
survey  the  advances  in  a single  radiology  subdivision  as 


a refresher  course  with  independent  diagnostic,  nuclear 
medicine  and  therapy  sessions.  Previewed  instructive 
cases,  illustrating  these  topics,  will  be  presented  for 
open  discussion  in  the  afternoons. 

Further  information  may  be  obtained  from  Maurice 
O’Connor,  M.D.,  Conference  Director,  Division  of 
Radiology,  Denver  General  Hospital,  Denver,  Colorado 
80204. 


FOR  SALE 

Kingsport  Medical  practice  for  sale  in 
the  mountainous  and  picturesque  area 
of  upper  East  Tennessee.  Suited  for 
pediatrics,  but  not  necessary.  Office 
space,  furniture,  equipment  etc.,  in- 
cluded. Please  contact  Mrs.  J.  Sam 
Brown,  Blackberry  Hill,  Kingsport,  Ten- 
nessee 37664.  Phone  (615)  247-7652. 


❖ ❖ 
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and  data  reporting  system.  The  Foundation  is  governed  by  a Board  of 
Physicians  elected  by  the  physicians  of  this  State.  If  it  fails  to  survive 
because  of  bickering  between  staff  members  and  hospital  administrators, 
both  goaded  by  insurors  who  would  like  to  operate  the  system,  the  next 
PSRO  organization  may  not  have  your  friends  and  associates  as  the  Board  of 
Directors.  Think  about  it. 


Yours  truly, 
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Increasing  Reading  Efficiency 

Elizabeth  A.  Smith,  Ph.D.;  Grant  Taylor,  M.D. 

Reading  is  one  of  the  major  ways  of  obtaining 
information.  Faced  with  heavy  work  schedules, 
unpredictable  and  irregular  opportunities  for  read- 
ing, and  the  steadily  increasing  amount  of  medical 
literature,  we  must  develop  an  efficient  system 
which  maximizes  time  spent  in  reading  and  in- 
creases comprehension  and  retention. 

We  all  possess  the  ability  to  improve  our  read- 
ing skills.  Our  common  goal  is  to  be  more 
efficient  in  our  practice,  and  to  increase  our 
effectiveness  in  dealing  with  patient  problems. 
First,  we  must  be  aware  of  factors  which  lower 
reading  rates  and  decrease  efficiency.  Second,  we 
must  be  motivated  to  analyze  reading  techniques 
and  then  determine  whether  we  need  to  change 
our  reading  style.  Third,  we  must  be  motivated 
to  change  or  modify  our  techniques  of  reading. 

This  article  discusses  factors  which  inffuence 
reading  rate,  and  suggests  ways  of  increasing 
reading  speed  and  reading  effectiveness. 

Reading  Rate 

Critical  factors  adversely  influencing  reading 
rate  are  faulty  eye  movements,  tendency  to  vocal- 
ize silently,  and  inflexible  reading  style. 

Although  there  are  wide  differences  in  individ- 
ual reading  rates,  the  average  reading  rate  of 
well  educated  adults  is  about  250  words  per 
minute.1  Approximately  15%  of  the  adults  read 
165  or  fewer  words  per  minute.  The  average 
speaking  rate  is  about  160  words  per  minute. 
Therefore,  these  adults  are  reading  at  speeds 
which  fail  to  exceed  the  rate  of  speech.  There 
may  be  many  physical  and  psychological  reasons 
for  these  low  reading  rates.  However,  the  factors 
most  commonly  considered  to  decrease  reading 
rate  are  discussed  here. 

Faulty  Eye  Movements 

The  eye  should  move  from  left  to  right  and 
observe  the  leftmost  part  of  the  word  first.  There 
should  be  a systematic,  left-to-right  progression 
across  the  line.  The  eye  should  move  “by 
bounds,”  halting  at  successive  vantage  points  to 
take  in  phrases,  clauses,  or  even  short  sentences 
at  a glance.  The  difference  between  rapid  and 
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slow  reading  is  often  due  to  the  frequency  and 
duration  of  such  halts. 

Silent  Vocalizations 

Slow  readers  often  vocalize  silently,  or  resort 
to  “inner  speech.”  When  they  read  to  themselves, 
they  form  letters  with  their  lips.  These  silent 
vocalizations  require  a considerable  amount  of 
unconscious  mental  effort  and  also  lower  reading 
speed.  Rapid  readers  reduce  “inner  speech”  to 
a minimum,  and  readily  translate  the  printed  word 
into  thought.  The  tendency  to  silently  vocalize 
while  reading  should  be  overcome. 

Flexible  Reading  Style 

Because  of  different  reading  rates  and  highly 
individualized  reading  styles,  it  is  necessary  to 
develop  a flexible  reading  style.  The  good  reader 
adjusts  his  style  of  reading  to  suit  the  complexity 
and  content  of  the  material,  and  thus  covers  more 
ground  with  less  “mental  gasoline.” 

Reading  styles  commonly  recognized  by  educa- 
tors2 are: 

1.  Skimming  to  obtain  the  general  idea  of  an 
article,  to  find  a reference,  locate  new  material  or 
answer  questions. 

2.  Rapid  reading  to  review  familiar  material 
or  get  information  for  temporary  use. 

3.  Normal  reading  to  note  details,  to  solve  a 
problem,  or  to  read  material  of  average  difficulty. 

4.  Careful  reading  to  study  certain  subject 
matter,  to  evaluate  material,  to  get  details  in 
sequence,  or  to  outline  or  summarize  material. 

Increasing  Reading  Rate 

After  brief  periods  of  training,  adults  are  often 
able  to  double  their  reading  speed. 1,3  Reading  rate 
may  be  increased  by  applying  some  of  the  follow- 
ing basic  principles: 

1.  Cultivate  the  knack  of  shifting  gears  ac- 
cording to  the  character  of  the  reading.  Skim 
the  unimportant  portions  of  a text,  and  carefully 
read  the  important  parts.  The  first  law  of  skillful 
reading  is  merely  an  application  of  the  law  of 
relative  importance.  First  perceive  the  total  offer- 
ings of  the  printed  matter,  then  go  into  details. 
Read  wholes,  not  parts.  Read  sentences,  not 
words.  Read  for  the  broadest  meanings  first,  then 
for  details  later  if  necessary. 

2.  Do  not  take  elaborate  notes  while  you  read, 
as  this  is  an  inefficient  habit.  Read  first,  and  then 
reflect.  If  you  do  not  clearly  retain  the  gist  of 
what  you  have  read,  go  back  over  the  material 
and  take  notes  on  the  things  you  have  failed  to 
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remember.  Do  not  stop  reading  to  copy  valuable 
material.  Make  a mark  in  the  margin  of  the  page 
and  come  back  to  it  after  you  have  finished  read- 
ing, and  then  copy  it.  Underlining  important 
statements  as  you  read  is  a good  practice.  Then 
you  can  refer  to  these  statements  later  and  you 
will  also  have  saved  the  time  required  to  take 
and  classify  notes. 

3.  Read  straight  ahead.  Do  not  stop  unless  you 
lose  the  main  line  of  thought.  Never  mind  the 
obscurity  of  details. 

4.  Try  to  minimize  the  number  of  stops  or  eye 
fixations  in  each  line.  Establish  a regular  rhythm 
of  eye  movements  adapted  to  the  length  of  the 
line  and  the  subject  matter  you  are  reading.  Do 
not  allow  the  eye  to  break  its  forward  sweep  by 
wandering  back  in  retrogressive  movements  to 
pick  up  something  you  think  you  have  missed. 

5.  Force  yourself  to  read  more  rapidly  than 
feels  comfortable.  You  will  be  bothered  at  first 
by  not  grasping  the  subject  matter  as  well  as  you 
feel  you  should,  but  speed  will  increase  with 
practice. 

6.  When  reading,  give  careful  consideration  to 
such  factors  as  posture,  illumination,  ventilation 
of  the  room,  presence  of  conditions  which  may 
distract,  and  the  condition  of  the  mind  and  body. 
Your  mind  will  not  be  in  a receptive  mood  im- 
mediately after  a heavy  meal,  or  if  your  body  is 
fatigued.  Periods  of  reading  or  study  should  be 
alternated  with  periods  of  mental  and  physical 
relaxation  or  with  periods  of  outdoor  physical 
exercise. 

Increasing  Reading  Effectiveness 

An  analytical  or  problem-oriented  approach 
exhibited  daily  in  the  practice  of  medicine  can  be 
applied  to  the  reading  of  medical  literature.  Such 
a scientific  approach  is  designed  to  reinforce  the 
skills  of  critical  thinking,  or  problem  solving.4  If 
certain  of  the  following  proposed  methods  can  be 
applied  to  your  current  reading  techniques,  read- 
ing effectiveness  should  be  enhanced.  However, 
the  methods  you  are  already  using,  or  may  de- 
velop through  experimentation,  may  be  preferable 
to  this  system.  This  system,  which  is  presented 
only  as  a guide,  is  most  appropriate  for  the  read- 
ing of  medical  journals. 

1 . Select  journals  containing  information  which 
will  answer  the  majority  of  important  patient 
problems  you  are  dealing  with.  The  number  of 
journals  read  regularly  may  range  from  three  to 
ten. 

2.  Carefully  study  the  format  and  content  of 


each  journal  read  until  you  develop  a system  for 
reading  articles  differing  in  content  and  complex- 
ity. At  first,  you  may  wish  to  write  brief  notes 
on  these  procedures.  However,  with  periods  of 
practice,  you  will  soon  commit  this  system  to 
memory,  and  it  will  become  an  integral  part  of 
your  reading  style. 

3.  Select  relevant  articles  from  the  table  of 
contents.  Assign  a priority  to  each  article.  Read 
the  most  important  article  first. 

4.  Read  the  summary  if  there  is  one,  and/or 
read  the  first  paragraph  of  the  article  ad  the  first 
and  last  sentences  of  each  paragraph.  These  sec- 
tions contain  the  majority  of  the  factual  informa- 
tion. Patient  Care,  for  example,  has  express 
stops. 

5.  Spend  enough  time  examing  figures  and 
tables  so  that  you  can  interpret  them  and  also 
make  conclusions  based  on  the  data. 

6.  Scan  the  article,  and  underline  important 
parts  or  make  notes  in  the  margins. 

7.  When  you  have  finished  reading  the  article, 
reread  underlined  material  and/or  notes. 

8.  Make  notes  on  index  cards  using  any  in- 
telligible technique.  Such  notes,  when  filed  under 
area  of  interest  or  content,  make  excellent  refer- 
ences, or  serve  as  an  outline  of  the  article.  This 
reference  file  may  also  serve  as  a data  base  of 
patient  problems.  Index  cards  can  be  color  coded 
according  to  journal  title  or  content  area. 

9.  Make  a mental  outline  of  relevant  informa- 
tion. Contrast  this  new  information  with  what 
you  already  know,  and  assimilate  it  into  your 
store  of  knowledge. 

10.  Commit  to  memory  facts  and  concepts 
appropriate  to  your  needs. 

1 1 . After  you  have  read  an  article,  analyze  the 
procedures  used  and  eliminate  from  your  own 
system  or  from  this  basic  system  any  steps  un- 
necessary to  your  effective  reading. 

If  you  commonly  clip  important  articles  from 
journals,  you  may  wish  to  file  them  by  subject. 
The  current  Index  Medicus  list  of  subject  head- 
ings is  available  from  The  Superintendent  of 
Documents,  Government  Printing  Office,  Wash- 
ington, D.C.  20402.  This  listing  costs  $5.50. 

Possible  solutions  to  the  reading  dilemma  faced 
by  the  Physician  have  recently  been  published.5 
A system  of  identifying  continuing  education 
needs  and  tying  journal  to  this  system  has  been 
proposed.6  This  system  outlines  a method  of 
using  patient  problems  as  the  main  guide  to 
reading. 

The  system  proposed  by  Schmidt,  Castle,  and 
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Wilson3  presents  guides  for  the  systematic  selec- 
tion of  journals  which  meet  the  daily  demands  of 
practice  and  enhance  clinical  skills.  These  authors 
describe  how  the  general  principles  for  improving 
reading  speed  and  comprehension  can  be  applied 
to  reading  the  Journal  of  the  American  Medical 
Association,  Emergency  Medicine,  Family  Phy- 
sician, and  Patient  Care. 

One  valuable  reference  which  will  not  only 
guide  your  reading  but  also  serve  as  an  excellent 
resource  is  the  “Bibliography  of  Medical  Re- 
views.” This  bibliography,  which  has  both  a sub- 
ject and  an  author  index,  is  published  in  each 
monthly  issue  of  Index  Medicus.  Only  articles 
which  are  defined  by  the  National  Library  of 
Medicine  as  being  well  documented  surveys  of 
the  recent  biomedical  literature  are  included.  The 
1966-1970  listings  can  be  obtained  from  The 
Superintendent  of  Documents  for  $6.75. 

The  mental  discipline  and  dedication  to  study 
which  permeated  our  formal  education  can  be 
revitalized  and  applied  to  reading.  It  is  definitely 
possible  to  increase  reading  rate  and  reading  ef- 
ficiency. Just  as  working  long  hours,  or  engaging 


in  our  favorite  activity  such  as  jogging,  golfing, 
or  sailing  has  become  a habit,  reading  may 
similarly  become  a very  constructive  and  pro- 
fessionally rewarding  habit. 
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Gun  Safety 

Some  millions  of  American  males — along  with  more  than  a few  females — are  taking  to 
the  woods  this  fall,  firearms  in  hand,  in  search  of  live  targets.  These  are  the  hunters 
among  us. 

The  American  Medical  Association  has  a note  of  caution  for  those  who  are  planning  a fall 
safari  into  the  fields  and  woods  in  search  of  birds,  small  animals,  deer  and  other  game. 

Before  you  pull  the  trigger,  know  what  you're  firing  at.  The  hunter  who  blazes  away 
rapidly  at  everything  that  moves  is  a highly  dangerous  animal.  His  quarry  might  well  be 
another  hunter. 

Each  year  several  hundred  hunters  return  from  fall  outings  via  hearse.  Thousands  of 
others  return  with  a load  of  bird  shot  or  a rifle  bullet  to  be  dug  out  by  a doctor.  Behind 
almost  every  hunting  accident  is  the  one  cause:  carelessness. 

Never  cross  over  or  through  a fence  or  climb  a tree  with  a loaded  gun.  It  might  fall 
and  discharge.  Unload  first  and  reload  after  crossing.  Don’t  shoot  at  a hard,  flat  surface. 
Glancing  bullets  can  carry  long  distances. 

Even  a small  bore  rifle  has  considerable  range.  Know  where  your  bullet  will  stop  before 
pulling  the  trigger. 

Keep  guns  away  from  children.  Never  leave  a weapon  unattended  without  unloading  it. 
Store  guns  and  ammunition  beyond  reach  of  youngsters,  preferably  under  lock  and  key. 

Always  carry  a gun  so  that  you  can  control  the  direction  of  the  muzzle  if  you  stumble. 
Keep  the  safety  catch  on  until  ready  to  shoot.  Be  sure  the  barrel  is  clear  of  mud,  snow  or 
other  obstructions.  A clogged  barrel  may  burst. 

Leave  your  liquor  bottle  at  camp,  and  wait  until  you’re  through  the  day’s  hunting  and 
the  guns  are  unloaded  to  take  that  first  drink. 

There  is  a special  hazard  for  rabbit  hunters.  This  is  rabbit  fever — tularemia.  It  is  a 
serious  illness.  Many  wild  rabbits  are  infected.  One  rule  of  thumb  is — if  the  rabbit  doesn’t 
run  briskly  when  he  is  flushed,  leave  him  alone.  The  bunny  who  lopes  slowly  along,  or 
stands  and  waits,  likely  is  sifck. 
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ANSWER  TO  THE  COOPER  REVIEW 
(from  page  1012) 

1.  ( b ) The  major  complications  of  congenitally  bicuspid 

aortic  valve  are  stenosis,  incompetence,  and  bac- 
terial endocarditis,  in  order  of  frequency.  This 
type  of  valve  is  particularly  prone  to  become 
calcified  and  consequently  stenotic. 

A non-calcified  bicuspid  valve  is  not  intrinsically 
stenotic,  in  fact  frequently  a mild  incompetence  is 
present.  The  valve  deformity  and  the  traumatic  in- 
fluence of  the  mild  regurgitation  eventually  lead  to 
calcification  with  attendant  stenosis  and  increase  the 
tendency  to  develop  bacterial  endocarditis. 

Unless  endocarditis  occurs  the  hemodynamics  in 
young  patients  with  bicuspid  aortic  valve  are  usually 
normal.  Older  patients  with  bicuspid  aortic  valves 
without  endocarditis  usually  have  severe  aortic  stenosis 
with  mild  to  moderate  regurgitation.  Marked  aortic 
regurgitation  may  occur  in  either  age  group  as  a 
consequence  of  bacterial  endocarditis  or  prolapse  of 
one  of  the  leaflets  into  the  left  ventricle.  Pure  aortic 
regurgitation  however,  is  not  common.  Heavy  cal- 
cification of  a bicuspid  aortic  valve  is  usually  seen 
after  30  years  of  age  and  is  almost  always  associated 
with  stenosis  of  significant  degree. 

2.  (1)  (u)  Although  not  emphasized  in  many  standard 

neurologic  textbooks,  pain  is  a common 
complaint  with  idiopathic  VII  nerve  palsy 
(Bell's  Palsy).  It  often  precedes  the  motor 
involvement  and  on  occasion  has  led  to  un- 
necessary extraction  of  teeth.  The  pain  is 
often  rather  sharp  and  may  be  quite  severe 
and  is  centered  behind  or  around  the  ear. 

(2)  (a)  Prednisone,  etc.  In  the  recent  study  the  ef- 
fects of  Prednisone  administered  orally  to 
194  patients  were  compared  with  the  out- 
come in  110  untreated  patients.  The  treated 
group  experienced  fuller  recovery  and  less 
severe  complications.  Forty  (40)  mgs  of 
Prednisone  daily  for  4 days,  tapered  to  8 
mgs  daily  in  8 days  was  the  dosage  used. 
Twenty-four  per  cent  of  the  untreated  group 
and  none  of  the  treated  group  had  complete 
denervation.  In  a separate  study  comparing 
surgical  decompression  with  no  treatment, 
there  appeared  to  be  no  advantage  for 
surgical  decompression  after  the  first  week 
of  paralysis.  The  use  of  surgical  decom- 
pression in  the  acute  phase  is  more  contro- 
versial but  enthusiasm  for  it  seems  to  be 
waning.  Megavitamin  therapy  has  not 
proven  to  be  effective  in  the  treatment  of 
Bell’s  palsy. 
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(3)  (c)  Since  Prednisone  is  currently  being  used  for 
the  treatment  of  idiopathic  VII  nerve  palsy 
in  the  acute  phase,  it  is  necessary  to  es- 
tablish baseline  fasting  and  postprandial 
blood  sugars.  A peripheral  VII  nerve  palsy 
can  be  the  initial  and  sole  manifestation  of 
diabetes  and  all  patients  with  an  apparent 
idiopathic  peripheral  VII  palsy  should  be 
evaluated  for  diabetes. 

3.  (c)  A majority  of  patients  with  adenocarcinoma  of 
the  colon  show  an  elevated  plasma  carcinoem- 
bryonic  antigen  (CEA)  concentration  (above  5 
ng/ml).  In  addition,  the  proportion  of  positive 
tests  is  roughly  related  to  the  extent  of  the 
tumor — 58%  positive  when  the  tumor  is  limited 
to  the  bowel  wall,  68%  when  the  tumor  has 
spread  to  the  serosa  but  without  involvement  of 
lymph  nodes,  71%  when  the  tumor  has  spread 
to  the  local  regional  lymph  nodes  and  81% 
when  distant  metastases  have  occurred. 

The  test  lacks  sufficient  sensitivity  and  specificity 
for  use  as  a screening  test  for  adenocarcinoma  of  the 
colon  or  malignancy  in  general.  At  least  19%  of 
patients  with  far-advanced  metastatic  adenocarcinoma 
of  the  colon  will  show  normal  plasma  CEA  levels, 
and  this  false  negative  rate  reaches  42%  when  the 
tumor  is  limited  to  the  bowel  wall.  If  one  relies 
upon  the  CEA  level  to  detect  colonic  carcinoma 
in  its  most  curable  stage,  he  will  miss  almost  half 
of  the  cases.  Thus  a negative  result  (plasma  level 
less  than  5 ng/ml)  does  not  exclude  colonic  carci- 
noma (lack  of  sensitivity).  In  addition,  elevated 
CEA  levels  have  been  found  in  heavy  smokers  with- 
out malignancy,  liver  disease,  ulcerative  colitis,  re- 
gional ileitis,  pancreatitis,  pulmonary  emphysema  and 
chronic  bronchitis  (lack  of  specificity).  Therefore, 
the  use  of  the  CEA  test  for  the  detection  or  con- 
firmation of  malignancy  should  be  considered  largely 
a research  tool  of  little  or  no  benefit  to  the  individual 
patient. 

The  greatest  demonstrated  value  of  the  plasma 
CEA  determination  is  for  the  postoperative  follow- 
up of  patients  after  colonic  resection  for  adenocarci- 
noma. A level  above  5 ng/ml  at  least  four  weeks 
after  surgery  is  highly  suggestive  of  residual  or  re- 
current tumor.  A second  operation  may  be  indicated 
if  two  tests  performed  after  “complete'’  tumor  re- 
section show  a rising  level  of  plasma  CEA,  to  permit 
possible  resection  of  a local  tumor  recurrence  or  to 
demonstrate  the  need  for  chemotherapy  before  re- 
currence would  otherwise  be  clinically  apparent. 
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The  Upper  Functional  G.I.  Disorder 
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The  Placement  Service  of  the  Tennessee  Medical 
Association  is  designed  to  assist  both  physicians  and 
communities  and  is  offered  as  a public  service.  Further 
information  is  available  from  the  Placement  Service 
Office,  112  Louise  Avenue,  Nashville,  Tennessee  37203 
—Phone  615/327-1451. 


LOCATIONS  WANTED 

FAMILY  PHYSICIAN,  age  64,  graduate  of  Tulane 
School  of  Medicine  in  1934,  desires  clinical  or  industrial 
practice  in  Tennessee  within  75  mile  radius  of  large  city. 
Presently  in  solo  practice.  Married.  Available  within 
short  time  after  agreement.  LW-849 

• 

GENERAL  SURGEON,  age  35,  graduate  of  Far 
Eastern  University  College  of  Medicine,  Philippines  in 
1962,  desires  associate  or  group  practice  in  East  Tennes- 
see city  with  medium-sized  population.  Board  eligible. 
Married.  Available  within  short  time  after  agreement. 

LW-865 

• 

PATHOLOGIST,  age  38,  graduate  of  Severance  Med- 
ical College,  Yonsei  University,  Korea  in  1959  desires 
assistant  or  associate  practice  in  Tennessee.  Board  eligi- 
ble. Married.  Available  within  short  time  after  agree- 
ment. LW-914 

• 

ENT,  age  40,  graduate  of  Madras  Medical  College, 
India  in  1957  desires  assistant,  associate  or  solo  practice 
in  Tennessee.  Board  certified.  Married.  Available  within 
short  time  after  agreement.  LW-924 

• 

GENERAL  SURGEON,  age  37,  graduate  of  Kurnool 
Medical  School,  India  in  1961  desires  assistant,  asso- 
ciate or  institutional  practice  in  city  with  10,000+  pop. 
Board  eligible.  Married.  Available  within  short  time 
after  agreement.  LW-928 

• 

OPHTHALMOLOGIST,  age  40,  graduate  of  Univer- 
sity of  Bern,  Switzerland  in  1961  desires  associate  or  solo 
practice  in  metropolitan  area  of  Tennessee.  Board  certi- 
fied, internal  medicine;  board  eligible,  ophthalmology. 
Married.  Available  within  short  time  after  agreement. 

LW-937 

ORTHOPAEDIC  SURGEON,  age  31,  graduate  of 
University  of  Iowa  School  of  Medicine  in  1968  desires 
associate  practice  in  metropolitan  area  of  Tennessee. 
Board  eligible.  Presently  completing  military  service. 
Married.  Available  July,  1975.  LW-946 

• 

UROLOGIST,  age  30,  graduate  of  Tulane  University 
School  of  Medicine  in  1970  desires  associate,  solo  or 
assistance  practice  preferably  in  Middle  Tennessee  but 
would  consider  other  locations.  Presently  completing 
residency.  Married.  Available  July,  1975.  LW-996 

• 

PATHOLOGIST,  age  35,  graduate  of  Medical  College, 
Kerala  University,  Trivandrum,  India  in  1965  desires 
assistant,  associate  or  institutional  practice  in  or  around 
Chattanooga  or  Cleveland.  Presently  completing  resi- 
dency. Married.  Available  within  short  time  after  agree- 
ment. LW-999 

• 

OPHTHALMOLOGIST,  age  29,  graduate  of  Univer- 
sity of  Virginia  School  of  Medicine  in  1970  desires  asso- 
ciate or  solo  practice  in  East  or  Middle  Tennessee  city 
with  10,000-20,000  pop.  Presently  completing  residency. 
Married.  Available  July,  1976.  LW-1011 


PHYSICIANS  WANTED 

FAMILY  PHYSICIAN  and  INTERNIST,  needed  by 
five-man  group  in  Waverly  in  Middle  Tennessee.  Ideal 
community,  better  than  average  income,  compatible 
associates.  Salary  to  start,  with  early  partnership. 

PW-250 

• 

FAMILY  PHYSICIAN,  needed  in  Linden,  a West 
Tennessee  town  with  5,000  population.  Office  space  and 
equipment  available.  Only  one  physician  presently  in 
area.  Progressive  community  surrounded  by  recreational 
activities.  Good  opportunity  to  work  into  partnership. 

PW-292 

• 

FAMILY  PHYSICIAN,  needed  in  Medina,  a West 
Tennessee  town  of  800-1,000  located  7-14  miles  of  three 
hospitals  in  Jackson,  Humboldt  and  Milan.  Preferred 
age  30-40.  Industrial  area  ideal  for  general  practice. 
Office  space  available.  PW-316 

• 

INTERNIST,  needed  as  associate  in  clinical  practice 
in  Cleveland,  an  East  Tennessee  city  of  70,000  total 
city  and  county  pop.  Professional  corporation;  new  of- 
fice presently  under  construction,  excellent  fringe 
benefits.  Rapidly  growing  industrial  community  near 
well-equipped  hospitals.  Office  space,  equipment  and 
housing  available.  PW-325 

• 

FAMILY  PHYSICIAN  or  INTERNIST,  needed  in 
Lawrenceburg,  a Middle  Tennessee  city  with  10,000 
population.  Desired  age  28-40.  Office  space  and  equip- 
ment available.  Numerous  recreational  activities  within 
community.  Present  87-bed  county  hospital  being  re- 
placed with  110-130  bed  HCA  hospital.  Fifteen  phy- 
sicians in  active  practice  in  area.  Office  space  and 
equipment  available.  PW-330 

* 

FAMILY  PHYSICIAN,  needed  as  replacement  in 
Lexington,  a progressive  community  in  West  Tennessee. 
Desired  age  up  to  50  years.  Excellent  recreational  facil- 
ities, along  with  major  industries  and  modern  public 
school  system.  PW-360 

# 

PHYSICIAN,  needed  in  Kingsport  to  staff  indigent 
outpatient  clinic  in  467-bed  hospital  and  see  general 
medical  and  prenatal  patients.  Regular  hours  Monday 
through  Friday.  Guaranteed  annual  income  on  negoti- 
able basis  ranging  from  $30,000  to  $40,000.  PW-365 

* 

UROLOGIST,  OB-GYN  and  FAMILY  PHYSICIAN, 
needed  in  Union  City,  a West  Tennessee  city  of  15,000. 
Age  desired  under  40.  Office  space  and  equipment  avail- 
able. Excellent  living  conditions,  growing  community 
and  recreational  facilities.  PW-366 

• 

OTOLARYNGOLOGIST,  needed  for  private  practice 
in  Morristown  in  East  Tennessee.  New,  modern  office 
facility  custom-built  to  the  needs  of  practice  is  available 
along  with  ownership  provision  open.  Excellent  oppor- 
tunity for  specialty  practice.  Two  hospitals  in  area.  Age 
desired  30-50.  Excellent  recreational  facilities  available. 

PW-399 

• 

OCCUPATIONAL  MEDICINE,  physician  needed  in 
Chattanooga  to  join  two  other  physicians  in  large  in- 
dustrial plant  practice.  Company  employs  approximately 
5,000  employees.  Regular  hours,  competitive  salary  with 
fringe  benefits.  PW-402 
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1974  MEMBERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  The  Tennessee  Medical  Association  by  County  Medical  Society 
is  published  as  a service  to  the  membership.  The  various  membership  categories  are  noted  by 
special  symbols.  * denotes  Veteran  Status;  $ denotes  Post-Graduate  Status;  f denotes  Military 
Status. 


BEDFORD  COUNTY 
MEDICAL  SOCIETY 

Shelbyville 
W.  L.  Chambers 
Albert  L.  Cooper 
John  S.  Derryberry 
Taylor  Farrar 
Joseph  H.  Feldhaus 
Sue  W.  Johnson 
Grace  E.  Moulder 
Earl  Rich 

Aubrey  T.  Richards 

B.  Carl  Rogers 

C.  T,  Stubblefield 
Sara  Womack 


BENTON-HUMPHREYS 
MEDICAL  SOCIETY 

Camden 

W.  H.  Blackburn 
R.  I.  Bourne,  Jr. 

Joe  S.  Butterworth 

New  Johnsonville 
James  J.  Lawson 
Waverly 

Harold  L.  Blanton 
Wallace  J.  McClure 
Keith  D.  Peterson 
Dorris  A.  Sanders 
Joseph  W.  Stephens 
Arthur  W.  Walker 


BLOUNT  COUNTY 
MEDICAL  SOCIETY 

Alcoa 

J.  S.  Henderson,  Jr. 
Colin  L.  Kamperman 
J,  Thomas  Mandrell 

Louisville 

Alex  G.  Chromis 

Cecil  F.  Mynatt 

Maryville 

O.  K.  Agee 
Billy  H.  Blanks 
John  A,  Bollinger,  Jr. 
John  H.  Bowen 
H.  A.  Callaway,  Jr. 
James  M.  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
Clay  Crowder 
William  C.  Crowder 
W.  W.  Crowder 
Lynn  F.  Curtis 
William  E»  Elliot 
Ted  L.  Flickinger 
R.  H.  Haralson,  Jr. 
R.  H.  Haralson,  III 

C.  N.  Hatfield 
Louis  E.  Haim 
Paul  W.  Hoffmann 
James  T.  Holder 
Cecil  B.  Howard 
John  R.  Huffman 
Homer  L.  Isbell 
Elgin  P.  Kintner 
Sam  S.  Lambeth 
Roy  W.  Laughmiller 
Frank  S.  Lovingood 
John  F.  Manning 
Kenneth  Marmon 
Gordon  McCall 
David  L.  McCroskey 

N.  A.  McKinnon,  Jr. 
Robert  D.  Mynatt 
H.  S.  Nelson 

M.  D.  Peterson 
Jack  Phelan 
James  N.  Proffitt 
Robert  D.  Proffitt 
Bainard  P.  Ramsey 
Robert  W.  Seaton 

O.  L.  Simpson,  Jr. 

J.  B.  Smalley 


H.  T.  Vandergriff 
Lowell  E.  Vinsant 
J.  A.  Yarborough 

Rockford 
Robert  F.  Leyen 
Prescott,  Arizona 
Julian  C.  Lentz 


BRADLEY  COUNTY 
MEDICAL  SOCIETY 

Cleveland 
Robert  L.  Allen 
John  M.  Appling 
Charles  W.  Arnold,  Jr, 
Marvin  R.  Batchelor 
John  M.  Bryan 
Glenn  Byers 
Chalmer  Chastain 
Robert  H.  Cofer 

A.  Estes  Felker 
Jack  R.  Free 

C.  Richard  Hughes 
Ivan  C.  Humphries 
William  W.  Johnson 
Frank  K.  Jones 
Cecil  H.  Kimball 
C.  A.  Kyle,  Jr. 

James  C.  Lowe 
Joseph  McCoin 
Hayes  Mitchell 
Sam  Monger,  III 
John  Murphy 
Fred  A.  Muths 
John  Parkinson 
E.  Harris  Pierce 
John  Powell 
William  Proffitt 
John  A.  Rogness 
Charles  Romaine 
Fenton  L.  Scruggs 
William  R.  Smith 
W.  C.  Stanbery 
Claud  H.  Taylor 
James  R.  Thurman 
James  R.  Van  Arsdall 
Gilbert  A.  Vamell 

Copperhill 

William  O.  Campbell 
W.  C.  Zachary,  Jr. 

Ducktown 
William  R.  Lee 


BUFFALO 
RIVER  VALLEY 
MEDICAL  SOCIETY 

Centerville 
Parker  D.  Elrod 
Bertie  L.  Holladay 

Hohenwald 

Veena  Anand 
Virender  Anand 
Harvey  Anderson 
Ivan  Krohn 

Jackson 

T.  James  Humphreys' 
Linden 

Robert  Markman 
Gordon  H.  Turner,  Jr. 

Parsons 

Charles  M.  Alderson 
Robert  M.  Fisher 
Dennis  A.  Savoie 


CAMPBELL  COUNTY 
MEDICAL  SOCIETY 

Harrogate 
George  L.  Day 
Roy  C.  Ellis 
Jesse  L.  Walker 


Jellico 

Charles  A.  Prater 
Ned  C.  Watts 

LaFollette 
J.  D.  Crutchfield 
M.  L.  Davis 
James  C.  Farris 
John  C.  Pryse 
Roscoe  C.  Pryse 
L.  J.  Seargeant 
Burgin  H.  Wood 


CHATTANOOGA- 
HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Chattanooga 
Jerome  H.  Abramson 
Chester  G.  Adams 
J.  E.  Adams,  Jr. 

John  W.  Adams,  Jr. 
William  P,  Aiken 
Edgar  D.  Akin 
J.  T.  Albritton 
Jlri  T.  Alexander,  Jr. 
Hilda  N.  Alisago 
Billy  Jason  Allen 
Charles  H.  Alper 
*E.  R.  Anderson 
Harry  S.  Anderson 
Ira  Lee  Arnold 
Joseph  S.  Atkinson 
Stewart  H.  Auerbach 
Joel  Eugene  Avery 

A.  Merton  Baker,  Jr. 
Fred  B.  Ballard,  Jr. 
Samuel  L.  Banks 
W.  A.  Banks 
Juancho  C.  Bautista 
G.  E.  Beckmann,  Jr. 
William  B.  Berry 
E.  F.  Besemann 
Samuel  S.  Binder 
W.  R.  Bishop 
Catherine  Boatwright 
Lonnie  Roy  Boaz,  Jr, 
Walter  E.  Boehm 
Harry  Vanzandt  Boric 
J.  O.  Bowers,  Jr. 
Robert  E.  Bowers 
John  F.  Boxell 
James  R.  Boyce 
William  D.  Brackett 
Frank  S.  Brannen 
John  Brimi 
Neil  Charles  Brown 
R.  L.  Brown 
Thomas  F.  Buchanan 
E.  F.  Buchner,  III 
William  F.  Buchner 
Arch  H.  Bullard 
John  Arthur  Burke 
Thomas  L.  Buttram 
W.  R.  Buttram,  Jr. 
Winton  P.  Caine,  Jr. 
Gary  B.  Caldwell 
Donald  R.  Campbell 
E.  R.  Campbell,  Jr. 
Don  Allen  Cannon 
Maurice  A.  Canon 
Ramon  L.  Carroll,  Jr. 
Bennett  W.  Caughran 
David  A.  Chadwick 
James  S.  Cheatham 
C.  Robert  Clark 
R.  B.  Clark,  III 
C.  R.  Cleaveland 
Oscar  H.  Clements 
R.  C.  Coddington 
J.  R.  Collins 
Frank  C.  Combes 
“John  L.  Cooley 
J.  H.  Corey,  Jr. 
George  Edwin  Cox 
M.  Sue  C.  Cox 
Tames  Lynn  Craig 
Robert  E.  Lee  Craig 
Phil  D.  Craft 
J.  F.  Crawley,  Jr. 
James  H.  Creel,  Jr. 
John  M.  Crowell 
* Tolbert  C.  Crowell 


Doyle  E.  Currey 
“Joe  Tom  Currey 
Thomas  W.  Currey 
Thomas  H.  Curtis 

B.  E.  Dahrling,  II 
James  Wilson  Davis 
Jimmy  B.  Davis 
Larry  W.  Davis 
Robert  G.  Demos 
P.  L.  DeRuiter 
Joseph  James  Dodds 
R.  B.  Donaldson 
W.  C.  Dowell 
James  Robert  Drake 
Stanley  J.  Dressier 
Philip  J.  Dugan 
Daniel  Dupourque 
John  Q.  Durfey 

P.  M.  DuVoisin 
William  K.  Dwyer 
W.  C.  Dyer,  Jr. 

Frank  R,  Eldridge 
John  C.  Ellis 
Bruce  A.  Elrod 
Henry  Clay  Evans,  Jr. 
John  Thomas  Evans 
R.  E.  Eyssen 
James  R.  Fancher 
Theodore  A.  Feintuch 
Francis  M.  Fesmire 
William  B.  Findley1 
R.  V.  Fletcher 
J.  M.  Foley 
Augustus  C.  Ford 
N.  G.  Forlidas 
W.  R.  Fowler 
Guy  M.  Francis 

A.  H.  Frye,  Jr. 

D.  G.  Garrett,  Jr. 
Orville  Carlos  Gass 
George  Clive  Gibson 
Robert  H,  Giles,  Jr. 
Edwin  Wayne  Gilley 

“Dean  W.  Golley 
James  K.  Goodlad 
A1  W.  Gothard 
Frank  B.  Graham,  III 
Joseph  W.  Graves 
William  R.  Green 
W.  C.  Greer 
M.  W.  Greifinger 
David  A.  Grigsby 
Wallace  D.  Grissom 

B.  F.  Grotts 

T.  A.  Grubbs,  Jr. 

R.  B.  Hagood,  Jr. 
David  Parks  Hall 
John  C.  Hampton 

B.  D.  Hamsberger 
“Elliott  F.  Harrison 
Carl  A.  Hartung 
H.  K.  Harvey 

D.  E.  Haskins,  III 
Charles  W.  Hawkins 
Paul  E.  Hawkins 
Cauley  W.  Hayes,  Jr. 
Robert  Dale  Hayes 
Thomas  E.  Hayes 
James  Martin  Hays 
Robert  D.  Hays 
James  R.  Headrick 
James  W.  Hedden 
R.  S.  Hellmann 

H.  B.  Henning 
Warren  B.  Henrv 

G.  K.  Henshall,  Jr. 

H.  B.  Heywood,  III 
Homer  David  Hickey 
J.  M.  Higgason 

J.  M.  Higginbotham 
R.  G.  Hofmeister 
P.  B.  Holliday,  Jr. 
Moon  Wha  Hong 
Charles  M.  Hooper 
R.  A.  Hoppe 
Donald  Ross  Hornsby 
John  O.  House 
Peggy  J.  Howard 
Noel  C.  Hunt 
W.  P.  Hutcherson 
®D.  Isbell 
Dewitt  B.  James 
Oliver  W.  Jenkins 

E.  G.  Johnson 


J.  Paul  Johnson,  Jr. 

J.  W.  Johnson,  Jr. 
Gerald  Isom  Jones 
Harry  E.  Jones 
David  Bernard  Karr 
Yutaka  Kato 

C.  D.  Kennedy 
J.  J.  Killeffer 

C.  W.  Kimsey 
Warren  H.  Kimsey 
Clyde  Roy  Kirk 
Durwood  L.  Kirk 

G.  H.  Kistler 

D.  K.  Kitchen 
Michael  Kosanovich 
Ethem  Y.  Kuzucu 

D.  P.  Labrador,  Jr. 

F.  D.  Lansford,  Jr. 
Richard  S.  Lasky 

L,  H.  Lassiter 

J.  V.  Lavecchia,  Jr. 

H.  M.  Lawrence,  Jr. 
Stewart  Lawwill,  Jr. 
Jay  F.  Lewis,  II 

E.  C.  Lineberger 
P.  H.  Livingston 
Ira  Morris  Long 
Robert  E.  Mabe 

W.  B.  MacGuire,  Jr. 

D.  V,  MacNaughton 
Luis  G.  Maldonado 
Tim  Joseph  Manson 

C.  B.  Marsh 
“Frederick  E.  Marsh 
“W.  H.  Marsh 

Hossein  Massoud 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Charles  D.  McDonald 
Preston  C.  McDow 
George  R.  McElroy 
Ralph  McGraw,  Jr. 
Edel  F.  McIntosh 
James  E.  McKinney 
Avelino  V.  Mercado 
Robert  T.  Miller 
George  A.  Mitchell 
Ronald  L.  Molloy 
Thomas  C.  Monroe 
John  R.  Morgan 
T.  F.  Mullady,  III 
Fay  B.  Murphey,  Jr. 
R.  Smith  Murray 
R.  W.  Myers 
Fujie  Nakamura 
Marvin  M.  Nathan 
Merrill  F,  Nelson 
Cecil  E.  Newell 

E.  T.  Newell,  Jr. 
Robert  L.  Nichols 
Paul  V.  Nolan 
Barry  Parker  Norton 

D.  M.  O’Neal 
Robert  N.  Osmundsen 
W.  C.  Pallas 
Robert  L.  Patterson 
Ernest  White  Patton 
Levi  R.  Patton 
William  C.  Patton 
Stanley  R.  Payne 
Martin  Allen  Perez 
Millard  Foy  Perrin 
W.  A.  Peterson,  Jr. 
Wesley  Petty 

W.  E.  Plauche 
C.  A.  Portera 
W.  H.  Price 

M.  C.  Pruitt 
Walter  Puckett,  III 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
James  G.  Quinn 
Maurice  S.  Rawlings 
Charles  Jackson  Ray 

E.  E.  Reisman,  Jr. 

J.  E.  Reynolds 

J.  R.  Reynolds 
Alexander  Rhoton 
C.  E.  Richardson 
Deloris  E.  Rissling 

G.  M.  Roberts,  Jr. 

A.  P.  Rogers 
William  E.  Rowe 


Esperanza  A.  Rowell 
James  R.  Royal 
Don  Jere  Russell 
Benjamin  G.  Santos 

H.  A.  Schwartz 
Edgar  L.  Scott,  Jr. 
Molly  E.  R.  Seal 
Charles  F.  Seman 
Clarence  Shaw 
George  W.  Shelton 
Leroy  Sherrill 
“W.  J.  Sheridan 
Edwin  H.  Shuck,  Jr. 
George  Lete  Sivils 

F.  J.  Smiley 
M.  J.  Smith,  Jr. 

S.  P.  Smith 
Pete  S.  Soteres 
R.  T.  Spalding 
James  H.  Spaulding 
Eleanor  Stafford 
R.  F.  Stappenbeck 
Harold  Jones  Starr 
W.  H.  Steele,  Jr. 

W.  A.  Stem 
Joseph  H.  Stickley 
Harry  Alfred  Stone 
W.  H.  Stonebumer 
J.  E.  Strickland,  Jr. 
William  K.  Striker 
Mary  E.  Stroud 

C.  L.  Suggs,  Jr. 

Robert  O.  Summer 
Nat  H.  Swann,  Jr. 
Charles  Ray  Swift 
Myron  J.  Szczukowski 
George  N.  Taylor 
Thomas  E.  Taylor 
Bernard  Tepper 
David  J.  Tepper 
Jack  Tepper 

M.  O.  Tepper 
Leonides  Y.  Teves 
Lloyd  W.  Thompson 
Paul  C.  Thompson 
Robert  C.  Thompson 
James  E.  Tinnell 

D.  H.  Turner 
A.  Steven  Ulin 
Louis  Ulin 

F.  C.  Vallejo 
M.  R.  Vance 

5W.  E.  VanOrder 
Roger  Gordon  Vieth 
Gus  John  Vlasis 
C.  H.  Von  Cannon 
M.  Von  Werssowetz 
Harry  Lee  Walton 
W.  Weathers,  Jr. 

M.  W.  Westermeyer 

L.  Spires  Whitaker,  Jr. 
J.  L.  Williams,  Jr. 

W.  B.  Willingham,  Jr. 
Dexter  L.  Woods,  Jr. 
Jackson  Joe  Yium 
Julian  Macow  Yood 
George  G.  Young 

M.  M.  Young 
Joseph  I.  Zuckerman 

Cleveland 

G.  K.  McAllister 

Collegedale 
Robert  L.  Jensen 
C.  M.  von  Henner 

Copperhill 
“Herschel  H.  Hyatt 
J.  T.  Layne 

Dayton 

Ernest  A.  Forsten 
L.  F.  Littell,  Jr. 

James  Jacob  Rodgers 

Dunlap 

C.  G.  Graves,  Jr. 
Arthur  M.  Owens 

Franklin 

“Martin  A.  Meacham 
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Hixson 

R.  \V.  Boatwright 
Thomas  R.  Cox 

R.  F.  Dominguez 
Zolia  G.  Dominguez 
Olga  D.  Medina 
Millard  W.  Ramsey 

Jasper 

James  G.  McMillan 

Lookout  Mountain 
James  L.  Caldwell 
Rudolph  M.  Landry 
Thomas  Sparrow  Long 

Ooltewah 
“C.  L.  Lassiter 

Pikeville 

Thomas  G.  Cranwell 
Rufus  S.  Morgan 

Rossville,  Georgia 
W.  D.  Crawley,  Jr. 

Signal  Mountain 
George  M.  Cannon 
O.  M.  Derryberry 

B.  B.  Holt,  Jr. 

“M.  F.  Langston 
Allen  D.  Lewis 

H.  G.  Sibold 

A.  Y.  Smith,  III 
Philipp  Sottong 

South  Pittsburg 

Paul  M.  Burd 
Marvin  E.  Deck 
J.  B.  Hackworth,  Jr. 

J.  B.  Havron 
William  L.  Headrick 
Hiram  Beene  Moore 

E.  M.  Ryan 
Viston  Taylor,  Jr. 

Whitwell 
“Cleo  Chastain 
W.  G.  Shull 

Bridgeport,  Ala. 

H.  L.  Elmore 

Decatur,  Ga. 

Oscar  D.  Medina 

Ft.  Oglethorpe,  Ga. 

A.  S.  Alisago,  Jr. 


COCKE  COUNTY 
MEDICAL  SOCIETY 

Newport 

Reece  B.  DeBerry 
A.  J.  Garbarino 

D.  H.  McConnell 
Drew  A.  Mims 
Glenn  Shults 

F.  M.  Valentine,  Jr. 

White  Pine 

E.  R.  Baker 


COFFEE  COUNTY 
MEDICAL  SOCIETY 

Manchester 

C.  H.  Farrar 
Howard  Farrar 
Coulter  S.  Young 

Tullahoma 
Ralph  Brickell 
Marvin  C.  Fraley 
Bruce  E.  Galbraith 
Edwin  E.  Gray 

C.  B.  Harvey 
Jerry  L.  Kennedy 
Ho  Kyun  Kim 
James  M.  King 
Seung  Hoo  Lee 
Charles  W.  Marsh 
Earl  E.  Roles 
Claude  C.  Snoddy 
Charles  H.  Webb 
M.  Clark  Woodfin,  Jr. 

Nashville 
John  A.  Shields 


CONSOLIDATED 
MEDICAL  ASSEMBLY 

Alamo 

J.  H.  Donnell 
Bells 

Charles  Hickman 
Russell  W.  Mayfield 

Bemis 

A.  N.  Williams,  Jr. 
Bolivar 

Harvey  H.  Barham 
“Douglas  L.  Brint 
C.  L.  Durham 
Charles  L.  Frost 
Raymond  W.  Rhear 
William  R.  Sullivan 
“James  K.  Tate,  Jr. 

Brownsville 
“Thomas  C.  Chapman 
Bobby  D.  Hale 
David  E.  Stewart 
J.  C.  Thornton,  Jr. 

J.  K.  Welch,  Jr. 

Bruceton 

“Robert  T.  Keeton 

Camden 
Alvin  T.  Hicks 
Robert  L.  Horton 

Friendship 
Lamar  A.  White 

Grand  Junction 
N.  H.  Edwards 

Henderson 
Darrell  King 
Oscar  M.  McCallum 

R.  L.  Wilson 

Humboldt 
Billy  L.  Couch 
J.  H.  Crenshaw 
T.  M.  Crenshaw 
Albert  H.  Fick 
Nelson  C.  Harrison 
George  E.  Spangler 

Huntingdon 
Jerry  F.  Atkins 
N.  B.  Bhat 
Herbert  G.  Giddens 
Robert  B.  Wilson 

Jackson 

C.  V.  Alexander,  Jr. 
Roy  Appleton 
Thomas  K.  Ballard 
James  Barker 
Robert  J.  Barnett 
“G.  H.  Berryhill 

S.  L.  Bicknell 
Jack  H.  Booth 
William  F.  Burnett 
Swan  Burruss,  Jr. 

“Swan  Burruss,  Sr. 

J.  H.  Chandler 
Charles  W.  Cox 
James  T.  Craig,  Jr. 
Edward  F.  Crocker 
William  G.  Crook 
John  P.  Curlin 
Ruth  E.  Dinkins 
George  D.  Dodson 
Jack  E.  Douglass 
R.  A.  Douglass,  Jr. 
Clarence  Driver 
E.  W.  Edwards 
Blanche  S.  Emerson 
Blair  D.  Erb 
“William  T.  Fitts 
James  R.  French 
Fred  Friedman 
Oliver  H.  Graves 
Robert  C.  Hall 
Walton  W.  Harrison 
George  Harvey 

G.  E.  Hazelhurst,  Jr. 
Charles  B.  Herron 
Bobby  Higgs 
Robert  S.  Hill 
Ben  F.  House 
G.  B,  Hubbard 
Leland  M.  Johnston 
Chester  Jones 
“G.  Frank  Jones 
John  A.  Kendall 


R.  R.  Kenner 
Duval  H.  Koonce 
Donald  S.  LaFont 
James  D.  Lane 

J.  A.  Langdon,  Jr. 
Donald  R.  Lewis 
Fred  Looper 
Robert  B.  Mandle 
William  C.  McAfee 
Harold  T.  Mclver 
A.  L.  Middleton 
Jesse  Miller,  Jr. 

Henry  N.  Moore 
Alfred  J.  Mueller 
Lamb  B.  Myhr 
Roy  M.  Neudecker 
George  Pakis,  Jr. 

L.  G.  Pascal.  Tr. 

James  A.  Phillips 
J.  A.  Price,  Jr. 

John  G.  Riddler 
Russell  H.  Robbins 
W.  H.  Roberts 
Barnett  Scott 
Lee  C.  Sbeppard,  Jr. 
Harris  L.  Smith 
Robert  J.  Smith 
Charles  Stauffer 
James  L.  Thomas 
J.  R.  Thompson,  Jr. 

S.  A.  Truex,  Jr. 

R.  T.  Tucker,  Jr. 
Jimmy  F.  Webb 

F.  E.  Williamson,  Jr, 
Wayne  H.  Wolfe 
George  Wyatt 
Paul  E.  Wylie 
Harold  R.  Yarbro 

Kenton 
A.  H.  Gray 

Lexington 
Wesley  F.  Jones 
Maurice  N.  Lowry 
Warren  C.  Ramer 
Warren  Ramer,  Jr. 
Jack  C.  Stripling 
Charles  W.  White 

McKenzie 

James  T.  Holmes 
James  H.  Robertson 

S.  S.  Walker,  Jr. 

Medina 

“Robert  H.  Morris 
Milan 

Hubert  P.  Clemmer 
James  O.  Fields 
*P.  D.  Jones 
Delza  Penaranda 
James  H.  Williams 
Phillip  G.  Williams 

Saltillo 

Howard  W.  Thomas 
Savannah 

H.  D.  Blankenship,  Jr. 
A.  G.  Churchwell 
John  D.  Lay 
Thomas  V.  Roe 
Howard  Whitaker,  Jr. 
Thomas  R.  Williams 

Selmer 

T.  N.  Humphrey 
Harry  Peeler 
James  H.  Smith 
Monte  E.  Smith,  Jr. 

Somerville 
John  L.  Armstrong 
John  M.  Bishop 
Frank  S.  McKnight 
“John  W.  Morris 
L.  H.  Plemmons 
Karl  Byington  Rhea 
Lee  Rush,  Jr. 

Trenton 

J.  F.  Bradley,  Jr. 

E.  C.  Crafton,  Tr. 
William  G.  DeSouza 
John  Wesley  Ellis 
James  W.  Hall 
C.  L.  Holmes 
Leon  Koen 
J.  L.  Williams 

Whiteville 
Aubrey  Richards 


CUMBERLAND 

COUNTY 

MEDICAL  SOCIETY 

Crossville 
Richard  L.  Bilbrey 
Richard  C.  Braun 
Joe  E.  Burton 
James  T.  Callis 
J.  T.  Campbell,  Jr. 

R.  E.  Cravens 
P.  M.  Deatherage 
Carl  T.  Duer 
Paul  A.  Ervin,  Jr. 
William  E.  Evans 
R.  Donathan  Ivey 
Joel  F.  Johnson,  Jr. 

H.  F.  Lawson 
Fred  W.  Munson 
“Stuart  P.  Seaton 
Ramon  S.  Vinas 
Joe  K.  Wallace 
R.  H.  Wood,  Jr. 

Jamestown 
Shelby  O.  Turner 
Monterey 
Jerome  Sag 

Pleasant  Hill 
“Laurence  A.  Chrouch 
“Margaret  K.  Stewart 

Rockwood 
J.  W.  Lindsay 


DAVIDSON  COUNTY 
MEDICAL  SOCIETY 

Ashland  City 
James  Baldwin 
Brentwood 
W.  F.  Sheridan,  Jr. 

Franklin 
Joe  T.  Whitfield 
Goodlettsville 
James  S.  Hastie 
Lee  F.  Kramer 

G.  S.  McClellan 
Wm.  O.  T.  Smith 

Hendersonville 
Owen  C.  Bell 
Andrew  S.  Boskind 
Helen  C.  Burks 
Charles  M.  Cowden 
W.  Gordon  Doss 
Cyrus  E.  Kendall 

D.  C.  Ludington,  Jr. 
Daniel  Mendoza 
Robert  D.  Pilkinton 
C.  G.  Stockard,  Jr. 

R.  L.  Strom 

Hermitage 
•John  M.  Lee 

Jackson 

Allen  L.  Schlamp 
Madison 
Joe  Gary  Allison 
Zillur  Athar 
John  B.  Bassel 
Charles  B.  Beck 
L.  Dale  Beck 
W.  J.  Binkley 
James  E.  Bumes 
Robert  E.  Burr 
William  J.  Card 
Sam  W.  Carney,  Jr. 

S.  G.  Chikkannaiah 
Kenneth  L.  Classen 
Frederec  B.  Cothren 
James  J.  Couperus 
William  G.  Davis 
Hillis  F.  Evans 
William  F.  Fleet,  Jr. 
John  R.  Furman 

“Julian  Gant 
Harold  L.  Gentry 
George  B.  Hagan 
Robert  L.  Haley,  Jr. 
James  M.  High 
Warren  T.  Hill 
William  H.  Hill 
LaDon  W.  Homer 
Jerry  Hunt 
Dale  Maurice  Isaeff 
Elwin  C.  Lanz 


Robert  J.  Linn 

H.  T.  McCall 
Barton  McSwain 
W.  H.  Marshall 
J.  O.  Miller,  Jr. 

P.  G.  Pascua 
Conchita  T.  Pecache 
J.  C.  Pennington,  Jr. 
R.  L.  Pettus,  Jr. 
Divina  Tan  Po 
Fred  W.  Ryden 
Joseph  W.  S cobey 
Sylvia  R.  Seamands 
Norman  L.  Sims 
Choon  Duck  Son 

V.  W.  Stuyvesant 
Joe  Sutherland 
Richard  P.  Taber 
Harry  Witztum 

Memphis 

“Harold  M.  Truebger 

Mt.  Juliet 

E.  D.  Magpantay 
A.  Z.  Manalac,  Sr. 

Nashville 

Eduardo  Abisellan 
Georgina  Abisellan 
Harry  S.  Abram 
David  Acker 
Maurice  M.  Acree,  Jr. 
Crawford  Adams 
Robert  W.  Adams,  Jr. 
R.  B.  Addlestone 
Benton  Adkins 

I.  A.  Alcantara 
Clyde  W.  Alexander 

•Joseph  W.  Alford,  Jr. 
William  C.  Alford 
David  T.  Allen 

J.  H.  Allen,  Jr. 

Terry'  R.  Allen 
Clyde  Alley,  Jr. 

“William  E.  Allison 
Ben  J.  Alper 
John  R.  Amberg 
Arthur  R.  Anderson 
“E.  E.  Anderson 
Edward  E.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 
J.  E.  Anderson,  Jr. 

J.  S.  Anderson,  Jr. 
Robert  S.  Anderson 
William  C.  Anderson 
George  W.  Andrews 
Larry  T.  Arnold 
Harvey  Asher 
Gerald  F.  Atwood 
Daniel  Baccus 
Elizabeth  Backus 
Harry  Baer 
“J.  Mansfield  Bailey 
Roderick  I.  Bahner 
Thurman  Dee  Baker 
“Sidney  W.  Ballard 
Preston  Hite  Bandy 
“Edward  H.  Barksdale 
Paul  Harold  Barnett 
Robert  B.  Barnett 
David  Barton 
Allan  D.  Bass 
Jack  M.  Batson 
Randolph  Batson 
Mahin  Bayatpour 

D.  Scott  Bayer 
C.  Patrick  Beatty 
Luther  A.  Beazley 
Eric  Bell,  Jr. 

Robert  L.  Bell 

H.  W.  Bender,  Jr. 
Lynch  D.  Bennett 
George  N.  Benson^ 
Edmund  W.  Benz 
Louis  J.  Bernard 
Stanley  Bernard 
Geoffrey  Berry 
John  H.  Beveridge 
N.  K.  Bhagavan 
Otto  Billig 

F.  T.  Billings,  Jr. 
George  T.  Binkley 
Ben  J.  Birdwell 
R.  T.  Birmingham 

E.  L.  Bishop,  Jr. 
Lindsay  K.  Bishop 
Joseph  M.  Bistowish 
Joseph  N.  Blunk 
Frank  H.  Boehm 
Robert  L.  Bomar,  Jr. 
Arthur  G.  Bond 
John  Benjamin  Bond 
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G.  W.  Bounds,  Jr. 
David  G.  Bowers,  Jr. 

“Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackin,  Jr. 
Cloyce  F.  Bradley 
David  V.  Bradley 

°G.  Hearn  Bradley 
James  M.  Brakefield 
H.  Victor  Braren 

T.  E.  Brittingham 
Arthur  L.  Brooks 
Lloyd  R,  Broomes 
John  C.  Brothers 
Dorothy  Brown 
Helena  P.  Brown 
James  H.  Brown 
Kermit  R.  Brown 
W.  E.  Brown,  Jr. 

E.  W.  Browne,  Jr. 
Harry  Gray  Browne 
“Clinton  E.  Brush 
J.  Thomas  Bryan 
R.  D.  Buchanan 
R.  N.  Buchanan,  Jr. 
Reuben  A.  Bueno 
•John  C.  Burch 
Joseph  G.  Burd 
Henry  Burko 
Gerald  R.  Bums 
George  R.  Burrus 
Roger  B.  Burrus 
Leroy  M.  Burton,  Jr. 

B.  F.  Byrd,  Jr. 

B.  H.  Caldwell 
James  J.  Callaway 
Calvin  L.  Calhoun 
W.  Barton  Campbell 

C.  G.  Cannon,  Jr. 
Richard  O.  Cannon 
E.  Tom  Camey 

G.  K.  Carpenter,  Jr. 
“G.  K.  Carpenter,  Sr. 

Charles  M.  Carr 
M.  Gary  Carter 
Oscar  W.  Carter 
Robert  A.  Carter 
Anthony  D.  Casparis 
Norman  M.  Cassell 
“John  S.  Cayce 
Lee  F.  Cayce 
Ralph  J.  Cazort 
Robert  L.  Chalfant 
Pong  Moon  Chang 
John  E.  Chapman 
Eric  M.  Chazen 
William  J.  Cheatham 
Abraham  Pacha  Cheij 
“Amos  Christie 
Arkom  Chulamorkodi 
William  M.  Clark 
Jeannine  A.  Classen 
Cully  A.  Cobb 
Robert  T.  Cochran 
William  M.  Cocke 
John  H.  Coles,  III 
John  Connolly 
William  A.  Cook 
George  Edward  Cooke 
William  E.  Coopwood 
Henry  P.  Coppolillo 
Charles  Corbin,  Jr. 
Robert  T.  Comey 
Orrie  A.  Couch,  Jr. 
Frederic  E.  Cowden 
George  Boyd  Crafton 
Paul  S.  Crane 

H.  James  Crecraft 
William  B.  Crenshaw 
Angus  M.  G.  Crook 
Jerrall  P.  Crook 

“R.  R.  Crowe 
E.  Perry  Crump 
W.  Andrew  Dale 


Rollin  A,  Daniel,  Jr. 
William  J.  Darby 
Philip  V.  Daugherty 
George  William  Davis 
Michael  David  Davis 
“Theodore  W.  Davis 
Thomas  J.  Davis,  Jr. 
Thos.  C.  Delvaux,  Jr. 
H.  C.  Dennison,  Jr. 
David  M.  Denny 
Samuel  H.  Dillard 
Walter  L.  Diveley 
William  M.  Doak 
William  D.  Donald 
P.  R.  Domenburg 
“Earl  D.  Dorris 
Robert  T.  Doster,  Jr. 
“Beverly  Douglas 
“Henry  L.  Douglass 
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William  L.  Downey 
Mark  A.  Doyne 

L.  Howe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 
George  E.  Duncan 

G.  Dewey  Dunn 
William  P.  Dutton 
Joe  M.  Edwards 
Robert  H.  Edwards 
William  H.  Edwards 
Lloyd  C.  Elam 
Paul  D.  Elcan 
James  H.  Elliott 

“P,  C.  Elliott 
James  W.  Ellis 
Melvin  L.  Elson 
Charles  W.  Emerson 
Yilmaz  Eryasa 
Irwin  B.  Eskmd 
T.  Horace  Estes 

E.  William  Ewers 
Don  L.  Eyler 
Roy  C.  Ezell 

A.  K.  M.  Fakhruddin 
Leslie  Falk 
William  T.  Farrar 
R.  James  Farrer 
J.  L.  Farringer,  Jr. 
William  B.  Farris 
W.  H.  Faulk,  Jr. 
Gerald  M.  Fenichel 
Harold  A.  Ferguson 
Ray  O.  Fessey 
J.  N.  Fidelholtz 
John  P.  Fields 
Robert  M.  Finks 
Joseph  H.  Fishbein 
Benjamin  Fisher 
Laura  M.  Fisher 
R.  Darryl  Fisher 
James  H.  Fleming,  Jr. 
Ross  Fleming,  Jr. 
John  M.  Flexner 
Howard  R.  Foreman 
Garth  E.  Fort 
Henry  W.  Foster 
John  H.  Foster 
Nelson  R.  Foster 
Eugene  W.  Fowinkle 
S»  Benjamin  Fowler 

D.  L.  Foxworthy 
Richard  France 
R.  J.  Freeman 
Frank  R.  Freemon 
Walter  W.  Frgy 
Thomas  Friddell 
Gottlieb  C.  Friesinger 
Robert  A.  Frist 
Thomas  F.  Frist 
Thomas  F.  Frist,  Jr. 
James  L.  Fuqua 
Don  L.  Gaines 
Charles  K.  Gardner 
“James  C.  Gardner 
Sam  Young  Garrett 
William  E.  Garrett,  Jr. 
Fay  M.  Gaskins 
Robert  B.  Gaston 
David  W.  Gaw 
William  R.  Gaw 
Daniel  C.  Geddie 
Erol  Genca 
C.  N.  Gessler 
Charles  M.  Gill 

M.  E.  Glasscock,  III 
Alan  D.  Glick 
John  P.  Glover,  Jr. 
Tohn  R.  Glover 

F.  W.  Gluck,  Jr. 

W.  G.  Gobbel,  Jr. 
Fred  Goldner,  Jr. 
James  E.  Goldsberry 
Paul  C.  Gomez 
Richard  Gordon 
Donald  A.  Goss 
David  K.  Gotwald 

H.  C.  K.  Gowda 
Alan  L.  Graber 
Louis  S.  Graham,  Jr. 
Thomas  P.  Graham 
Burton  Paine  Grant 
H.  A.  Graves,  Jr. 
Edmon  L.  Green 
Paul  A.  Green,  Jr. 
Ralph  Greenbaum 
Harry  Lee  Greene 
Clifton  E.  Greer,  Jr. 
David  W.  Gregory 
James  P.  Gregory 
Marvin  G.  Gregory 
Paul  P.  Griffin 
John  W.  Griffith,  Jr. 
John  H.  Griscom 

“Thomas  Grizzard 
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Erich  B.  Groos 
Laurence  Grossman 
Milton  Grossman 
James  Growden,  Jr. 
W.  E.  Gupton,  Jr. 
Arnold  Haber,  Jr. 
Lennelle  W.  Haddox 
Ruth  C.  Hagstrom 
“David  W.  Hailey 
Charles  E.  Haines 
Wallace  H.  Hall,  Jr. 
Gerald  Halprin 
Thomas  B.  Haltom 
Marcelle  R.  Hamberg 
C.  M.  Hamilton 
J.  R.  Hamilton 
William  M.  Hamilton 
J.  D.  Hammond,  Jr. 
Roy  G.  Hammonds 
Axel  Carl  Hansen 
Robert  A.  Hardin 
Jackson  Harris 
Perry  F.  Harris 
Robert  C.  Hartmann 
Wm.  H.  Hartmann 
Aubrey  B.  Harwell 
Norman  D.  Hasty 
“O.  S.  Hauk 
“James  T.  Hayes 
H.  Campbell  Haynie 
James  William  Hays 
James  B.  Helme 
R.  R.  Henderson 
J.  L.  Herrington,  Jr. 
John  G.  Herzfeld 
Ray  W.  Hester 

B.  K.  Hibbett,  III 
“J.  B.  Hibbetts,  Jr. 
“William  Higginson 

Daniel  R.  Hightower 
Elmore  Hill 
Susan  L.  Hill 
Irving  R.  Hillard 
Charles  S.  Hirshberg 
Charlie  Joe  Hobdy 

G.  W.  Holcomb,  Jr. 
Fowler  Hollabaugh 
Marc  H.  Hollender 
J.  W.  Hollifield 
Inpow  Hong 
Robert  G.  Horn 

C.  H.  Huddleston 
James  M.  Hudgins 
Jerry  K.  Humphreys 
Joseph  E.  Hurt 
Janet  K.  Hutcheson 
R.  H.  Hutcheson,  Jr. 
Vernon  Hutton,  Jr. 
Maurice  Hyman 
Robert  W.  Ikard 

M.  D.  Ingram,  Jr. 
Mohammed  Ismail 

A.  P.  Isenhour,  Jr. 
Joseph  M.  Ivie 
J.  Kenneth  Jacobs 
David  E.  Jenkins 
Alfonso  P.  Johnson 
“Hollis  E.  Johnson 

H.  Keith  Johnson 
Ira  T.  Johnson 
James  W.  Johnson 
Marshall  Johnson 
R.  M.  Johnson 

C.  R.  Johnston 
Robert  K.  Johnston 

E.  Palmer  Jones 
Frank  E.  Jones 
John  R.  Jones 
Orrin  L.  Jones,  Jr. 
Thomas  M.  Jordan 

“R.  H.  Kampmeier 
Herman  J.  Kaplan 
Peter  R.  Kaplan 
David  T.  Karzon 
William  A.  Kean 
William  S.  Keane 
Paul  C.  Kemmerly 
J.  Allen  Kennedy 
W.  G,  Kennon,  Jr. 
Qamar  A.  Khan 
Jack  P.  Kinnard 
Lowry  Dale  Kirby 
Roy  W.  Kirchberg 
Sandra  G.  Kirchner 
Ralph  R.  Kling,  Jr. 

O.  Morse  Kochtitzky 
Leonard  J.  Koenig 
Kent  Kyger 
Charles  T.  Ladd 
Robert  H.  Laird 
John  W.  Lamb 
Roland  D.  Lamb 

F.  Hayden  Lambert 
Samuel  D.  Lane 

L.  P.  Laughlin 


H.  T.  Lavely,  Jr. 
Samuel  J.  LaVoi 

G.  Allen  Lawrence 
Albert  R.  Lawson 

H.  K.  Leathers,  III 
Ying  Tsung  Lee 
Joseph  F.  Lentz 
Virgil  S.  Le  Quire 
James  P.  Lester 
Malcolm  R.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
Joanne  Lovell  Linn 
A.  B.  Lipscomb 
Jacinta  J.  Llorens 
James  P.  Loden 
Jimmi  H.  Logan 
Thomas  P.  Logan 

H.  Newton  Lowom 
Jackson  P.  Lowe 

“S.  L.  Lowenstein 
E.  Ray  Lowery,  Jr. 
“Frank  H.  Luton 
Philip  L.  Lyle 
John  B.  Lynch 
Charles  W.  MacMillan 
Robert  D.  MacMillan 
John  A.  MacPhail 
Robert  H.  Magruder 
“Guy  M.  Maness 
“W.  R.  Manlove 
George  V.  Mann 
Edward  H.  Martin 
R.  R.  Martinez 
Ralph  W,  Massie 
J.  J.  Matzelle 
Lilia  D.  Mauricio 
A.  Ray  Mayberry 
Ben  R.  Mayes 
Robert  E.  McClellan 
Robert  L.  McCracken 
James  B.  McGehee 
Charles  E.McGruder 
Embry  A.  McKee 
Lee  Wm.  McLain 
Alexander  McLeod 
John  W.  McMahan 
M.  Charles  McMurray 
E.  W.  McPherson 
Warren  McPherson 
William  F.  Meacham 
Arnold  M.  Meirowsky 
Stephen  P.  Melkin 
Cullen  R.  Merritt,  II 
Robert  M.  Metcalfe 

V.  L.  Metts,  III 
Alvin  H.  Meyer 
Andrew  H.  Miller 
Joe  Morris  Miller 
John  Maurice  Miller 

“Lloyd  C.  Miller 
James  Brown  Millis 
Lee  R.  Minton 
Mona  K.  Mishu 
Sarda  N.  Misra 
Carl  E.  Mitchell 
Edwin  H.  Mitchell 
Thomas  F.  Mogan 
Roy  W.  Money 
Harry  T.  Moore,  Jr. 

P.  G.  Morrissey,  Jr. 
Harold  L.  Moses 
James  R.  Moyers 

I.  Armistead  Nelson 
“Oscar  G.  Nelson 

Dewey  G.  Nemec 
Tom  E.  Nesbitt 

J.  W.  Nickerson,  Jr. 
Hugh  B.  Noah 
Oscar  F.  Noel 
Philip  J.  Noel,  Jr. 
Margaret  S.  Norris 
Charles  G.  Norton 

W.  Allen  Oaks 
John  R.  Olson 
William  H.  Olson 
James  A.  O’Neill,  Jr. 
David  N.  Ortha 

“James  C.  Overall 
Ronald  E.  Overfield 
Robert  C.  Owen 
Richard  P.  Ownbey 
Fred  Dillard  Ownby 
Homer  M.  Pace,  Jr. 
David  L.  Page 
Harry  Lee  Page,  Jr. 

T.  F.  Paine,  Jr. 

G.  Palacio-Del  Valle 
Roy  W.  Parker 
T.  F.  Parrish 
Bernard  J.  Pass 
P.  Takis  Patikas 
Robert  C.  Patterson 
Warren  R.  Patterson 
Dennis  D.  Patton 


Jesse  R.  Peel 

C.  G.  Peerman,  Jr. 

C.  Eugene  Peery,  Jr. 
“Edna  S.  Pennington 

T.  G.  Pennington 
Pedro  J.  Perales 
George  Louis  Perler 
Frank  A.  Perry 
James  M.  Perry,  Jr. 
Michael  A.  Petrone 
William  A.  Pettit 
Joseph  R.  Phillips 

J.  M.  Phythyon 

D.  R.  Pickens,  Jr. 
Charles  B.  Pittinger 
Kenneth  L.  Poag 
Phillip  P.  Porch,  Jr. 
Constantine  Potanin 
Thomas  E.  Potts 

“David  B.  P’Pool 
David  B.  P’Pool,  Jr. 
James  S.  Price 
C.  W.  Quimby,  Jr. 
Robert  W.  Quinn 

K.  M.  Rajashekaraiah 
J.  M.  Rainey,  Jr. 
William  B.  Ralph,  Jr. 
Lloyd  H.  Ramsey 

V.  D.  Reddy 
Robert  M.  Reed 

“Eugene  M.  Regen 
Eugene  M.  Regen,  Jr. 
Frank  M.  Rembert 
Roy  J.  Renfro 
Robert  N.  Reynolds 
Vernon  H.  Reynolds 
Robert  K.  Rhamy 
Lenore  De  Sa  Ribeiro 
John  R.  Rice 
James  P.  Richards 
Robert  E.  Richie 
Greer  Ricketson 
Douglas  H.  Riddell 
“Elkin  L.  Rippy 
“Samuel  S.  Riven 

L.  B.  Robbins,  II 
Joseph  D.  Robertson 
F,  C.  Robinson 
Robert  I.  Roelofs 
Gaylon  R.  Rogers 
Howard  E.  Rosen 
Alvin  B.  Rosenbloom 
Marvin  J.  Rosenblum 
Sol  A.  Rosenblum 
Louis  Rosenfeld 

R.  E.  Rosenthal 
Peirce  M.  Ross 
Fred  A.  Rowe,  Jr. 
Robert  Monroe  Roy 
Salil  Roy 
Robert  V.  Russell 
Samuel  B.  Rutledge 
Robert  N.  Sadler 
William  G.  Sale,  III 
Howard  L.  Salyer 
Fasih  U.  S.  Samad 
Louis  Sampson 
Dan  S.  Sanders 
Harvey  S.  Sanders 
Paula  F.  Sandidge 
Joseph  J.  Sannella 
Houston  Sarratt 
R.  G.  Satterfield 
John  L.  Sawyers 
Julia  E.  Sawyers 
J.  H.  Sayers,  Jr. 
Charles  D.  Scheibert 
Stephen  Schillig 
Jack  C.  Schmitt 

R.  P.  Schneider 
Lawrence  G.  Schull 
Herbert  Schulman 
Mary  P.  Schultz 

J.  R.  Schweikert 
N.  R.  Schweikert 
H.  William  Scott,  Jr. 
Addison  B.  Scoville 
C.  Gordon  R.  Sell 
Sarah  W.  Sell 

E.  C.  Shackleford,  Jr. 

S.  A.  Shaffer 
Nelson  E.  Shankle 
John  L.  Shapiro 

W.  J.  Shasteen 
Abram  C.  Shmerling 

“Brian  T.  Shorney 
H.  H.  Shoulders,  Jr. 
Harrison  J.  Shull 
Burton  Silbert 
Thomas  E.  Simpkins 
B.  C.  Sinclair-Smith 
William  Skinner 
Paul  E.  Slaton,  Jr. 
William  T.  Slonecker 
Bradley  E.  Smith 
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Charles  B.  Smith 
Charlie  R.  Smith 
Clyde  W.  Smith 
“Daugh  W.  Smith 
Grover  R.  Smith 
“Henry  Carroll  Smith 
John  Randall  Smith 
Luther  E.  Smith 
Marion  L.  Smith 
Murray  W.  Smith 
Raphael  F.  Smith 
Roderick  G.  Snow 

B.  N.  Somayaji 
Herman  D.  Sorensen 
M.  J.  Spalding 
Harvey  Spark 

W.  A.  Spickard 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Richard  L.  Steele 
Joseph  Steranka 
Frank  W.  Stevens 
Lee  William  Stewart 
W.  R.  C.  Stewart 
Henry  B.  Stokes 
William  J.  Stone 
William  S.  Stoney 
Joe  M.  Strayhom 
“W.  D.  Strayhorn 
W.  D.  Strayhom,  III 
Wilborn  D.  Strode 
Paul  R.  Stumb 
W.  D.  Sumpter,  Jr. 
Hakan  S undell 
A.  J.  Sutherland,  Jr. 
M.  Suwanawongse 
Loyda  C.  Tacogue 
John  M.  Tanner 
G.  J.  Tarleton,  Jr. 
Edward  L.  Tarpley 
Paul  E.  Teschan 
“Pauline  Tenzel 
R.  T.  Terry 
A.  B.  Thach,  Jr. 
“Clarence  S.  Thomas 

C.  S.  Thomas,  Jr. 

Emil  Dewey  Thomas 
James  N.  Thomasson 
David  D.  Thombs 
John  B.  Thomison 
Ira  D.  Thompson,  Jr. 
Charles  B.  Thome 
Spencer  Thornton 
Crafton  H.  Thurman 
T.  G.  Thurston,  III 

K.  Shannon  Tilley 
“Willard  O.  Tirrill 

W.  O.  Tirrill,  III 
David  B.  Todd,  Jr. 
Kirkland  W.  Todd,  Jr. 
Robert  H.  Tosh 
A.  M.  Townsend,  III 
C.  C.  Trabue,  IV 
William  H.  Tragle 
J.  Douglas  Trapp 

L.  E.  Traughber,  Jr. 

C.  R.  Treadway 
Carr  A.  Treherne 
Cecil  B.  Tucker 
John  M.  Tudor 
Dorothy  J.  Turner 
P.  B.  Vasudeo 
Thomas  A.  J. 

Vaughan 
W.  O.  Vaughan 
Arthur  J.  Viehman 
Vernon  A.  Vix 
P.  Z.  Vora 
W.  B.  Wadlington 
R.  W.  Waggoner,  Jr. 
Ethel  Walker 
Matthew  Walker 
James  C.  Wallwork 
Lloyd  A.  Walwyn 
John  M.  Wampler 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
John  S.  Warner 
“Robert  J.  Warner 
Ronald  A.  Weaver 
Thomas  S.  Weaver 
John  Q.  A.  Webb,  Jr. 
Ben  H.  Webster 
Joseph  Weinreb 
E.  H.  Welles,  III 
Charles  E.  Wells 
Arville  V.  Wheeler 
Roger  K.  White 
fCharles  A.  Wiggins 
E.  E.  Wilkinson 
Henry  A.  Wilkinson 
A.  L.  Williams 
W.  C.  Williams,  Jr. 
Larry  G.  Willis 


James  P.  Wilson 
John  Aaron  Wilson 
John  T.  Wilson 
Nat  T.  Winston 
Frank  G.  Witherspoon 
Norman  E.  Witthauer 
Lawrence  K.  Wolfe 
Frank  C.  Womack 
G.  Wallace  Wood 
C.  C.  Woodcock 

M.  C.  Woodfin 
Leon  F.  Wodruff,  Jr. 
John  R.  Woods 
Dennis  C.  Workman 
John  A.  Worrell 
John  K.  Wright 
Ross  S.  Wright 
Samuel  S.  Wright 
John  Lanier  Wyatt 
David  R.  Yates 
Mario  K.  Yu 
John  S.  Zelenik 
“Kate  Savage  Zerfoss 
“Thomas  B.  Zerfoss 
T.  B.  Zerfoss,  Jr. 

Old  Hickory 
A.  A.  Agbunag 
Henry  D.  Murray 
Giog  Sing  Po 
Howard  C.  Pomeroy 
“Edward  Bullock  Rhea 
Pepito  Salcedo 
Inocentes  A.  Sator 
Robert  G.  Wheeler 
Wendell  W.  Wilson 

Smyrna 
Socrates  Pinto 
Chicago,  II. 

J.  Andrew  Mayer 
San  Francisco,  Ca. 

+J.  E.  Fitzwater,  Jr. 
Venice,  Fla. 
William  B.  Farris 


DICKSON  COUNTY 
MEDICAL  SOCIETY 

Charlotte 

James  C.  Elliott,  Jr. 
Dickson 

Stanley  M.  Anderson 
Walter  A.  Bell,  Jr. 
William  A.  Crosby 
Shannon  R.  Curtis 
Daniel  B.  Drinnen 
Phillip)  W.  Hayes 
James  T.  Jackson 
William  M.  Jackson 
Bobby  J.  Smith 
William  W.  Taylor,  Jr. 
Eldred  H.  Wiser 

Erin 

Jack  S.  Kaley 


FENTRESS  COUNTY 
MEDICAL  SOCIETY 

Jamestown 
B.  Fred  Allred 
Patrick  B.  Craven 
Guy  C.  Pinckley 
Jack  Smith 


FRANKLIN  COUNTY 
MEDICAL  SOCIETY 

Decherd 

Dewey  W.  Hood 
Sewanee 

Ruth  A.  Cameron 
Dudley  C.  Fort 
Charles  B.  Keppler 
Fletcher  S.  Stuart 
Roger  Way 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
Rodolfo  Villar 
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GILES  COUNTY 
MEDICAL  SOCIETY 

Pulaski 
Robert  B.  Agee 
Buford  P.  Davis 
James  V.  Fentress 

A.  C.  Foronda 
“Walter  J.  Johnson 
William  H.  Murrey 
William  K.  Owen 


GREENE  COUNTY 
MEDICAL  SOCIETY 

Coalmont 
“L.  E.  Coolidge 

Greeneville 
Ramon  Azaret 
Robert  G.  Brown 
Robert  A.  Cooper 
Robert  S.  Cowles,  Jr, 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
Rae  B.  Gibson 
Hal  H.  Henard 
Gordon  P.  Hoppe 

N.  P.  Homer 

C.  D.  Huffman 
Ben  J.  Keebler 
Richard  C.  Larsen 
W.  L.  Mason 
Haskell  B.  McCollum 
James  R.  McKinney 
Dee  L.  Metcalf 
Michael  J.  O’Dell 
George  W.  Oden 
David  O.  Patterson 
Calvin  R.  Reviere 
John  L.  Shaw 
Kenneth  Susong 
W.  C.  Thacker 

Mosheim 
Dale  Brown 
Graydon  Evans 

T usculum 
W.  D.  Diamond 

Clearwater,  Fla. 

A.  K.  Husband 


HAMBLEN  COUNTY 
MEDICAL  SOCIETY 

Dandridge 

O.  L.  Merritt 

Jefferson  City 
David  C.  Cawood 
Mary  Chin 
John  W.  Ellis,  Jr. 
Samuel  C.  Fain 
Jessie  E.  Howard 
Frank  L.  Milligan 
Estle  P.  Muncy 

Johnson  City 
James  C.  Mahoney 
Morristown 

W.  K.  Alexander 

K.  M.  Allum 

L.  "R.  Barclay 
Mack  J.  Bellaire 

C.  C.  Blake 

H.  T.  Brock 
A.  P.  Bukeavich 

M.  E.  Bukovitz 
J.  D.  Caldwell 
Kemp  Davis 
Donald  Ray  Dees 
Clarence  J,  Duby,  Jr, 
R.  A.  Finney 

P.  L.  Fuson 

David  L.  Greene,  Jr. 
Robert  Gronewald 
W,  J.  Gutch 
Crampton  H.  Helms 
T.  R.  Johnston 
John  H.  Kinser 
O.  R.  Lowry,  III 
Everette  G.  Lynch 
Robert  L.  Mueller 
O.  C.  Renner,  Jr. 
Josiah  B.  Sams 
Charles  S.  Scott 
Donald  C.  Thompson 
Powell  M.  Trusler 


Jose  Wee-Eng 

D.  V.  Willbanks 
C.  D.  Wohlwend 

Rutledge 

♦Leander  C.  Bryan 
Tenny  J.  Hill 

Whitepine 
Erman  Dale  Allen 

B.  J.  Millard 


HAWKINS  COUNTY 
MEDICAL  SOCIETY 

Eidson 

“John  M.  Pearson 
Rogersville 
R.  B.  Baird,  Jr. 

Ralph  Gambrel 
William  E.  Gibbons 
Walter  L.  Goforth 

E.  M.  Henderson 

Surgoinsville 
Marvin  R.  Beard 
Wm.  R.  Kenny 


HENRY  COUNTY 
MEDICAL  SOCIETY 

Buchanan 
°W.  P.  Griffey,  Sr. 

*J.  B.  Peebles 

Paris 

Robert  D.  Adams 
W.  R.  Campbell 
“A.  C.  Dunlap 
W.  P.  Griffey,  Jr. 

I.  W.  Howell 

I.  H.  Jones 
Larry  Long 
Barry  P.  McIntosh 
T.  McSwain  Minor 
E.  P.  Mobley,  Jr. 

J.  D.  Mobley 

J.  E.  Neumann,  Sr. 

D.  M.  Norman 
William  Rhea,  Sr. 
William  G.  Rhea,  Jr. 
Kenneth  G.  Ross 
John  M.  S enter,  Jr. 
Frank  B.  Sleadd 
J.  Ray  ^mith 
T.  C.  Wood 


JACKSON  COUNTY 
MEDICAL  SOCIETY 

Gainesboro 
Elijah  M.  Dudney 
Jack  S.  Johnson 


KNOX  COUNTY 
MEDICAL  SOCIETY 

Concord 

K.  B.  Carpenter 

Malcolm  F.  Cobb 
R.  H.  Duncan,  Jr. 
Fred  M.  Furr 
Carl  E.  Gibson 

B.  D.  Goodge 
Donald  E.  Larmee 
Cvnthia  McMillan 
Robert  W.  Meadows 

Corryton 
A.  D.  Simmons 
Fountain  City 

F.  H.  Payne 

Greeneville 
“R.  H.  Monger 

Knoxville 

L.  Alton  Absher 
James  J.  Acker 
Joseph  E.  Acker,  Jr. 
Tea  Edward  Acuff 
William  J.  Acuff 
John  C.  Adler 
Robert  L.  Akin 
Edmund  B.  Andrews 

“Chas.  M.  Armstrong 
Charles  G.  Ange 
John  W.  Avera 
Anne  B.  Avery 
Robert  B.  Avery 


Shirley  B.  Avery 
William  R.  Bailey 
Martin  R.  Baker 
Gordon  S.  Ballou 
Floyd  N.  Bankston 

G.  William  Bates 
Walter  C.  Beahm 
Daniel  F.  Beals 
Joe  D.  Beals 
Alfred  D.  Beasley 
Thomas  K,  Beene 
John  H.  Bell 
Spencer  York  Bell 
Bruce  Bellomy 
Walter  Benedict 
James  C.  Benton 
Albert  W.  Biggs 
Monte  B.  Biggs 
Charles  W.  Black 
Joe  W.  Black,  Jr. 

H.  A.  Blake 
Lynn  F.  Blake 
Leon  Bogartz 
W.  E.  Bost 
Wade  H.  Boswell 
Leonard  A,  Brabson 
Jacob  T.  Bradsher 
Richard  F.  Brailey 
Aubra  D.  Branson 
Robert  G.  Brashear 
Robert  J.  Brimi 
Joseph  L.  Broady 

“Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown 
“Horace  E.  Brown 
Raymond  C.  Bunn 
Edward  Buonocore 
John  H.  Burkhart 
J.  M.  Burkhart 
John  T.  Bushore 
Martha  S.  Bushore 
William  G.  Byrd 

J.  Ed.  Campbell,  Jr. 
John  W.  Campbell 
Clyde  L.  Capps 

“P.  H.  Cardwell 

C.  Sanford  Carlson 
Frederick  W.  Carr 
Donald  G.  Catron 
Lloyd  G.  Caylor 
Amoz  Chemoff 
Jack  Chesney 
John  T.  Chesney 
L.  Warren  Chesney 

H.  E.  Christenberry,  Jr. 

K.  W.  Christenberry 

K.  W.  Christenberry,  Jr, 
Henry  Christian 
“C.  L.  Chumley 
“Edward  S.  Clayton 
Wm.  W.  Cloud 
R.  H.  Collier,  Jr. 

I.  Reid  Collmann 
Frank  V.  Comas 
Charles  Congdon 
Edward  D.  Conner 
David  A.  Corey 
Dennis  Coughlin,  Jr. 
James  B.  Cox 

John  J.  Craven 
Jerry  J.  Crook 
Joe  C.  Crumley 

J.  P.  Cullum 

“H.  K.  Cunningham 
Morris  N.  Dalton 
Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Joseph  C.  DeFiore.  Jr 
Joseph  B.  Delozier 
Oliver  Delozier 
“Ray  V.  DePue 
W.  A.  DeSautelle 
Albert  W.  Diddle 
Sheldon  E.  Domm 
Larry  Dorsey 
“Wesley  F.  Dorsey 
John  H.  Dougherty 
Robert  E.  Dougherty' 
Margaret  Dowell 
James  E.  Dows 
Mary  Brock  Duffy 
James  B.  Dukes 
John  A.  Eaddy 

C.  R.  Earnest,  Jr. 

C.  S.  A.  Ebenezer 
James  B.  Ely 
Jerry  J.  Embry 
Richard  J.  Erickson 
John  H.  Evans 
David  F.  Fardon 
R.  Kent  Farris 
“Frank  A.  Faulkner 


Mark  P.  Fecher 
George  Fillmore 
George  H.  Finer 
William  E.  Foster 
J.  Marsh  Frere 
Mellon  A.  Fry,  Jr. 
William  F.  Gallivan 
Frank  B.  Galyon 
Joseph  I.  Garcia 
William  H.  Gardner 
George  L.  Gee,  Jr, 
Robert  H.  Gentry 
C.  F.  George 
David  G.  Gerkin 
J.  Vivian  Gibbs 
Verne  E.  Gilbert 
Robert  B.  Gilbertson 
Richard  A.  Gillespie 
Abner  M.  Glover,  Jr. 
Carl  E.  Godfrey 
Charles  W.  Godwin 
Charles  A.  Gouffon 
Conrad  L.  Grabeel 
James  R.  Guyton,  Jr. 
T.  F.  Haase,  Jr. 
Robert  E.  Hall 
“J.  Ralph  Hamilton 
Joseph  W.  Harb 
Walter  S.  E.  Hardy 
R.  Leslie  Hargrove 
Kenneth  A.  Harper 
Robert  W.  Harris 
Wm.  E.  Harrison 
J.  C.  Hathaway,  Jr. 
Frank  J.  Haufe 
T.  J.  T.  Hayes,  Jr. 
Ray  M.  Hayworth 
James  L.  Hemphill 
Bertram  R.  Henry 
George  G.  Henson 
Howard  K.  Hicks 
Hubert  C.  Hill 
Oliver  W.  Hill 
“Victor  Hill 
Milbrey  Hinrichs 
R.  L.  Hobart,  Jr. 
Fred  W.  Hodge 
David  F.  Hoey 
Robert  P.  Hornsby 
Bennett  F.  Horton 
Leon  C.  Hoskins 
G.  Turner  Howard 
John  W.  Howe 
Michael  Howe 
C.  I.  Huddleston 
James  F.  Hudgens 
Fred  E.  Hufstedler 
Perry  M.  Huggin 
Fred  A.  Hurst 
Larry  C.  Huskey 
Charles  C.  Hutson 

E.  C.  Idol 
Clifton  E.  Irwin 
A.  L.  Jenkins 

J.  R.  Johnson 
Joe  Breese  Johnson 
Francis  S.  Jones 
Richard  R.  Jost 
Paul  L.  Jourdan 
Margaret  E.  Joyce 
Clark  E.  Julius 
Anthony  A.  Kattine 
A.  Pat  Kelly 
A.  Glenn  Kennedy 
John  O.  Kennedy 
Harold  E.  Kerley 
John  E.  Kesterson 
Val  Khairollahi 
Fred  A.  Killeffer 
Irvin  R.  King 
Stacy  H.  Kinlaw 
C.  C.  Kirk,  Jr. 

Victor  H.  Klein,  Jr. 
Lamar  L.  Knight 
Robert  E.  Knowling 
Stephen  Krauss 
William  G.  Laing 
“A.  H.  Lancaster 
Robert  D.  Lange 
Robert  F.  Lash 
William  M.  Law 

F.  K.  Lawson 
J.  Serge  LeBel 
Joe  H.  Leonard 
John  H.  Lesher 
Thomas  E.  Lester 
James  V.  Lewis 
Robert  A.  Lewis 
Felix  G.  Line 
Thomas  L.  Lomasney 
Frank  London 
Henry  H.  Long 
Thomas  H.  Lowry 
Joe  L.  Luna 

A.  S.  Luttrell 


John  R,  Maddox,  Jr, 
Edward  M.  Malone 
J.  H.  L.  Marshall 
Margaret  Maynard 
Perry  B.  McCallen 
Curtis  P.  McCammon 
Bruce  R.  McCampbell 
William  J.  McCoy 
William  E.  McGhee 
Carroll  W.  McGinnis 
J.  S.  McMurry 
Carter  Miller 
Edwin  E.  Miller 
William  O.  Miller 
Foy  B.  Mitchell 
Jack  Murphy  Mobley 

J.  L.  Montgomery,  Jr. 
Joseph  B.  Moon 

“John  D.  Moore 
John  D.  Moore,  Jr. 
Robert  S.  Moore 

D.  E.  Mooreside 
Travis  E.  Morgan 
Robert  W.  Morris,  Jr. 

“Julius  Floyd  Morrow 
James  E.  Moseley 

E.  Jay  Mounger 
Jerry  W.  Moye 
William  S.  Muse 
James  D.  Myers 
Stephen  E.  Xatelson 
Carl  A.  Nelson,  Jr. 
John  R.  Nelson,  Jr. 
William  A.  Nelson 
H.  L.  Neuenschwand 

“Park  Niceley 
Hazel  Marie  Nichols 
Elvin  B.  Noxon 
Richard  A.  Obenour 
Kenneth  A.  O’Connor 
Harry  K.  Ogden 
Homer  C.  Ogle 
Bergein  F.  Overholt 

B.  M.  Overholt 
Robert  M.  Overholt 
Turan  Ozdil 

Sam  G.  Pappas 
Francis  K.  Patterson 
R.  W.  Patterson,  Jr. 

R.  F.  Patterson,  Jr. 
William  L.  Patterson 
William  A.  Paulsen 

C.  G.  Peagler 
“Jarrell  Penn 

Ronald  Perry 
“H.  Dewey  Peters 
Ira  S.  Pierce 
Cecil  E.  Pitard 
“Samuel  Joseph  Platt 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 
H.  Hammond  Pride 
T.  C.  Prince,  Jr. 

James  C.  Prose 
John  T.  Purvis 
Andres  A.  Ramos 
John  A.  Range 
“Joe  L.  Raulston 

K.  L.  Raulston,  Jr. 
Freeman  L.  Rawson 
Thomas  L.  Ray 

W.  Gilmer  Reed 
Roll  and  F.  Regester 
Paul  D.  Richards 
Billy  N.  Riggins 
W.  A.  Robinson,  II 
John  C.  Rochester 
J.  C.  Rodgers,  Jr. 
Frank  T.  Rogers 
William  K.  Rogers 
Cecil  D.  Rowe 
Robert  L.  Rubright 
Norman  H.  Rucker 
Burton  M.  Rudolph 
David  A.  Rueff 
Jack  Rule 
Kenneth  B.  Rule 
William  Rule 
Robert  C.  Russell 
Alex  Ruth 
Kyle  O.  Rutherford 
John  H.  Saffold 
Ronald  K.  Sandberg 
Roy  L.  Seals 
Richard  C.  Sexton 
Digby  G.  Seymour 
Samir  B.  Shamiyeh 
Alex  B.  Shipley 
E.  Charles  Sienknecht 
Jon  R.  Simons 
Frank  J.  Slemons 
Charles  C.  Smeltzer 
E.  B.  Smith 
“Vemon  I.  Smith 


Alan  Solomon 
Sheldon  B.  Soss 
William  P.  Stallworth 
Thomas  F.  Stevens 
J.  Hooper  Stiles 
J.  M.  Stockman 
C.  G.  Sundahl 
T,  A.  Sullivan,  Jr. 
William  K.  Swann 
Jo  G.  Sweet 
Jean  C.  Tarwater 
Edward  L.  Tauxe 
Dale  A.  Teague 
Richard  L Tenney 
“Edmond  F.  Tipton 
William  M.  Tipton 
Elsie  V.  Tomkinson 
Billy  C.  Trent 
Lucian  W.  Trent 
George  M.  Trotter 
James  E.  Turner 

M.  Frank  Turney 
William  Vandergriff 
Carlos  L.  Velado 
Emilio  Verastegui 
Dwight  R.  Wade,  Jr. 
Bruce  Walker 
Norma  B.  Walker 
James  W.  Wall 
Calvin  R.  Wallace 
Sidney  L.  Wallace 
Donald  E.  Wallis 
Clifford  L.  Walton 
John  E.  Washer 
David  H.  Waterman 
James  H.  Waters 
David  T.  Watson 
Glenn  F.  Watts 
Alvin  J.  Weber 
Roy  A.  Wedekind 
Arthur  W.  Welling 
Charles  M.  Wender 
“Fred  West 
Herbert  N.  Whanger 
Herbert  F.  White 
Richard  L.  Whittaker 
John  W.  Whittington 
Robert  B.  Whittle 
Lee  L.  Williams 
M.  L.  Williams 
®G.  A.  Williamson,  Jr. 
Perry  J.  Williamson 
Leon  J.  Willien 
Richard  B.  Willingham 
Stephen  G.  Wilson,  Jr. 
John  D.  Winebrenner 
Paul  E.  Wittke 
John  H.  Wolaver 
George  H.  Wood 
“R.  B.  Wood 
Paul  T.  Wooten 
James  P.  Worden 
Glenn  E.  Wright 
O.  H.  Yarberry,  Jr. 
William  T.  Youmans 
Vemon  H.  Young 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle,  Jr. 

Lake  City 
John  S.  Burrell 
Curtis  C.  Sexton 

Lenoir  City 
Harold  D.  Freedman 
“J.  H.  L.  Heintzelman 
J.’  R.  Rogers 
Walter  C.  Shea,  Jr. 

Loudon 

Corrie  Blair 
Samuel  A.  Harrison 
W.  B.  Harrison 
William  T.  McPeake 
J.  R.  Watkins 

Louisville 

Peter  L.  Cason 
“John  Raymond  Smoot 

New  Tazewell 
Fred  W.  Reed 
William  N.  Smith 

Oak  Ridge 

Seaton  Garrett 
David  H.  Sexton 

Philadelphia 
Margaret  H.  Brooks 
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Powell 

Cecil  E.  Russell,  Jr. 

Seymour 
James  B.  Bell 
Sneedville 
T.  H.  Pierce 

Strawberry  Plains 
Robert  W.  Creech 
Roland  M.  Webster 

Vonore 

“Troy  Bagwell 

Alexandria,  Va. 
“George  L.  Inge 
San  Antonio,  Texas 
Terresa  Stallworth 


LAWRENCE  COUNTY 
MEDICAL  SOCIETY 

Lawrenceburg 
“Virgil  H.  Crowder 
Virgil  H.  Crowder,  Jr. 
W.  O.  Crowder,  Jr. 
Boyd  P.  Davidson 
Norman  L.  Henderson 
James  C.  Hudgins,  Jr. 
Laurence  B.  Molloy 
Villard  Parrish 
Jerry  Qualls 
Walter  S.  Sutherland 
Carson  E.  Taylor 
Henry  L,  Thomas 

Loretto 
Ray  E.  Methvin 

M.  H.  Weathers,  Jr. 

Memphis 
Jack  R.  Crowder 
Old  Hickory 
D.  Blanco,  Jr. 

Waynesboro 
Jaime  V.  Mangubat 


LINCOLN  COUNTY 
MEDICAL  SOCIETY 

Ardmore 

Clyde  B,  Marshall 
Fayetteville 
Edwin  E.  Blalack 
Anne  U.  Bolner 
T.  H.  Crumbliss 
H.  XL  M.  Gowda 
Wm.  D.  Jones 
“Robert  E.  McCown 
*J.  V.  McRady 
Bobby  G.  Norwood 
T.  A.  Patrick,  Jr. 

C.  Doyne  Toone 
Paul  E.  Whittemore 
William  Young 

Lynchburg 
F,  Harlan  Booher 


MACON  COUNTY 
MEDICAL  SOCIETY 

Lafayette 

Charles  Chitwood,  Jr. 
E.  M.  Froedge 
G.  L.  Holmes,  III 
M.  Alfred  Todd 


MARSHALL  COUNTY 
MEDICAL  SOCIETY 

Brentwood 
Thomas  R.  Duncan 
Lewisburg 

Kenneth  P.  Brown,  Jr. 
Hoyt  C.  Harris 
James  L.  Johnson 

J.  C.  Leonard 

K.  J.  Phelps 

Wm.  Saxon  Poarch 
Jones  F.  Rutledge 
William  L.  Taylor 
J.  F.  VonAlmen,  Jr. 
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“W.  A.  Walker 

C.  J.  Wheeler 

Memphis 

Kenneth  Phelps,  Jr. 

Sanford,  Fla. 
Linda  C.  Staley 


MAURY  COUNTY 
MEDICAL  SOCIETY 

Columbia 

David  Boyd  Andrews 
Wendell  C.  Bennett 
Sidney  A.  Berry 
Charles  R.  Brite 

R.  R.  Clifford,  Jr. 
Thomas  S.  Dake 
Patricia  C.  Davis 

I.  Edward  Ewton 
Harold  W.  Ferrell 
G.  A.  Fiedler,  Jr. 
James  M.  Fitts 
Harold  H.  Fry,  Jr. 
William  G.  Fuqua 
C.  C.  Gardner,  Jr. 
Daniel  R.  Gray,  Jr. 
Joel  T.  Hargrove 
Roy  F.  Harmon,  Jr. 
Patrick  E.  Hartman 
Valton  C.  Harwell 
Harry  C.  Helm 
Wm.  N.  Jernigan 
James  B.  Kelley 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lyles 

G.  R.  Mayfield,  Jr. 
Clay  R.  Miller 
Lawrence  R.  Nickell 
John  R.  Olson 

M.  T.  Rayburn,  Jr. 
Norman  R.  Saliba 
Billy  J.  Vinson 
Leon  S.  Ward 
Thomas  R.  White 

J.  Wallace  Wilkes,  Jr. 
T.  K.  Young,  Jr. 

Hohenwald 

H.  A.  Florian 

Mt.  Pleasant 
J.  O.  Williams,  Jr. 

Nashville 
William  F.  Qrr 


McMINN  COUNTY 
MEDICAL  SOCIETY 

Athens 

George  Ackaouy 
C.  T.  Carroll 
Lewis  D.  Curtner 
Wm.  M.  Davis 
“Carey  O.  Foree 
Wm.  E.  Foree,  Jr. 
Donald  B.  Gibson 
Robert  G.  Hewgley 
Milnor  Jones 
John  H.  Lillard 
John  C.  McKenzie 
Hollis  C.  Miles 
J.  L.  Montgomery,  Sr. 
George  A.  Ortiz 
Jess  A.  Powell,  Jr. 
Helen  M.  Richards 
Lester  H.  Shields 
Robert  W.  Trotter 

Big  Springs 
“Charles  F.  Warren 

Decatur 
“W.  L.  Wilhelm 

Englewood 
James  F.  Cleveland 

Etowah 
Yung  Gil  Lee 
Luis  J.  Ordonez 
Antonio  S.  Periut 
H.  P.  Whittle,  Jr. 
Thomas  W.  Williams 


MEMPHIS-SHELBY 

COUNTY 

MEDICAL  SOCIETY 

Arlington 
Malcolm  A.  Baker 
James  S.  Brown 
Edward  N.  Mogan 

Bartlett 

Edgar  Seth  Wilson 
Collierville 
Ernest  F.  Apple 
J.  E.  Outlan 

Cordova 
“L.  W.  Diggs 

C ounce 
“H.  D.  Gray 

Forest  Hills 

C.  P.  Cheatham 

Germantown 
G.  H.  Burkle,  III 
John  T.  Carter,  Jr. 
Robert  S.  Norman 

Humboldt 
Charles  E.  Couch 
Memphis 
Sara  Abbott 
Robert  F.  Ackerman 
John  O'  Adams 
John  G.  Adams,  Jr. 

J.  Robert  Adams 
Lorenzo  H.  Adams 
Robert  F.  Adams 
William  M.  Adams,  Jr. 
R.  M.  Addington 
Henry  L.  Adkins 
Justin  H.  Adler 

G.  H.  Aivazian 
Howard  T.  Akers 
John  F.  Albritton 
Albert  M.  Alexander 
Chester  G,  Allen 
Frank  S.  Allen 
Robert  G.  Allen 

“F.  H.  Alley 
“Jacob  Alperin 
James  L.  Alston 
Rex  A.  Amonette 
J.  P.  Anderson 

L.  D.  Anderson 
“Sam  B.  Anderson 
Sam  B.  Anderson,  Jr. 
William  F,  Andrews 

D.  N.  Anishanslin 
C.  L,.  Anthony,  Jr. 

“Daniel  H.  Anthony 
Robert  A.  Anthony 
John  W.  Apperson,  Jr. 
Billy  S.  Arant,  Jr. 
Charles  R.  Arkin 
W.  H.  Armes,  Jr. 
Sidney  W.  Arnold 
P.  M.  Aronoff 
Malcolm  Aste 

H.  E.  Atherton 
Leland  L.  Atkins 
R.  A.  Atkinson 
John  W.  Atwood 
Edgar  L.  Austin 
John  Andrew  Avgeris 
W.  W.  Aycock 

J.  C.  Ayres,  Jr. 

John  W,  Baird 
Irvin  C.  Baker 
J.  Earl  Baker 
Jack  P.  Baldwin 
George  F.  Bale 
Reid  L.  Ballenger 
Roy  Manning  Barber 

G.  L.  Barker 

Aden  W.  Barlow,  Jr. 
Roy  J.  Barnes 
James  R.  Barr 
Jerome  N.  Barrasso 
John  Morgan  Barron 
Reed  C.  Baskin 
George  H.  Bassett 
Joseph  C.  Battaile 

N.  A.  Battaile 
Howard  L.  Beale 
B.  L.  Beatus,  Jr. 
Emmett  D.  Bell,  Jr. 
James  S.  Bell 
Steven  Hunter  Bell 

A.  L.  Bellott,  Jr. 

H.  E.  Bennett 

B.  F.  Benton 


“Ralph  C.  Bethea 

A.  R.  Bevilacqua 
Richard  O.  Bicks 
J.  D.  Biles 

E.  S.  Birdsong,  Jr. 
Calvin  R.  Bishop 
Alan  L.  Bisno 
W.  A.  Bisson 
W.  T.  Black,  Jr. 
Carolyn  F.  Blackwell 
Samuel  J.  Blackwell 
John  R.  Blair 
Basil  A.  Bland,  Jr. 
Breen  Bland 
Phil  B.  Bleecker 
Herbert  Blumen 
H.  B.  Blumenfield 
Joseph  C.  Boals,  III 
R.  M.  Boehm,  Jr. 

R.  F.  Bonner 
Howard  A.  Boone 
James  L.  Booth 
C.  W.  Borg 
James  H.  Boring 
“Mary  S.  Bouldin 
R.  L.  Bourland 
E.  P.  Bowerman 
“Robert  L.  Bowlin 
Allen  S.  Boyd 
H.  B.  Boyd 
“Louis  F.  Boyd 
Henry  R.  Bradford 

B.  M.  Brady 
Winston  Braun 
Clara  A.  Brawner 
J.  T.  Bridges 
Carey  Bringle 
Louis  Goodno  Britt 
Louis  P.  Britt 
Daniel  A.  Brody 
Maury  W.  Rronstein 
Brown  Brooks 
James  S.  Brown 
Jane  W.  Brown 

Joe  L,  Brown,  II 
Mike  J,  Brown 
W.  R.  Brown 
Tames  W.  Bryant 
J.  S.  Buchignani,  Jr. 
Robert  Buchalter 
Madison  H.  Buckley 
George  A,  Burghen 
W.  B.  Burrow 
William  D.  Burton 
Dorothy  H.  Butler 
R.  M.  Butler 

O.  D.  Butterick,  Jr. 
James  S.  Bvas 
Shed  Hill  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 

M.  K.  Callison 
Alvro  M.  Camacho 
“E.  G.  Campbell 
Dee  James  Canale 
James  L.  Canale 
Bland  W.  Cannon 
Charles  A.  Cape 
Dominic  J.  Cara 
R.  S.  Caradine,  Jr. 
Peter  G.  Camesale 
“Duane  M.  Carr 
David  S,  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 
J.  Roland  Carter 
L.  L.  Carter 
E.  L.  Cashion 
Arlie  H.  Chamberlin 
Fenwick  W.  Chappell 
Richard  C.  Cheek 
Richard  E.  Ching 
John  C.  Chisolm 
Joseph  M.  Chisolm 
Robert  P.  Christopher 
Colin  C.  D.  Clarendon 
Glenn  Clark 
Jack  C.  Clark 
James  A.  Clark,  Jr. 
Charles  L.  Clarke 
Hugh  Adams  Clarke 
Edwin  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 
Morris  D.  Cohen 
Francis  H.  Cole 
Wm.  L.  Cole,  III 
Sidney  A.  Coleman 
Blaine  C.  Collins 
Frank  H.  Collins 
J.  H.  Collins 

A.  A.  Concon 
John  P.  Conway 
Charlie  W.  Cooper 
George  A.  Coors 


JOURNAL  OF  THE 


G.  D.  Copeland 
Clair  E.  Cox 
Lloyd  V.  Crawford 

P.  T.  Crawford 
Rufus  E.  Craven 
Andrew  Crenshaw 
T.  K.  Creson,  Jr. 

John  Thomas  Crews 
Herman  A.  Crisler,  Jr. 

“J.  A.  Crisler,  Jr. 

J.  R.  Crockarell 
Robert  A.  Crocker 
Robert  N.  Crockett,  Jr. 
Virgil  G.  Crosby 
Joseph  E.  Crupie 
Terry  Park  Cruthirds 
Alvin  J.  Cummins 
David  L.  Cunningham 
Ray  Eugene  Curie 
Thomas  A.  Currey 
“Wilburta  Daltroff 

S.  N.  Das 

C„  O’Hara  Daugherty 
“Raleigh  R.  Davenport 
Orin  L.  Davidson 
Dean  F.  Davies 
Edna  M.  F.  Davis 
Harry  Davis 
“J.  M.  Davis 
J.  T.  Davis,  Jr. 
Norman  H.  Davis 
Thomas  A.  Davis 
W.  J.  Deaton 
Charles  J.  Deere 

H.  L.  Dellinger,  Jr. 
McCarthy  DeMere 
R.  L.  DeSaussure 
Melvin  W.  Deweese 
Phillip  Hays  Dirmeyer 
Don  E,  Dismukes 
Jere  M.  Disney 

B.  S.  Divic 

Robert  P,  Dobbie,  Jr. 
J.  M.  Dobson 
Mark  L.  Donnell 
John  B.  Dorain 
Thomas  G.  Dorrity 
Lois  W.  Dow 
Charles  V.  Dowling 
Arnold  M.  Drake 
Paul  T.  Drenning 
R,  D.  Drewry,  Jr. 
Horton  G.  DuBard 
John  K.  Duckworth 
Patricia  Duckworth 
Danilo  A.  Duenas 
Marion  Dugdale 
Don  DeWindle  Duke 
W.  D.  Dunavant 
Dan  A.  Dunaway 
James  T.  Duncan 
Jerald  M.  Duncan 
Hamel  Bowen  Eason 
Leslie  Edmund  Eason 
E.  S.  Eddins 

A.  S.  Edmondson 
Joseph  Allen  Elgart 
James  L.  Elliott 
Rodney  G.  Elliott 
George  H.  Ellis 
Paul  W.  Elsea 
Nancy  Jo  Engeset 
Jerry  Engelberg 

E.  U.  Epstein 
Cyrus  C.  Erickson 
Patsy  Ruth  Erwin 
J.  N.  Etteldorf 

C.  Barton  Etter 
Irving  K.  Ettman 
Donald  R.  Eubanks 
O.  A.  Eubanks,  Jr. 

J.  D.  Evans 
Milton  L.  Evans 

B.  E.  Everett,  Jr. 

W.  H.  Fancher 

C.  C.  Faquin,  Jr. 
Harold  G.  Farley 
R.  G.  Fanner 

T.  Albert  Fanner,  Jr. 
Turley  Farrar 

C.  C.  Farrow,  Jr. 
James  Rodney  Feild 
Harold  Feinstein 
Robert  D.  Fink 
Raymond  J.  Fioranelli 
Stewart  Allison  Fish 

D.  F.  Fisher 
Charles  Walter  Fitch 
James  B.  Flanagan 
Irvin  Durant  Fleming 
Julian  Glenn  Fleming 
A.  R.  Flowers 
Bobby  F.  Flowers 
William  P.  Flowers 


Max  Foner 
F.  F.  Fountain,  Jr. 
Hugh  Francis,  Jr. 
Jerry  Francisco 
Edgar  R.  Franklin 
C.  E.  Frankum 
Lovely  A.  Free 
Jerre  M.  Freeman 
Thomas  N.  French 
W.  Edward  French 
B.  I.  Friedman 
Harry  Friedman 
Ira  B.  Fuller,  III 
Ricardo  R.  Fuste 

E.  W.  Gadberry 
Telmo  A.  Galindez 
J.  T.  Galyon 

J.  C.  Garbarini,  Jr. 
Abraham  Garcia 
H.  C.  Gardner 
L.  G.  Gardner,  Jr. 
Wade  S.  Gamer 
H.  Edward  Garrett 
Richard  H.  Garrett 
Elsbeth  Gehorsam 
Stephen  G.  Gelfand 
Benjamin  R.  Gendel 
Lewis  Watson  George 
Barry  E.  Gerald 
Terry  E.  Geshke 
“C.  E.  Gillespie 
John  Joseph  Gilluly 
Richard  C.  Gilmartin 

B.  H.  Ginn 
Frederick  Gioia 
George  E.  Gish 
James  Robert  Givens 
Thomas  C.  Gladding 
Louis  Glazer 

Wm.  Cole  Godsey 
Turgut  K.  Gokturk 
Richard  H.  Gold 
Fred  A.  Goldberg 
Michael  Gompertz 
T.  F.  Goodman,  Jr. 
Martha  F.  Goss 
“Henry  B.  Gotten 
“Nicholas  Gotten 
Nicholas  Gotten,  Jr. 
Marvin  I.  Gottlieb 
Robt  D.  Gourley 
Wilford  H.  Gragg,  Jr. 
James  A.  Grant 
William  C.  Grant 
J.  F.  Gratz,  Jr. 

L.  R.  Graves,  Jr. 

C.  R.  Green 
James  B.  Green 
John  M.  Gregory 
Jerry  Wade  Grise 
H.  T.  Grizzard 

A.  J.  Grobmyer,  Jr. 

A.  J.  Grobmyer,  III 

F.  T.  Grogan,  Jr. 
Charles  W.  Gross 
Jose  Guma 

T.  L.  Guvton 
“Lillian  Hadsell 
James  S.  Haimsohn 
H.  H.  Halford,  Jr. 
Jack  R.  Halford 
E.  R.  Hall,  Jr. 

Vonnie  A.  Hall 
Margaret  A.  Halle 
“J.  F.  Hamilton 
R.  S.  Hamilton 
W.  T.  Hamilton 
J.  M.  Hamlett,  III 

B.  L.  Hammack 
John  B.  Hamsher 
James  C.  Hancock 
James  E.  Hancock 
A.  S.  Hanissian 

“Bedford  F.  Hardin 
Ethel  Ashton  Harrell 
O.  B.  Harrington 
J Buford  Terrell  Harris 
John  Harris 
Mallory  Harwell 
Howard  B.  Hasen 
Fred  E.  Hatch,  Jr. 

A.  K.  Hawkes 

C.  Douglas  Hawkes 
Jean  M.  Hawkes 
Cyril  L.  Hay 
William  T.  Hayes 
Thomas  G.  Head 
Mark  E.  Heerdt 
Donald  C.  Henard 
H.  S.  Henderson,  III 
J.  H.  Hendrix,  Jr. 
Walter  H.  Henley 
Louie  C.  Henry 
Bruce  W.  Herndon 


TENNESSEE  MEDICAL  ASSOCIATION 


“A.  Lynn  Herring 
W.  T.  Herring 

C.  G.  Herrington,  Jr. 
Roger  Lew  Hiatt 
W.  David  Hickey,  Jr. 
Dennis  A.  Higdon 
T.  W.  Higginbotham 
Cyrus  H.  Higgs,  Jr. 
George  B.  Higley,  Jr. 
George  B.  Higley,  Sr. 

M.  Lloyd  Hiler 
Fontaine  S.  Hill 
James  M.  Hill 

E.  H.  Himmelfarb 

E.  E.  Hines 
Leonard  H.  Hines 
John  M.  Hodges 
W.  K.  Hoffman,  Jr. 

R.  S.  Hollabaugh 
Thomas  L.  Holliday 
David  Holloway 

J.  E.  Holmes 
J.  P.  Holmes,  Jr. 
Perry  D.  Holmes 
Huey  T.  Holt 
Stephen  T.  Hood 
Arthur  E.  Home 
Glenn  E.  Horton 
Hubert  L.  Hotchkiss 

C.  H.  Householder 
John  L.  Houston 
H.  S.  Howard,  Jr. 

W.  T.  Howard 
Robert  J.  Howse 
John  Patton  Howser 
Joseph  S.  Hudson 
Allen  H.  Hughes 

F.  A.  Hughes,  Jr. 
James  G.  Hughes 
John  D.  Hughes 

‘Max  Hughes 
Robert  Rule  Hughes 
John  V.  Hummel 
Sam  E.  Hunter 
Charles  E.  Hutchins 
Linda  L.  Hutchins 
W.  C.  Hutchins 
J.  H.  Ijams 
“C.  W.  Ingle 

A.  J.  Ingram 
John  Marcus  Ivie 

C.  E.  Jabbour 
J.  T.  Jabbour 
Thomas  M.  Jackson 

“David  H.  James 

D.  H.  James,  Jr. 

Hal  P.  James 

“Jesse  A.  James 

L.  K.  Jarred 
Oliver  C.  Jeffers 

G.  W.  Jenkins,  II 
Jon  C.  Jenkins 
Wm.  G.  Jennings 
Anthony  P.  Jerome 

H.  Durell  Johnson 
J.  Don  Johnson 
James  G.  Johnson 
Tames  R.  Johnson 
Larry  H.  Johnson 
W.  W.  Johnson 
Albert  M.  Jones 
Elise  Jones 
George  P.  Jones,  Jr. 
Joe  Paul  Jones 

R.  Luby  Jones 
Sidney  D.  Jones,  Jr. 

A.  Wilson  Julich 

E.  J.  Justis,  Jr. 
Edward  S.  Kaplan 
Jerry  Kaplan 

S.  B.  Kaplan 

L.  A.  Kasselberg 
Gilbert  Katz 
Gary  L.  Kellett 
Bobby  J.  Kelley 
“Ernest  G.  Kelly 

R.  T.  Kelly 
H.  G.  Kessler 
Vartkes  Kiledjian 
Charles  M.  King 
J.  Cash  King 
Lloyd  E.  King,  Jr. 
Wm.  W.  King 
John  M.  Kington 
Howard  H.  Kitchens 
Robert  Paul  Kline 
W.  F.  Klotz 
David  H.  Knott 

F.  H.  Knox,  Jr. 

R.  L.  Knox 
Asghar  Koleyni 
Marshall  L.  Koonce 
Charles  E.  Kossman 
Richard  B.  Krakaur 


Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 
“Arlington  C.  Krause 
Frank  W.  Kroetz 
Cary  M.  Kuykendall 

N.  W.  Kuykendall,  Jr, 

J.  Warren  Kyle 

L.  M.  Lamar,  Jr. 

H.  Z.  Landis 

W.  C.  Lane,  III 
Frank  A.  Latham 

M.  W.  Lathram 

A.  E.  Laughlin 
H.  G.  LaVelle,  Jr. 

Jesse  A.  Lawrence 
Robert  E.  Lawson 
Edward  H.  Lazar 
Claude  P.  Ledes 
Ling  Hong  Lee 

S.  Thomas  Lee 
“Aaron  M.  Lefkovits 

Helio  Lemmi 
Robert  I.  Lerman 
Michael  J.  Levinson 
Melvyn  A.  Levitch 
“G.  J.  Levy 
Joe  S.  Levy 
L.  C.  Lewis 
Myron  Lewis 
Phil  M.  Lewis 
Phillip  L.  Lieberman 
H.  F.  Linder 
Alys  H.  Lipscomb 
G,  G.  Lipsey 
Melvin  Litch,  Jr. 

G.  R.  Livermore,  Jr. 

D.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 
Lewis  I.  Loskovitz 
J.  C.  Lougheed 
Vama  Peyton  Love 
George  S.  Lovejoy 
Martha  A.  Loving 
Donald  N.  Lyerly 
Edward  H.  Mabry 
W.  F.  Mackey 
Holt  B.  Maddux 
Albert  L.  Maduska 
Thomas  A.  Maguda 
J.  K.  Maguire 
Battle  Malone 

T.  P.  Manigan 
John  C.  Mankin 
James  A.  Mann 
Wm.  I.  Mariencheck 
Howard  W.  Marker 
Philip  Markle 

Carl  D.  Marsh 
“Clement  H.  Marshall 
George  W.  Marten 
Roy  W.  Martin 
Tinnin  Martin,  Jr. 
Alfonse  T.  Masi 
“R.  F.  Mason 
William  Watson  Mason 
James  D.  Massie 
Gordon  L.  Mathes 
Oliver  S.  Matthews 
Wm.  P.  Maury,  Jr. 

R.  F.  Mayer 
L.  H.  Mayfield 
Robert  P.  McBumey 
John  W.  McCall 
John  G.  McCarter,  Jr. 
“J.  J.  McCaughan 
J.  J.  McCaughan,  Jr. 
Randolph  M . McCloy 
James  G.  McClure 

D.  C.  McCool 

L.  K.  McCown 

E.  F.  McDaniel 

H.  P.  McDonald,  Jr. 
Robert  C.  McEwan 
John  L.  McGee 

“John  A.  McIntosh 
John  E.  McIntosh 

E.  E.  McKenzie,  Jr. 

J.  Wesley  McKinney 

A.  M.  McLarty 

B.  E.  McLarty 

T.  E.  McLemore 

M.  P.  Meadows,  Jr. 
Milton  O.  Medeiros 

T.  W.  Meriwether,  III 
William  E.  Metzger 
A.  H.  Meyer,  Jr. 

David  Meyer 

F.  A.  Midyett  * 

Robert  Miles 

Lee  W.  Milford,  Jr. 


Fox  Miller 
G.  L.  Miller,  Jr. 
♦Harold  R.  Miller 
Joseph  Hardy  Miller 
Richard  A.  Miller 
Richard  B.  Miller 
R.  D.  Miller 
“R.  W.  Miller 
Thomas  I.  Miller 
Dan  C.  Mills 
George  T.  Mills 
J.  Pervis  Milnor,  Jr. 
Irving  C.  Minkin 
B.  G.  Mitchell 
“E.  D.  Mitchell,  Jr. 

W.  R.  Mitchum 

E.  C.  Mobley 

B.  A.  Moeller,  Jr. 
William  L.  Moffatt 
Mohammed  Moinuddin 
Edward  M.  Molinski 

B.  V.  Monaghan 
R.  H.  Monger,  Jr. 
David  F.  Moore 

F.  B.  Moore,  Jr. 

Hugh  C.  Moore 
James  A.  Moore 
Marion  R.  Moore 
Moore  Moore,  Jr. 

John  T.  Morris 
Tandy  G.  Morris 
William  R.  Morris 

JJohn  C.  Morrison 
Larry  B.  Morrison 
William  H.  Morse 
William  Hill  Moshier 
Henry  Moskowitz 
M.  L.  Moskowitz 
J.  Palmer  Moss 
“T.  C.  Moss 
William  B.  Moss 
Ernest  E.  Muirhead 
Wade  T.  Murdock 
“Francis  Murphey 
Walter  H.  Murphy 
W.  F.  Murrah,  Jr. 
William  S.  Myers 
John  Paul  Nash 
Wilmer  L.  Neal 
Charles  L.  Neely,  Jr. 

E.  D.  Newton 
John  C.  Newton 
Thomas  W.  Nichols 

G.  C.  Nichopoulos 
James  J.  Nickson 
Eugene  R.  Nobles,  Jr. 
W.  C.  North 

W.  L.  Northern,  Jr. 

D.  W.  Oelker 
Evelyn  Bassi  Ogle 
>W.  S.  Ogle 
Claude  D.  Oglesby 
Charles  B.  Olim 
’Joseph  C.  Orman 
Phil  E.  Orpet,  Jr. 

Frank  J.  Osborn 
William  J.  Oswald 
Henry  Packer 
Alfred  H.  Page 
Gene  R.  Page 
Roy  Calvin  Page 
Martin  D.  Palmer 
R.  E.  Palmer,  IV 
Joseph  Parker 

C.  W.  Parrott,  Jr. 

R.  A.  Paskowitz 
Samuel  Paster 
Morris  Pasternack 
James  W.  Pate 
R.  E.  Patterson 

R.  H.  Patterson,  Jr. 
Sam  Polk  Patterson 
Raphael  N.  Paul 
G.  E.  Paullus.  Tr. 
Phillip  A.  Pedigo 
John  D.  Peeples,  Jr. 
John  V.  Pender,  Jr. 
Modesto  G.  Peralta 
Edgar  E.  Perry 
William  C.  Phelps 
Jerry  C.  Phillips 
William  E.  Phillips 
Maurice  C.  Pian,  Jr. 
Jorge  Alfredo  Picaza 
John  D.  Pigott 
James  A.  Pitcock 
Samuel  E.  Pitner,  Jr. 
Alan  Bailey  Platkin 
Gerald  I.  Plitman 
Marvin  Polsky 
’R.  M.  Pool 
’Arthur  R.  Porter,  Jr. 

C.  H.  Porter 
Huey  H.  Porter 


William  A.  Potter 
James  H.  Powell 
James  J.  Presswood 
James  H.  Price 

S.  A.  Pridgen 
Wm.  Roby  Pridgen 
L.  C.  Prieto 
Billie  H.  Putman 

P.  J.  Quinn,  HI 
J.  G.  Rabinowitz 
“John  W.  Ragsdale 
Richard  B.  Raines 
♦Sam  L.  Raines 
William  T.  Rainey 

D.  R.  Ramey,  III 
Jerry  F.  Randolph 
Paul  D.  Randolph 
Morris  W.  Ray 

R.  Beverley  Ray 
Edward  M.  Reaves 
“John  J.  Redmon 
Edward  W.  Reed 
Robert  C.  Reeder 
H.  Eugene  Reese 
Harvey  C.  Reese,  Jr. 
“J.  R.  Reinberger 
John  M.  Reisser,  Jr. 
R.  C.  Rendtorff 
Walter  A.  Rentrop 
W.  E.  Rentrop 
L.  B.  Reynolds,  Jr. 
Hal  S.  Rhea 

R.  L.  Richardson 
John  T.  Riggin,  Jr. 
Charles  R.  Riggs 
W.  W.  Riggs,  Jr. 
Robert  W.  Riikola 
Frances  O.  Riley 
George  A.  Riley 

J.  A.  Roane 

S.  Gwin  Robbins 
“Frank  L.  Roberts 

J.  T.  Robertson 

C.  G.  Robinson 
J.  A.  Robinson 
J.  E.  Robinson,  Jr. 
“W.  W.  Robinson 
L.  B.  Robison,  Jr. 
John  F.  Rockett 
Gordon  K.  Rogers 

N.  R.  Rojas 
Gerald  M.  Rosen 

E.  W.  Rosenberg 
J.  A.  Rothschild 
Joseph  P.  Rowland 
Shane  Roy,  III 

R.  M.  Ruch 
Walter  A.  Ruch,  Jr. 

“H.  G.  Rudner 
Henry  G.  Rudner,  Jr. 
John  W.  Runyan,  Jr. 
J.  M.  Russell 
C.  P.  Safley,  Jr. 

Fred  P.  Sage 
Nathan  K.  Salky 
L.  C.  Sammons,  Jr. 
Alan  D.  Samuels 
Jane  A.  Sanders 

S.  H.  Sanders 
Jack  C.  Sanford,  Jr. 
W.  T.  Satterfield 
W.  T.  Satterfield,  Jr. 
A.  F.  Saville,  Jr. 

S.  J.  Schaeffer,  Jr. 
Donald  E.  Schaffer 
“D.  E.  Scheinberg 
Betty  J.  Schettler 
William  H.  Schettler 
V.  A.  Schlesinger 
♦Phil  C.  Schreier 
Jerome  Schroff 
S.  S.  Schwartz 
Benjamin  F.  Scott 
*C.  B.  Scott 
Daniel  J.  Scott,  Jr. 
Edwin  L.  Scott 
Joseph  M.  Scott 
James  L.  Seale 
Jeno  I.  Sebes 
Anthony  Segal 
Jack  Segal 
Maurice  P.  Segal 

E.  C.  Segerson 
“Milton  B.  Seligstein 
“R.  E.  Semmes 

Ray  O.  Sexton 
Norman  D.  Shapiro 
John  L.  Shaw 
John  J.  Shea,  Jr. 
ivi.  C.  Shea,  Jr. 

Wm.  E.  Sheffield 
James  R.  Shelton 

F.  H.  Shipkey,  Jr. 
John  A.  Shively 


Leslie  B.  Shumake 
J.  S.  Siegel 
Saul  Siegel 
Robert  L.  Siegle 
M.  N.  Silverman 
James  C.  H.  Simmons 
“W.  Likely  Simpson 
Thomas  D.  Sisk 
Paul  R.  Sissman 
Marvin  R.  Skaggs 
Boyce  M.  Skinner 
“Edward  F.  Skinner 
H.  T.  Slawson,  Jr. 
Avron  Abe  Slutsky 
Alvin  E.  Smith 
C.  Gaylon  Smith 
Hugh  Smith 
Vernon  I.  Smith,  Jr. 
William  C.  Smith 
Frank  W.  Smythe,  Jr. 
Charles  V.  Snider 
Dowen  E.  Snyder 
Edward  D.  Snyder 
J.  J.  Sohm 
A.  N.  Sollee,  Jr. 

C.  Sotelo-Avila 
“Phineas  J.  Sparer 
David  L.  Speer 
Wm.  O.  Speight,  Jr. 
Eugene  J.  Spiotta 
“D.  H.  Sprunt 
C.  Cooper  Stanford 
James  F.  Stanford 

T.  V.  Stanley,  Jr. 

Ray  G.  Stark 
W.  P.  Stepp 
Thomas  N.  Stem 
Cleo  W.  Stevenson 
E.  N.  Stevenson 
Robin  M.  Stevenson 
C.  V.  Stewart,  Jr. 
Marcus  J.  Stewart 
S.  B.  Stewart 

G.  H.  Stollerman 
“S.  Fred  Strain,  Sr. 

H.  T.  Stratton 
A.  N.  Streeter 
R.  J.  Stubblefield 
Joseph  A.  Sullivan 
A.  J.  Summar 

R.  L.  Summitt 

A.  J.  Sutherland,  III 
“W.  D.  Sutliff 

JO.  W.  Swamer 
E.  W.  Sydnor,  Jr. 
Owen  B.  Tabor 
Hall  S.  Tacket 

B.  S.  Talley 

M.  H.  Tanenbaum 
Dean  G.  Taylor 
“Norman  Taube 
Herbert  A.  Taylor 
Robert  C.  Taylor 
“Morton  J.  Tendler 
Paul  F.  Teague 
Ronald  L.  Terhune 
Michael  C.  Thomas 
Paul  A.  Thompson 
William  C.  Threlkeld 
Samuel  M.  Tickle 
Don  R.  Tielens 
Ralph  C.  Tierney 
Robert  E.  Tooms 
John  W.  Tosh 
A.  S.  Townes 
Robert  J.  Trautman 
Alvin  B.  Tripp 
M.  L.  Trumbull 

I.  F.  Tullis,  Jr. 

H.  K.  Turley,  Jr. 

J.  C.  Turley,  III 
John  C.  Turley 
Prentiss  A.  Turman 
R.  B.  Turnbull 

“Carrol  C.  Turner 

G.  Randolph  Turner 
Louis  Edward  Tyler 
A.  Roy  Tyrer,  Jr. 

W.  T.  Tyson,  Jr. 

J.  D.  Upshaw,  Jr. 
Jeremiah  Upshaw 
David  A.  Usdan 
Edmund  Utkov 
Eugene  A.  Vaccaro 

K.  D.  Vanden  Brink 
R.  A.  Vanden  Molen 
Helen  Van  Fossen 

C.  F.  Vamer 
Walter  E.  Verner 
Leonard  J.  Vernon 
Sidney  D.  Vick 
Leonard  B.  Victor 
John  Robert  Vincent 
John  T.  Vookles 


David  Everett  Wade 
“Samuel  L.  Wadley 
Frances  C.  Walker 
James  W.  Walker 
“Lillie  C.  Walker 
Parks  W.  Walker,  Jr. 
R.  P.  Walker 
“W.  W.  Walker 
W.  W.  Walker,  Jr. 
Fred  C.  Wallace 
James  A.  Wallace 
Peter  B.  Wallace 
Maurice  Waller 
“Cecil  Warde 

T.  L.  Waring 

0.  S.  Warr 

Q.  S.  Warr,  III 
W.  W.  Watkins 
Bill  C.  Weber 
J.  J.  Weems 
Thomas  D.  Weems 
Alva  B.  Weir,  Jr. 

Van  H.  Wells 
Samuel  Wener 

J.  M.  Wesberry 
Harold  Maxell  West 
Thomas  L.  West 
John  N.  Whitaker 
Charles  E.  White 
James  H.  White,  Jr. 
Thomas  J.  White,  Tr. 
Thomas  j.  White,  III 
William  G.  White 
W.  J.  Whitehead 
Gene  L.  Whitington 
W.  L.  Whittemore 

1.  D.  Wiener 

W.  Wiggins  Wilder 
Joe  L.  Wilhite 

E.  B.  Wilkinson,  Jr. 

H.  Glenn  Williams 
Linkwood  Williams 
Paul  H.  Williams 
Van  R.  Williams 

“W.  L.  Williamson 
Gordon  L.  Wills 
John  Ross  Wills 

R.  S.  Wilroy,  Jr. 
Harry  W.  Wilson 
Harwell  Wilson 

J.  E.  Wilson 

J.  E.  Wilson,  Jr. 

John  M.  Wilson 
Winfred  L.  Wiser 
J.  B.  Witherington 
Rodney  Y.  Wolf 
Matthew  W.  Wood 
Thomas  O.  Wood 
J.  C.  Woodall,  Jr. 

G.  R.  Woodbury 
Linda  P.  Woodbury 
Clifton  W.  Woolley 
Richard  L.  Wooten 
C.  H.  Workman,  Jr. 
Jerry  Lewis  Worrell 
Earle  L.  Wrenn,  Jr. 

L.  D.  Wright,  Jr. 

L.  D.  Wruble 
Henry  Wurzburg 
C.  F.  Yates 
J.  G.  Young 
John  D.  Young,  Jr. 
Paulus  Zee 

B.  M.  Zussman 

Millington 
“Tames  F.  Bradley 

F.  H.  Goode 

W.  R.  Kendrick,  Jr. 
Billy  W.  King 

C.  G.  Landsee 

Southaven,  Miss. 
Jack  C.  Biggs 

Winter  Park,  Fla. 
Steve  H.  Turnbull 


MONROE  COUNTY 
MEDICAL  SOCIETY 

Madisonville 
Frank  II.  Lowry 
H.  M.  McGuire 

Sweetwater 
James  L.  Allen 
James  H.  Barnes 
*W.  J.  Cameron 
Joe  H.  Henshaw 
Telford  A.  Lowry 
J.  E.  Young 
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MONTGOMERY 

COUNTY 

MEDICAL  SOCIETY 


Clarksville 

E.  R.  Atkinson 
James  F.  Bellenger 

A.  R.  Boyd 
Carlos  Brewer 
W.  H.  Brigance 
Ed  Cutter 

Sam  N.  Doane,  Jr. 

D.  W.  Durrett,  Jr. 

J.  T.  Farrar 
“Mack  Green 

V.  H.  Griffin 
David  L.  Gullett 

B.  T.  Hall 
James  Hampton 
Thomas  K.  Hepler 

B.  T.  Inglehart 
Howard  R.  Kennedy 
Robert  C.  Koehn,  Jr. 
J.  H.  Ledbetter,  Jr. 
Fritz  F.  Lemoine 

J.  W.  Limbaugh,  Jr. 

R.  S.  Lowe,  Jr. 

O.  S.  Luton 
William  G.  Lyle 

F.  J.  Malone,  Jr. 

F.  G.  McCampbell 
J.  R.  Milam 

T.  J.  Montgomery 
Don  Richardson 
Jack  W.  Ross,  Jr. 
James  R.  Smith 
Marion  Spurgeon 

W.  P.  Titus,  III 
Harold  Vann 
Roy  Vermillion 
W.  H.  Wall,  Jr. 
Frank  Wilson 
Paul  Wilson 

John  F.  Wright,  Jr. 

R.  W.  Young,  Jr. 


Dover 

Robert  Henry  Lee 


Erin 

Douglas  W.  Ligon 

Albert  Mitchum 

Selmer 
Ross  Smith 


Trenton,  Ky. 
Jesse  C.  Woodall 


NORTHWEST 
TENNESSEE 
ACADEMY  OF 
MEDICINE 


Dresden 

Edward  H.  Welles,  Jr. 
Paul  W.  Wilson 


Dyersburg 
Jesse  Paul  Baird 
Thomas  V.  Banks 
James  W.  Bonds 
J.  D.  Connell 
William  F.  Craddock 
Walter  E.  David 
Robert  L.  Harrington 
Douglas  Haynes 
John  D.  Hunter,  Jr. 

A.  Peter  Inclan 
Jerry  M.  Jernigan 
Robert  T.  Kerr 
Elton  King 
Orren  B.  Landrum 
Jas.  Chalmers  Moore 
Olyn  Fred  Moore,  Jr. 
Tames  R.  Noonan 
John  A.  Reaves,  Jr. 
James  H.  Smith 
Richard  David  Taylor 
W.  I.  Thornton,  Jr. 

L.  A.  Warner,  Jr. 
Lydia  V.  Watson 

Gleason 
R.  M.  Jeter 


Greenfield 
Nathan  F.  Porter 

Lewisburg 
H.  A.  Morgan,  Jr. 

Martin 

Hobart  H.  Beale 
R.  W.  Brandon,  Jr. 
William  L.  Duncan 
Robert  G.  Patrick 
Ira  F.  Porter 
J.  W.  Shore 
O.  K.  Smith,  Jr. 
Enos  C.  Thurmond 
Jose  A.  Veciana 
T.  Thomas  Warren 

Memphis 
$Ken  Chandler 
Daniel  P.  Green 
Thomas  W.  Johnson 

Newbern 
W.  O.  Murray 
William  L.  Phillips 

Ridgely 

William  B.  Acres 
Ripley 

Arden  J.  Butler,  Jr. 

John  C.  Jennings 

B.  G.  Robbins 
William  H.  Tucker 
R.  T.  Wallace 
Claude  R.  Webb 

Tiptonville 
Jack  R.  Holifield 
Edward  B.  Smythe 

Trimble 
V.  Art  Murphy 

Troy 

Chesley  H.  Hill 

Union  City 
J.  Kelley  Avery 
M.  A.  Blanton,  Jr. 
Harold  Butler 
Robert  L.  Cameron 
Joe  Campbell 
Wm,  Neel  Carpenter 
R.  E.  Clendenin,  Jr. 
Byron  O.  Gamer 
Dan  C.  Gary 
R.  L.  Gilliam,  II 
William  V.  Ginn,  Jr. 
Laurence  W.  Jones 

E.  P.  Kingsbury,  Jr. 
R.  G.  Latimer,  Jr. 
Rodger  P.  Lewis 
James  W.  Polk 
Tames  H.  Ragsdale 
Grover  F.  Schliefer 
Malcolm  T.  Tipton 
Robert  R.  Young,  Jr. 


OVERTON  COUNTY 
MEDICAL  SOCIETY 

Byrdstown 
B.  H.  Copeland 

Celina 

Champ  E.  Clark 

Livingston 
Malcolm  E.  Clark 
Herman  B.  Nevans 
Denton  D.  Norris 
Will  G.  Quarles,  Jr. 
Jack  M.  Roe 
Jerry  L.  Shipley 


PUTNAM  COUNTY 
MEDICAL  SOCIETY 

Algood 
J.  T.  Moore 


Cookeville 
David  L.  Beaver 
Phillip  D.  Bertram 
James  L.  Breyer 
Jack  L.  Clark 
William  N.  Cook 
John  D.  Crabtree 

K.  G.  Crawford 

S.  U.  Crawford,  Jr. 
James  T.  DeBerry 
Walter  Derryberry 
Stanley  W.  Erwin 
William  C.  Francis 
William  A.  Hensley 
W.  M.  Humphrey 

C.  L.  Jones,  Jr. 
Charles  E.  Jordan 
♦Robert  V.  Larrick 
Jere  W.  Lowe 
Boyce  B.  Pryor 
“Edward  R.  Seiler 
James  W.  Shaw 
“Thurman  Shipley 
William  S.  Taylor 
“J.  Fred  Terry 
Claude  M.  Williams 
Guy  Zimmerman 

Monterey 

“Claude  A.  Collins 
®T.  M.  Crain 


ROANE-ANDERSON 
MEDICAL  SOCIETY 

Clinton 
A.  W.  Bishop 
Parley  M.  Dings 
Henry  Hedden 
William  M.  Hicks 
John  J.  Smith 

Harriman 
A.  Julian  Ahler 
“Thomas  L.  Bowman 
E.  C.  Cunningham 
R.  S.  Heilman,  Jr. 

H.  Stratton  Jones 
Louis  A.  Killeffer 
Vernon  E.  McNeilus 
John  R.  Sisk 
James  M.  Tozer 

Kingston 

Carolyn  A.  Beard 
Nathan  Sugarman 
R.  E.  Wilson 

Norris 

Samuel  G.  McNeeley 

Oak  Ridge 
Gould  Andrews 
“Robert  P.  Ball 
R.  R.  Bigelow 
Richard  G.  Brantley 
Geron  Brown 
Marvin  G.  Caldwell 
Charles  L.  Campbell 
Alex  G.  Carabia 
John  P.  Crews 

C.  E.  Darling,  Jr. 
Dexter  Davis 
John  D.  DePersio 
Robert  E.  DePersio 
Armando  De  Vega 
Richard  A.  Dew 
Laurence  R.  Dry 
Robert  W.  Dunlap 

C.  Lowell  Edwards 
Earl  Eversole,  Jr. 

T.  Guy  Fortney 
Frank  Genella 
Herbert  B.  Gerstner 
James  T.  Gillespie 
Francis  Goswitz 
Helen  V.  Goswitz 
Thomas  J.  Grause 
Charles  Gurney 
William  P.  Hardy 
Donald  Hartman 
Ernest  Hendrix 
James  I.  Hilton 
H.  J.  Hostetler 
Raymond  A.  Johnson 
Elliott  E.  Kaebnick 


Avery  P.  King 
JRalph  Kniseley 
Thomas  A.  Lincoln 
Lynn  Lockett 
C.  C.  Lushbaugh 
Joseph  S.  Lyon 
Sam  O.  Massey 
V.  W.  McLaughlin 
M.  W.  Morris 
Bill  Nelson 
Charles  P.  Oderr 
Etna  M.  Palmer 
Samuel  J.  Pieper 
Lewis  F.  Preston 
William  W.  Pugh,  Jr. 
C.  Julian  Ragan 
H.  M.  Rossman 
Henry  B.  Ruley 
John  K.  Schanze 
David  W.  Seay 
C.  W.  Sensenback 

L.  L.  Sheely 
Paul  E.  Spray 
David  G.  Stanley 
George  Stevens,  HI 

C.  R.  Sullivan,  Jr. 
Marjorie  J.  Swint 
Daniel  M.  Thomas 
Joe  E.  Tittle 

D.  T.  Upchurch 
Joan  Woods 
Gino  Zanolli 

Oliver  Springs 

S.  J.  Van  Hook 

Rockwood 
Isham  M.  Cox 
C.  Harwell  Dabbs 
Tom  W.  Evans 
Thomas  A.  Fuller 
John  V.  Snodgrass 

Summit,  New  Jersey 
Jock  L.  Graeme 


ROBERTSON  COUNTY 
MEDICAL  SOCIETY 

Cedar  Hill 
Robert  H.  Elder 

Cross  Plains 
Ora  W.  Ramsey 

Springfield 

Warren  G.  Hayes 
Bevley  D.  Holt 
John  M.  Jackson 
Carroll  M.  Looney 
James  R.  Quarles 
William  P.  Stone 
John  B.  Turner 
Raymond  H.  Webster 
John  E.  Wilkison 

White  House 
Raymond  Hirsch 


RUTHERFORD 

COUNTY 

MEDICAL  SOCIETY 

Murfreesboro 
J.  Paul  Abernathy 
Carl  E.  Adams 
J.  H.  Alexander 
James  T.  Allen 
Joseph  C.  Bailey 
“W.  S.  Barham 
Richard  B.  Bell 
James  T.  Boykin 
Jerry  N.  Campbell 
J.  T.  Cunningham 
Bernard  S.  Davison 
David  T.  Dodd 
Paul  C.  Estes 
Rufus  J.  Garrison 
S.  C.  Garrison,  Jr. 

C.  E.  Goodman,  Jr. 
Thos.  G.  Gordon,  Sr. 
Richard  E.  Green 
Robert  H.  Hackman 
Sam  H.  Hay 
Chas.  A.  Heffington 
George  S.  Hester 
*R.  D.  HoUowell 


David  L.  Hudson 
Kenneth  D.  Hunt 
J.  K.  Kaufman 
Douglas  W.  Kendall 
Lois  M.  Kennedy 
Joseph  Knight 
R.  T.  Knight 
Charles  W.  Lewis 
Fred  R.  Lovelace 
Kenneth  D.  Macknet 
Matt  B.  Murfree 
Eugene  P.  Odom 
Robert  G.  Ransom 
W.  D.  Rosborough 
Robert  S.  Sanders 
William  W.  Shacklett 
Ben  A.  Shelton 
Charles  D.  Smith 
Wm.  Radford  Smith 
James  A.  Starrett 
J.  W.  Tenpenny 
E.  C.  Tolbert 
Robert  P.  Tuma 
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